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NOTICE TO CONTRIBUTORS ~~ 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
TRe Journal publishes original work in all fields of psychiatty. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, Landon SW1X 8PG. 


, Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhey. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted, 


Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


he title sould be brief and to the point. A sub-title may be used to amplify the main title. The names of 
* the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


Kennet, R. E. (1974) The stability of psychiatric diagnoses. British Journal af Psychiatry, 124, 352-8. 
RUTTER, M., Tizarp, J. & Wurrmorg, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 


, Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. I. Rosen). Oxford University Press. 


Durxiem, Iè (1897),Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 


*In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 
Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London W1M 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 

Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 

Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached’ 
to conciseness and clarity, Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SW1Y 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list, 








. ps 


BRITISH JOURNAL OF PSYCHIATRY, JANUARY 1979 i 








mianserin hydrochloride 


the effective, safer 
antidepressant 


+complementary anxiolytic 
action 


+improves 


sleep 


>) Organon Laboratories Ltd., Crown He 


Prescribing information 
Dosage & Administration 


indications. warnings etc 


OF i 


Treatment of Overdosage 


i 











ii BRITISH JOURNAL OF PSYCHIATRY, JANUARY 1979 





Biofeedbaek involves the use of sensitive electronic instru- 
ments which detect and feed back information on physio- 
logical functions of which the patient is not normally 
aware. This information, available in an auditory or visual 
form, enables the patignt to learn conscious control of the 
physiological fanctions gssociated with many disorders. 


Biofeedback Systems markets a range of instruments 

e covering the major feedback modalities, which are 
functionally engineered to the highest specifications. They 
all conform to HTM8 electrical safety standards, the only 
units to meet this requirement, and are backed by a comp- 
rehensive five year guarantee. Supplied to more than 250 
hospitals and universities in the U.K., they are reliable and 
flexible in use. 


The 80 SERIES are designed for ambulatory use outside 
the clinic, being small, easy to operate and battery- 
powered. The 100 SERIES are for routine clinical appl- 
ication with portability ensured by compact size and 
single battery operation. Each unit incorporates feedback 
facilities appropriate to the modality, with auditory 
feedback through an internal speaker and visual feedback 
through a panel-mounted meter. The mains-operated 120 
SERIES with unsurpassed feedback, data collection and 
output facilities are suited for use in the most demanding 
research and clinical applications. 






















*SCL80 SCL100 skin conductance monitors for use in 
anxiety reduction, phobias and stress-related disorders. 
*EMG80 EMG100 EMG120 electromyographs for use 
in relaxation therapy, tension headache and muscular 
disorders, í 









Acomprehensive range of biofeedback instruments 
an effective aid in the treatment of 
psychological and psychosomatic illness 






*T100 temperature monitor for application in 
migraine, anxiety and circulatory disorders 


*EEG100 electroencephatograph for application 
in neuroses and relaxation training. 


*HR100 heart rate monitor for use in the treatment of 
hypertension and cardiac arrhythmias. 


*D1120 digital integrator for use with the EMG120. 


For further information about the instruments and for 
details of books and tape cassettes on biofeedback, 
please contact: Biofeedback Systems Limited, 

6 Lower Ormond Street, Manchester M1 SOF. 

Tal: 061-236 1283 
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Biofeedback Systems Ltd 











A restless rr indinan overtense 
body, fretting the wakeful h vay. 
Cycles of mental and physical 
tension, setting up barriers to natural 
drowsiness 





Formula Each tablet contains 200 mg chlormezanone. Indications For the treatment of minor tension and anxiety states, pre- 
menstrual tension and painful conditions involving skeletal muscle spasm Dosage Dosage should be adjusted to the patient's 
needs and response, up to a maximum of 800 mg daily. For patients suffering fram muscular tension or axiety which prevents 
sleep. a usual dose of two tablets at might is recommended. For daytime sedation, the usual dose is one tablet three times a 
day. Safety Factors Trancopal may cause minor side effects such as drowsiness, dizziness and drying of the mouth. Ambulant 
patients who expenence drowsiness should not drive or operate machinery. The sedative effect may be potientated by alcohol 
and other tranquillisers, particularly phenothiazin compounds Trancopa! should not be used with monoamine oxidase inhibitors 
Presentation Bottles of 60 tablets. Basic N.H.S. Cost One weeks treatment (2 tabs nocte) 59p. Trancopai is a registered trade 
mark. Full prescribing information is available on request from:- W inthrop Laboratones. Surbiton-upon-Thames, Surrey, KTS 4PH 


~ WINTHROP 
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_ | The Retreat, — 


an for Psychiatric Illnesses 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern  . 
for patients*as individuals. The Retreat is a 250 bedded private registered nursing home ™ 
e. surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in q sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £13.85 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York ¥O1 5BN 
(Telephone 0904-54551). 






* BOWDEN HOUSE CLINIC 


Haraow- on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton-Miller 


A non-profit making Charity outside the National 
s Health Service 











NOTICE TO 
ADVERTISERS 


Applications for advertisement 
space in 
The British Journal of Psychiatry 
should be made to: 





A private clinic {all patients having single rooms) for 

the geatment of patients suffering from neuroses, 

early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 


PTM PROFESSIONAL 
PUBLICATIONS 
LIMITED 


Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


295 Balham High Road, 
London SW17 7BA 


Telephone: 01-672 7408 


Apply for details; Administrative Secretary 
Applications Jor admission to the Matron 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed ; 
environment. Staffed by nine full-time Consultant Psychiatrists, three Clinical Psychologists and 
with a full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range * 
of psychiatric treatments. Care is provided on. a short, medium agd long term basis and the 
following specific units are available: ` 

SHORT TERM ACUTE TREATMENT 

ALCOHOL TREATMENT 

BEHAVIOUR MODIFICATION 

DAY HOSPITAL 

PSYCHOGERIATRIC 

PSYCHOTHERAPY 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 
Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W.1., 
Oxford and Bedford. , ' 
St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 
Further details and brochures may be obtained from the Medical Director, 
St. Andrew’s Hospital, Northampton. 
(Telephone 0604-21311). 


ANNUAL SEMINARS IN 
FAMILY PSYCHIATRY 


THE INSTITUTE OF FAMILY PSYCHIATRY 
THE IPSWICH HOSPITAL 
20th—2 Ist JUNE, 1979 


The course has been designed for trainee psychiatrists as an introduction to the new 
approach of FAMILY PSYCHIATRY. 


There will be coverage of the whole field of Family Psychiatry with particular 
sessions devoted to Theory, Family Psychopathology, Family Diagnosis, Family 
Psychotherapy and Vector Therapy. 7 


Particulars from the Secretary of the Institute of Family Psychiatry, 23 Henley 
Road, Ipswich IP1 3TF. Telephone: Ipswich (0473) 214811. 
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UNIVERSITY OF CALIFORNIA, LOS ANGELES 


DELLA MARTIN CHAIR IN PSYCHIATRY 


UCLA School of Medicine seeks appropriate candidates for the Della Martin 


Chair in Psychiatry, newly endowed Professorship for distinguished academic 
psychiatrist (English-speaking, eligible California licensure) committed to 
research especially on major mental illnesses of adolescents and young adults. 
Equal opportunity affirmative action employer. Send curriculum vitae, letter 
discussing career goals, five references to: : 


Arnold B. Scheibel, M. D. 
Chairman 

Della Martin Search Committee 
760 Westwood Plaza 

Los Angeles, California 90024 
USA 


: CANADA 


DEPARTMENT OF SOCIAL SERVICES 
CORE SERVICES BRANCH 


CLINICAL DIRECTOR, MENTAL RETARDATION 


Valley View Centre, Moose Jaw, requires the services of a Clinical Director for the care and training of 
approximately 800 mentally and physically-handicapped residents. The Centre offers a multi-disciplined approach 
to program services for the retarded. Under the administrative supervision of the Director, the Clinical Director 
would be responsible for all medical services and programs and would be a member of the multi-disciplined team 


, as regards non-medical programs. The current thrust of the Centre is to integrate residents into community-based 


programs throughout Saskatchewan, and improve the quality of programs for long-term institutional residents. 
The Clinical Director will act in a consultative role to other agencies and practitioners who provide services to the 
mentally and physically-handicapped in Saskatchewan. 


Valley View Centre, in the city of Moose Jaw, is operated by the Government of Saskatchewan through the 
Department of Social Services. 


Applicants will be graduates from an accredited medical school with post-graduate training in psychiatry and 
experience in mental retardation. He/she must be eligible for full medical licencing with the College of Physicians 
and Surgeons in Saskatchewan. Medical graduates of Canada, United Kingdom, ireland, Australia, New Zealand, 
South Africa and the U.S.A., may be eligible for full medical licencing in Saskatchewan. 


Salary: $40,620-$44.256 
$42 ,420-$52,476 (with certificate or licence) 
$47,112-$58,452 (with certificate and licence) 


Competition: 614060-8~-581 Closing date: As soon as possible. 


Please forward all resumes andjor enquiries directly to: 
Personnei Department, 
Valley View Centre, 
e P.O, Box 1300, 
Moose Jaw, Saskatchewan, 
s Canada S6H 4R2. 
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Post Doctoral Fellowships 
The Missouri institute of Psychiatry in St. Louis invites applications 
to its Psychiatric Post-Doctoral Fellowship Program. A university 
based, multidisciplinary, psychiatric, educational and research center, 
the Missouri institute of Psychiatry is also affiliated with severai State 
© = ~— Department of Mental Health and community hospitals. Qualified 
faculty and ail fellows receive appointments in the Department of 
Psychiatry, University of Missouri-Columbia, Schoo! of Medicine. The 
Post-Doctoral Program offers 2-3 years of post residency clinical 
experience and research-oriented training in the areas of 
Psychobiology and Mental Health Information Systems. A fellowship 
in Administrative Psychiatry is also available. Clinical and basic 
science research training is under the guidance of internationally 
recognized experts in psychopharmacotogy, biochemistry, 
neurophysiology and computer applications, backed by outstanding * 
library facilities. Salaries-$27000. For further information, interested 
physicians who have completed a Residency or equivalent in 
Psychiatry or Neurology (overseas applicants should have V.Q.E.) 
should write: 














John Barton, M.D. 
Department of Psychiatry 
University of Missouri-Columbia 


School of Medicine J 

Missouri Institute of Psychiatry 

5400 Arsenal Street i | 
St. Louis, Missouri 63739 


The University of Missouri is an equal opportunity employment 
institution. 


CANADA 


International Grenfell Association 


A Psychiatrist of at least Senior 
x Registrar level is required at the Inter- is 


national Grenfell Association Hospital papa oniy Superior 
at Goose Bay, Labrador, Canada in the si 

near future. The hospital is respon- to amitriptyline...’ 

sible for a mixed population of settlers, |, Leading article Brit Med.J. 1,128, 1978. i ‘ 
eskimos and indians. Contract 


minimum of one year and ona year's > j 
contract the outward-going fare will IZO 
be paid and the return fare on a two 


year contract. Modern accommoda- a refinement of the 
tion will be provided at a moderate leading antidepressant 


rental and the Association makes all 


; travel and other arrangements. 4 @ | 
interviews will be held in London. ry IZO 


„Please apply with full particulars to: š Saca A 
The Secretary, Grenfell Associa- sustained release amitriptyline 











tion, Hope House, 45 Great Peter re formaton is available from ZN] 
m. R. Warner & Co. Ltd, ` 
Street, London, SW1P 3LP. Usk Road, Pontypool, Gwent NP48YH ° a = 
Telephone 01-222 6252, “Trade mark 6612-UK~Dec 78 
. . 
' e 
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The Wellcome Trust 


Training Fellowships 
for Research into 
Mental Disorders 


kd 

Applications are invited from 
medical and scientific graduates 
working in British Universities for 
fellowships for research training in the 
field of mental disorder. 

These awards, which are tenable for 
up to 3 years, are intended for 
clinicians with a training in psychiatry 
at registrar/senior registrar level, or for 
postdoctoral scientists, who wish to 
extend their research experience and 
training. The research proposals should 
be relevant to mental health or related 
basie science and the applicant should 
intend to continue research in this field. 
The fellowships may be held in 
appropriate departments or clinical 


centres in Great Britain. 


Candidates should be aged 26-33 and 
applications should be made by the 
Head of the Department in which the 
candidate proposes to work. Salaries 
will be in the range of £4,382 -£7,112 
according to age and experience. 


Application forms can be obtained 
from: 

Grants Section, 

The Wellcome Trust, 

1 Park Square West, 

London NW1 4LJ. 

Tel: 01-486 4902. 

Closing date for applications is 
12th February, 1979. 





Ls 


2? 
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: sychiatric Foundations of 
? Medicine | | 
A Editor-in-Chief: George U. Balis $ ` 
Editors: Leon Wurmser and Ellen McDaniel 
Consulting Editor: Robert G. Grenell A . 
* 
The six volumes in this series comprise a comprehensive reference on psychiatry. Contributions from a 
tearn of distinguished experts cover the whole field of psychiatry and its related disciplines, 
Beginning with evolutionary dimensions of behaviour, the effects of developmental, cultural and 
social influences of the individual are fuliy examined. The authors then describe basic and clinica) 
conditions leading to full discussions of psychiatry in medical practice. g 
Volume i: Dimensions of Behaviour i 
i Volume | introduces the background of general concepts and presents the origins of behaviour. 
Í 1978 576 pages 235x 160mm . 
0 409 95009 2 £16.70 $37.50 Hardback 0409951307 £11.10 $25.00 Paperback 
. Volume il: The Behavioural and Social Sciences and the Practice of Medicine 
Examines cross-sectional and social dimensions of behaviour, as well as considering medical aspects of 
psychiatry. 
1978 848 pages 235x 160mm 
0 409 950009 £22.00 $50.00 Hardback 0409951504 £13.96 $31.25 Paperback 
Volume ill: Basic Psychopathology 
Volume HI introduces the fundamental concepts that define the nature of disordered behaviour. It 
Provides the conceptual basis of psychopathology at the phenomenological, aetiological, and, patho- 
genetic levels, as a prerequisite for the understanding, diagnosis, and treatment of mental illness. 
1978 416pages 235 x 160mm 
0409950106 £16.70 $37.50 Hardback 0409 951501 £11.10 $25.00 Paperback 
re e 
Volume IV: Clinical Psychopathology : 
e Clinical Psychopathology emphasises for the reader those aspects of clinical psychiatry which are most 
relevant to general medical practice. 
i 1978 656 pages 235x 160mm 
0409951005 £19.40 $43.75 Hardback 
Volume V: Psychiatric Clinical Skills in Medical Practice x 
` This volume is devoted to clinical methods — diagnostic and therapeutic — which are used in the 
practice of psychiatry and related professions, as well as in medical practice. 
1978 512 pages 235 x 166mm 
0409951102 £19.40 $43.75 Hardback . 
Volume Vi: Psychiatric Problems in Medical Practice 
Psychiatric Problems in Medical Practice focuses on selected areas of medical practice in which the 
application of psychiatric knowledge and skills is important in comprehensive diagnosis and patient 
management, j 
1978 496 pages 235x 160mm 
* 0 409 95120 X £19.40 $43.75 Hardback 
a EREE OTRE teeter mane 
Butterworths 
Butterworth & Co (Publishers) Ltd., 
l Borough Green, Sevenoaks, Kent TN15 8PH 
. 
p. e Pe 4 _— 





A Private Centre for the Treatment of 
Alcoholism and Drink-Related Problems 


Medical Director 


Dr Max Glatt MD DSc FRCP FRCPsych DPM 


The Priory, Roehampton, has established 
Galsworthy House to provide treatment for 
alcoholism and drink-related problems. 


The professional staff includes physicians, 
psychiatrists, therapists, and qualified 
counsellors, and has the support of The Priory’s 
psychiatric staff and facilities. An essential f 
contribution to rehabilitation is made by 
recovered alcoholics. 


Galsworthy House offers a four or five week 
intensive residential course of treatment, 
followed by owt-patient care tailored to suit 
individual needs. 


Galsworthy House is a specialised treatment unit of The Priory, 
. Priory Lane, Roehampton, London SW15 5J]. 01-876 8261/6. 


Galsworthy House also counsels companies on 
the implementation of alcoholism policies for 
employees. 


Enquiries for brochures, treatment details and 
fees should be made to: 


Peter Coyle 
Galsworthy House 
Kingston Hill 

Kingston upon Thames 
Surrey KT2 7LX 
01-549 9861. 





The Priory 
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* High dose/low volum > 
(100 mginiml). — 


* Ideal when higher de 
required for effective a 
psychotic control. 


* Retains the efficacy of. 


Modecate™ 
(fluphenazine decanoate injection 25 mg 


—10 years clinical use in 
treating schizophrenia. 


indications 

Modecate injection (fluphenazine decanoate 25 mg/mf) is indicated for 
the treatment of psychotic disorders, particularly maintenance treatment 
of chronic schizophrenic patients. 

Modecate Concentrate injection provides a high concentration of 
fluphenazine decanoate (100 mg/mi) in a small volume for those patients 
who requirs higher doses for effective anti-psychotic control. 

Dosage 

1. Adult patients already receiving Modecate injection (25 mg/ml), may 
be transferred directly to the equivalent dose of Modecate Concentrate 
injection (100 mg/ml) on the basis that tmi of Modecate Concentrate is 
equivalent to 4 mi Modecate. 

2. Patients not receiving injections of Modecate should be givena test 
dose of 0.5 mi Modecate injection (12.5 mg) by deep intramuscular 

~ Injection into the gluteal region to test for susceptibility to extra-pyramidal 
reactions. Further injections may be given according to the initial respanse, 
Modecate Concentrate (100 mg/mi) administered by deep intramuscular 
injection into the gluteal! region may be used for severe conditions where 
high doses are required on the basis that t ml of Concentrate is equivalent 
to 4 mi of Modecate injection. 

Contra-indications 

Patients with marked cerebral atherosclerosis, phasochromocytoma; 
renal or liver tailure, or severe cardiac insufficiency. 

Precautions 


Care should be taken in patients who exhibit marked extra-pyramidal 
reactions to oral phenothiazines, particularly elderly pati ; 

Side effects 

Mainly extra-pyramidat reactions. Drowsiness, lethargy, dryness 6f the 
mouth and miid hypotension may occur, 

Pack ‘Basic NHS Price 

Modecate Concentrate injection £34.00 

Sx tmiamp. 

Moderate injection £18.30 

1Oxtelamp. 

Further information avaliable from Technical Services Department 
ER Squibb & Sons Ltd. 

Regal House 

Twickenham TWI 30T Tel: oiaoi 
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British Policies on. Opiate Addiction: 


Ten Years Working of the Revised Response, and Options 
for the Future 


By GRIFFITH EDWARDS 


It is now ten years since the Drug Clinics 
were set up. In the early 1960’s along established 
equilibrium broke down, and the number of 
narcotic addicts known to the Home Office 
began to rise steeply. The new addicts were 
predominantly in their early 20’s, and drugs 
were being obtained either from the over- 
generous prescribing of a handful of doctors or 
from the spill-over of this prescribing to the 
black market (Bewley, 1965 (1), 1966 (2)). 
Heroin was the essential agent of this epidemic, 
with cocaine as the major ancillary. 

In 1965 the second Brain Committee (Inter- 
departmental Committee, 1965) (3) made a 
number of policy recommendations which were 
then largely embodied in the 1967 Dangerous 
Drugs Act. Compulsory notification of addicts 
came into force on 22 February 1968 by 
Regulation made under that Act, and as from 

*16 April 1968. the prescribing of heroin and 
cocaine for addicts was limited by Regulation 
to specially licensed doctors practising from 
designated centres. Other than a few private 
institutions, these centres were the newly opened 
out-patients NHS Drug Clinics. By October 
1968, 15 of these clinics were operating in 
London (carrying 79 per cent of all narcotic 
addict patients in England and Wales), while 
24 clinics outside London carried the remaining 
21 per cent (Stimson, 1973) (4). A few special 
in-patient units were opened. 

What were the next ten years to bring? The 
rise in addiction from 1960, the sudden increase 
in known cases when in 1968 the activities of 
over-prescribing doctors were curtailed and 
addicts came forward to the clinics, and the 
subsequent establishment of some sort of a 
plateau, is the sequence of events suggested by 


`s 


the Home Office statistics (Table I). THe’ 
comforting appearance is of an epidemic 
seemingly brought under control. . 

The purpose of this paper is to examine the 
elements of policy which together, comprised 
the response to that epidemic, to consider the 
relative efficacy of different elements, and 
finally to look at options for the future. Often a 
social or health problem is tackled on a basis of 
muddling through or just hoping that it will go 
away, but the response to addiction in the 1960's 
provides an instance of Government strategy 
which was planned and highly intentional 
(Connell, 1969) (5). As such, the story is not 
only about drugs and drug policies; jt provides a 
case study in planning. 


Compulsory notification as essential basisefor monitoring 


A unique feature of the new legislation was 
that it put on doctors a statutory obligation to” 
give names of patients to the Home Office— 
to the Government department charged with 
general responsibility for maintenance of-law 
and order. Ambiguous perceptions of addiction e 
were thus nicely enshrined. Notification is in 
theory to the Chief Medical Officer of the 
Home Office, but this is only a form of words. 
The arguments for compulsory notification 
appear to have been as follows :— 


(i) A central index was needed to prevent 
addicts enrolling at more than one clinic 
and receiving duplicate supplies. 


(ii) A doctor having to notify’ any addict for 
whom he was prescribing (and even indeed 
a patient whom he suspected of addiction 
but for whom he did not*prescribe) would 
discourage careless prescribing. Non-clinic 
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doctors ¢ould, of course, still prescribe any 
drug other than heroin or cocaine to 
addicts. 


e (iii) At an early stage there were some sug- 


. 


gestions that the index could be used for 
- ‘contact tracing’ purposes, as with a 
notifiable infectious disease. 


" fiv) The Home Office index would provide the 


ee 


essential basis for monitoring the pre- 
valence and incidence of narcotic addiction, 
and the efficacy of preventive policies. 


The first three of these considerations may be 
got out of the way quite quickly. The index has 
been ‘of practical use to clinic staff on a daily 


working basis, 


as a confidential check on 


information when a patient approaches a clinic. 
Careless prescribing of opiates may have been 
discouraged, but in a changing era where 
laxness in prescribing of minor tranquillizers or 
barbiturates poses serious health threats, the 
current regulations for compulsory notification 


obviously cannot have a wider 


effect than 


originally intended. And as for the idea of case 


tracing through the index, 


this has never 


seriously been taken up. 


It is the worth of the index as an epidemiolo- 


gical monitor which has come to be accepted by 
many as its prime justification, while it is 
precisely thés aspect that has been most per- 
sistently questioned by other commentators. 


ye 


i) Failure to comply with statutory notification 


t 


Some of the matters at issue are as follows :— 


, requirements. There is evidence from a 
number of different sources that doctors are 
not fully aware of the requirement to 
notify. For instance, Smart and Ogborne 
*(1974( (6) found that among 152 narcotic 
users who attended two Drug Clinics 
between | January 1970 and 31 July 1973 
but who were given no opiate prescription 
46 per cent had not been notified to the 
Home Office. It seems likely, therefore, 
that over a period certain clinic doctors 
mistakenly” believed that there was no 
requirement to notify unless their patient 
was given a „prescription; and, in the light 
of work by’ Blumberg et al (1974a) (7), 
which suggests that rather more than one 


(ii) 


third of subjects approaching a clinic are 
not given an opiate, the losses to noti- 
fication may have been considerable. The 
Drug Clinics are quantitatively the most 
important source of notification. Prison 
medical officers make the only other 
substantial contribution, but the manner in 
which these latter practitioners interpret 


\. 


. 
a 


their responsibilities has not been ade- e 


quately examined. That hospital casualty 
departments are lax in reporting has been 
shown by Ghodse (1977 (8), who found 
that in at least 77 per cent of incidents 
involving a narcotic addict notification was 
not made. The overall conclusion on 
medical failure to notify might therefore 
be the unsurprising one that people often 
forget to fill in forms and frequently 
misunderstand instructions. A system of 
notification relying on multiple and chang- 
ing informants, and with no regular checks, 
cannot be expected to have the rigour of a 
well-managed case register. 


Narcotic addicts whe do not come into contact 
with the notification system. A doubt which has 
always hung over the Home Office totals 
is the extent to which they reflect the true 
prevalence of opiate addiction in the 
community, Are most opiate addicts noti- 
fied fairly early in their addiction careers, or 


only after some years, or perhaps never at® 


all? These questions are vital not only to 
interpretation of the Home Office statistics 
at any one point in time but also, of course, 
to the reliance to be put on apparent 
trends over time. For instance, an increase 
in the annual totals might either be 
pessimistically interpreted as an indicator 
of a true rise in case incidence, or alter- 
natively and more optimistically as the 
index totals being swollen by a greater 
proportion of cases suddenly coming for- 
ward——as would happen if shortage in 
black market supplies caused more addicts 
to approach the clinics earlier in their 
careers. Similarly, alternative and opposite 
interpretations could be put on any fall 
in the official figures. There are some 
research data which bear on these points. 


° 


° 


. 





-oesouArroyave et al (1973) (9), in a study of the 
misuse of heroin and methadone in the 


City of Oxford, found that 20 per cent of 
63 ‘certain’ cases of opiate addiction, and 
none of 111 ‘very probable, probable of 
suspected’ users of opiates, were known to 
the Home Office. Blumberg et al (1974a) (7) 
asked London clinic attenders in 1970-71 
about their opiate using friends, and were 
told that only half the acquaintances who 
injected had contacted a clinic. Among 
clinic attenders, the median time between 
first injection of an opiate and first ap- 
proach to a clinic was about three years, 
with considerable variation. In a further 
study, Blumberg and Dronfield (1976 (10) 
concluded that ‘it would appear that the 
non-clinic population of self-injecting drug 
users in Britain is at least about as large as 
the clinic population’. Grimes (1977) (11) 
has tabulated a mass of data from multi- 
clinic reporting on new cases from 1968 to 
1973 inclusive. Throughout this period it 
was only a minority who came forward 
during the first six months of use (22.3 per 
cent in 1968 and 9.2 per cent in 1973, but 
with missing data hindering interpretation 
of trends). Yet another indicator as to the 
magnitude of ‘the hidden number’ might 
be expected to come from studies of 
coroners’ courts. Gardner (1973) (12) 
found that of 138 opiate addicts whose 
deaths were reported by coroners in 
London only 24 were unknown to the Home 
Office. More recent work shows the 
limitations of a search where only cases 
actually reported by the coroner as addict 
deaths are inspected, and it would be a 
mistake to draw too sanguine conclusions 
from Gardner’s results (Ghodse, 1978) (13). 


(iit) Narcotic addicts ‘no longer seeking treatment’. 


Over recent years many addicts annually 


-Jave been taken off the index because the 


clinics report that they are no longer 


- seeking treatment. In 1976 the number was 


1,024. Whether the subjects concerned are 
off opiates or have decided to maintain 
themselves on black-market supplies rather 
than continue clinic contact has been a 


. 
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(iv) 


question to which the answer has remained 
elusive—it was uncertain whether this 
large-scale annual drop-out from the index 
was an indication of addicts cured or 
simply of addicts lost from sight. Very” 
recently, Stimson ef al (1978) (14) have 
given results of a seven year follow-up of 
heroin users and shown that of 46 patients 
who were ‘noslonger attending’ and whose 
present status could be determined only six 
were currently iniecting gpiates. It eannot - 
be assumed that this sample is entirely 
representative or that this finding would 
reflect status at shorter follow-up, but so far 
as it goes the evidence suggests that those 
who disappear from the index are not 
necessarily continuing as ‘hidden addicts’. 


Major drug misuse of non-notifiable type. All 
that can fairly be expected of the index is 
that it will provide a tally of opiate addicts, 
for it is only addicts. to opiates (and 
cocaine) who have statutorily to be notified. 
So far it is shortcomings in the notification 
system within these terms that have been 
discussed, Are we, though, any longer 
counting the right people? «When com- 
pulsory notification was instituted in 1968 
the explosive problem was the misuse of 
heroin and cocaine. Jo take opiates and 
cocaine as the exclusive concern of a useful 
index seems by 1978 less satisfactory. 
Multi-drug abuse is certainly now a very 
important feature (Blumberg et al, 1974a, 
b) (7, 15). Not to have information on the 
tally of regular injectors of barbiturates, for, 
instance, constitutes a serious gap in 
intelligence: a seemingly cheering fall in 
opiate notification might be confounded by 
the fact that young drug users had turned 
away from opiates to even more dangerous 
misuse of non-notifiable drugs. Ghodse 
(1977) (16), in his one-month study of 
London casualty departments found a 
total of 223 addict patiengs who had over- 
dosed with barbiturates, and such incidents 
may often occur as an accident in the 
course. of ‘self-injection. „Informal reports 
from voluntary agencies repeatedly stress 
the widespread seriousness of injected 








barbiturate misuse, and misuse of amphe- 
tamines and minor tranquillizers is also 
common. 

It might well, therefore, be asked whether in 
“the face of all these qualifications and criticisms 
the Home Office index retains any credibility 
as a monitoring system. The harsher’ critic 
might be tempted to conclude that as epi- 
demiological register the system is just a snare 
and a delusion. Because it is there, he would 
argue,we are easjly led once more into quoting 
it as a barometer of policy success, with doubts 
put aside. A more balanced conclusion however, 
might be that if expectations are not too inflated 
in the first instance the index still has its worth. 
The index, though, must not be read as providing 
data which stand supreme and in isolation, but 
only as giving a modicum of information to be 
thoughtfully and critically interpreted within 
the context of other official statistics, the 
continuing flow of research information, and 
informal but front-line intelligence from police, 
clinics and voluntary agencies. There is never 
likely to be one convenient and easily measurable 
pardmeter which by itself can reflect the total 
reality and all the complexities of the country’s 
serious drug problems, or which will excuse the 
painstaking and continuous need to collate and 


interpret information from multiple sources. 
e 


@ 
Prevention 


* The basic assumptions of preventive strate 
: p I Sy 
appear to have been as follows: — 


(i) Competitive prescribing. The clinics were from 
$ the outset seen as not only having a treat- 
ment function but in addition playing a 
vital role in prevention by their com- 
petitively undercutting the black market 
and thus making an illicit trade in heroin 
unattractive to the criminal entrapreneur. 
‘Keeping out the Mafia’, was the popular 
phrasing. 


(ii) Control of the, prescriber. A prime element in 
preventive policies was also the restriction 
to the clinic doctors of heroin and cocaine 
prescribing for addicts. The intention was 
that the irresponsible prescriber of these 
drugs would have his activities immediately 


aa 
ii) 


(iv) 
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halted. Laxity in the prescribing of non- 
opiates as source of supply to addicts, has 
in contrast evoked a more ad hoc series of 
responses. Methamphetamine abuse was 
curtailed by a voluntary agreement with 
manufacturers that supplies should be 
limited to hospital pharmacies (de Alarcon, 
1972) (17), while the major response to 
the barbiturate problem has been in terms 
of a campaign of education and persuasion 
directed at the medical profession. Although 
provisions for dealing with the doctor who 
acted unethically were strengthened by the 
Dangerous Drugs Act of 1967 and the 
Misuse of Drugs Act of 1971, there seems 
to have been a reluctance to escalate 
controls which would further impinge on 
the clinical freedom of the individual 
practitioner. 


Enforcement. The 1971 Act sought by its 
categorization of offences to distinguish 
between user and dealer, with heavier 
penalties in the latter category. The wide- 
spread use of ‘stop and search’ (Advisory 
Committee, 1970) (18) may in practice 
have impinged most often on cannabis 
users but such powers have been seen as a 
generally necessary back-up to enforce- 
ment. Police and customs activity were 
certainly envisaged as a continuing and 
important element in prevention, with 
specialist Drug Squads coming into being. 


Education. Education has been another 
element in preventive policy, with volun- 
tary and official action contributing to this 
activity. The major effort has been directed 
at schoolchildren. Certain principles have 
become increasingly accepted: drug edu- 
cation will be within the context of wider 
discussion of personal responsibilitity; as 
communicator the informed school-teacher 
is to be preferred to the ‘outside expert’; 
horror tactics have no place. 


Secondary prevention. There was an expec- 
tation that treatment would aid preven- 
tion, not only by its successes in reducing 
prevalence directly but also by every cured 
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case and every addict who was brought in 


off the streets for stabilization reducing 
risk of spread to others. 


the 


The success of preventive policies must then 
be appraised in terms of possible changes in a 
number of different dimensions (Hawks, 1973) 
(19), rather than its being meaningful to make 


any single and global statement: 


(i) Prevalence and incidence of opiate addiction: The 
Home Office figures on total number of 
cases coming to notice during each year are 


TABLE I 


Addicts known to the Home Office during the course of the 
year: by age at the end of year or on removal. Source: 














given in Table I. In Table II a sort of 
‘profit and loss account’ is shown: the totals 

here are the number of cases on the index 

both at the beginning and the end of each 

year, while displayed in addition are thee 
gains and losses within each year which 

underly the changes. It can be seer that 

the relative stability and recent slight drep 

in year-end gotals is a reflection of the 

algebraic sum of two underlying influences, 

There is a continuing slight rise in the , 
number of cases being added to the index 

each year, which is slightly more than 

offset by the number of cases being de- 

notified. * 


Home Office The explanation of these statistics may 
= ae : j in part be as: follows. The clinics are now 
United Kingdom seeing many patients who are not heavily 
= a g Percentage addicted and who at initial screening do 
Number: age under not give consistently positive urine tests 
Year all ages 20 (Blumberg ef. al, 1974b) (15). These 
1069 539 OF patents -would properly be honjied, and 
1963 635 27 with awareness of previous oversights in 
1964 753 5.3 notification (Smart and Ogborne, 1974 (6), 
1965 927 15.6 and see p. 134)-there may have been. some 
1966 1,349 24.4 tightening up in the notification of this 
1967 1.799 22.8 group. However, this type of patient is” 
1968 2782 275 unlikely to.be given an opiate prescription, 
1969 2'88 l 22.1 will therefore very probably not re-attend, 
1970 2,657 15.2 and will be -denotified.withjn the year. 
1971 2,762 12.2 Another group which may substantially 
1979 2.934 95 contribute to. the annual turnover are 
1973 3.021 84 addicts notified by prison medical officers: 
1974 3,255 7:1 virtually all of these subjects in terms of 
1975 3,427 4.6 record. keeping go almost instantaneously 
1976 3,480 3.7 from notification to a denotification through 
Tase II 
Addicts known to the Home Office: annual changes. Source: Home Office s 





United Kingdom 


Addicts known to be receiving drugs at 1 January 


Added during the year: 
Not previously known 
Known in earlier years 
Total 
Removed during the year 


Addicts known to be receiving drugs at 31 December 


Number of persons 








1972 1973 1974 1975 1976 
1,549 1,615 1,815 1,970 1,952 
e 

799 807 874 922 985 
586 599 566 535 543 
1,385 1,406 1,440 1,457 1,528 
1,319 1,206 1,285 4,475 1,601 
1,615 1,815 1,970 1,952 1,879 
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the category of ‘admitted to an institution’. 

Other interpretations also could be put 
on these Tables. We do not know with 
exact certainty the fluctuations in real 
prevalence or incidence which the official 
figures more or less dimly mirror. Without, 
fiowever, making too much in absolute 
terms of either the recent slight downward 
trend in year-end point prevalence or the 
slight upward trend in incidence of new 
cases, it is probably justifiable to conclude 
that the figures fairly reflect a generally 
rather stable situation in opiate addiction. 
But that about 1,000 new cases still came to 
light in 1976 certainly does not suggest 
anything approaching complete or final 
victory for preventive policies. 


(ii) Changes in usual severity of opiate addiction. 


The Home Office totals are arrived at by 
totting up the counts of addicts of every 
conceivable degree of clinical severity—one 
notified patient may have injected low 
doses of an opiate for a few months, while 
another may have used intravenous opiates 
regularly and in a ten times greater dose 
for many years, but in the eyes of the Index 
they are equal. The concept of severity of 
addiction deserves more note, and if 
severity és seen as habit strength it will 
relate both to dose and to regularity and 
duration of use. The implications of greater 
severity may be greater intractability of the 
condition and more persistent seeking of 
opiates if these are denied, together with 
more willingness to risk criminal involve- 
ment for the sake of drug acquisition. 
What the Home Office figures conceal is 
that, although there has been no recent 
drop in numbers of addicts coming forward, 
over ten years there has undoubtedly been 
a considerable change in the usual severity 
of addiction which is being seen in new 
cases, Stimson (1973) (4), in his represen- 
tative survey of patients who were being 
prescribed heroin at London Drug Clinics 
in 1969, found that the mean dose of 
heroin prescribed was 135 mg/day, with 
82 per cent of’patients receiving methadone 
in addition. It may be inferred that the 


(iii) 


doses taken before clinic attendance were 
on average greater than the prescribed 
amounts. Subjects had on average been 
using heroin for 5.25 years. Blumberg et al 
(1974a) (7), with interviews largely con- 
ducted in 1971, found that among addicts 
newly contacting the clinics the claimed 
level of black market use was a median of 
50 mg heroin a day, with a median esti- 
mate of additional methadone use of 
10 mg/day. The median prescription for 
the sub-group prescribed an opiate was 
33 mg—a remarkable change over two 
years from the situation described in 
Stimson’s survey. Although the sampling 
and other details of these two studies are 
not strictly comparable their findings may 
be taken as supporting the general im- 
pression that the quantity of opiates used 
by addicts showed a large and rapid 
decrease fairly soon after the introduction 
of the 1968 policies. The new cases of opiate 
use which are being seen today are in any 
terms a vastly less heavily addicted popu- 
lation than ten years ago. 


Age of opiate addicts at first notification. The 
proportion of newly notified addicts under 
20 dropped between 1969 and 1975 from 
41 per cent to 1] per cent for males, and 
from 30 per cent to 20 per cent for females. 
Criminal statistics indicate the same sort of 
trend. That the very young sector of the 
population no longer seem to be at such 
hazard of opiate addiction might be seen 
as an achievement for preventive policies 
in its own right, but the achievement is not 
in fact so resounding if all that is happening 
is that at least the same number of people 
are being recruited each year to addiction 
(Table IT), although on average they now 
join the ranks of addiction rather later. The 
interpretation to be put on these two sets of 
data taken together is not clear, but the 
most optimistic reading would be that the 
inferred change in age of first addiction 
(suggested by change in age at first noti- 
fication) is real, while the fact that the 
annual notifications for new cases have not 
dropped in parallel is due to a greater 
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proportion of the addict population now 
making clinic contact and being notified. 
Such an interpretation is very speculative. 


Non-opiate addiction. Problems in estimating + 
prevalence of major drug use of non- 
notifiable type have already been discussed 
(p. 135): Successful curtailment of the 
heroin and cocaine epidemic would be a 
rather hollow victory if all that had been 
done was to force addicts on to dangerous 
non-opiate drugs. The true prevalence of 
major and dangerous multi-drug abuse is 
simply not known, and it is quite unclear 
whether a major proportion of multi- 
drug injectors eventually came to notice 
through the element of opiate use in their 
drug diet, or whether alternatively the 
majority keep clear of the notification 
system. The morbidity and mortality rates 
associated with current patterns of multi- 
drug use are unknown, as are the natural 
histories. Thus there exists a serious gap in 
hard information as to whether preventive 
policies which have succeeded at least in 
some measure with opiates have done more 
than push down on one problem while 
another manifestation has sprung up. 
Excessive drinking by young people must 
also be taken into the reckoning. 


The black market. The belief that com- 
petitive prescribing would prevent a black 
market has proved illusory. Responsible 
clinic prescribing by its very nature is 
conservative, and there is ample evidence 
that clinic attenders receiving maintenance 
opiates go on using drugs beyond those 
prescribed (Blumberg, 1976) (20). Besides 
the excess appetite of current clinic patients, 
there are the demands of those addicts who 
have not yet approached a clinic, those 
who have approached a clinic but been 
rejected as unsuitable for opiate main- 
tenance, and those who have just come out 
of prison. There is obviously, therefore, 
substantial potential custom for black 
market operations. Imported heroin 
(‘Chinese H’), has been variably available 
ever since 1969, and there has been some 


m 


organized international criminal activity 
related to its import and distribution. 
Surplus NHS heroin still spills over from 
the clinics in small quantities. Ampheta- 
mines and barbiturates are readily available 
to the buyer, with sources which include 
pharmacy breaking and thefts and medical 
over-prescribing. The black market need 
not be awash with opiates nor professionally 
highly organized for illicit sources to 
provide the continuing and dangerous 
basis for initiation of new cases, for the 
maintenance of a population of mixed 
multi-drug abusers, and for the under- 
mining of clinics which no longer have a 
real monopoly of prescribing. 

How then has prevention turned out? 
Having listed several elements in preventive 
policy and a number of separate aspects of 
outcome, can the story be in any way put 
together and general conclusions reached as to 
whether preventive policies of the last ten years 
have failed or succeeded under most headings? 
The provisional conclusion might be that a line 
has been held and things look less threatening 
than in 1968, but yet in some ways preventive 
policies perseverate on old problems and have 
not been updated to deal with current realities. 
Preventive policies are still centrally designed 
around opiates, with all else gamehow regarded 
as secondary, and this is not a response which 


. 


accords with the dominant patterns of drug use : 


that are now to be seen. 


Treatment X 


Here it is most convenient to take a number 
of elements in turn, and in each instance look 
both at the original policy intentions and at the 
way things have developed. 


(i) The delimitation of Clinic responsibility. The 
clinics were primarily set-up to deal with 
patients who were addicted to heroin and 
cocaine, though some centres took on 
wider problems, The treatmegt of ampheta- 
mine or barbiturate addiction was not 
within the original remit. With a change in 
the prevalent types of drug use, the clinics 
have largely resisted the suggestion that 
they should become centres for treatment 
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of all comers. This resistance is under- 
standable: clinic staff may fairly claim that 
they are fully stretched with their existing 
case-loads, and may also point out that how 
non-opiate addicts are actually to be 
helped by what the clinics have on offer 

” has not been adequately thought through. 
. The net result is that the intravenous 
barbiturate user, for instance, is not catered 
for by the NHS except on a catch-as-catch- 
ean basis when he overdoses and makes 
transient contact with a casualty depart- 
ment. His care falls more to voluntary 
agencies, which are often frustrated by lack 
of funds. : 


(ii) Drugs as the lure to treatment. One of the 


original ,assumptions of treatment policy 
was that, by setting up clinics which offered 
opiates on prescription, addicts would be 
drawn into contact with a helping system. 
The addict himself might initially be taking 
his prescription with no positive treatment 
motivation at all, but the clinic staff were 
assumed to be operating with a more 
constructive but hidden agenda. They 
would. use the offer of a conservative 
prescription gradually to lure the addict 
toward other alternatives—the encounter 
could ever tyme be turned toward a 
consideration of the social and personal 
realities, real therapeutic work and re- 
habilitative measures would be initiated 
and the drug gradually withdrawn 
(Connell, 1969) (5). Many instances could 
be found where exactly this type of 
programme has over the course of a year 
„or so been very successfully followed. 
However, the limitations in this ap- 
proach have also become more defined. In 
the early days of the clinics, most of the 
addicts presenting for treatment would 
have been heavily addicted, and after 
careful assessment and urine screening it 
would haye been seen as legitimate to 
prescribe an opiate for the majority 
(Gardner and Connell, 1970) (21). The 
rapid change in patterns and intensities of 
drug use, to which reference has already 
been made, has meant that by the early 


(iii) 


1970’s about one third of clinic attenders 
were not given an opiate prescription, and 
for these patients no effective alternative 
lure has been found. Patients who are not 
initially given an opiate prescription almost 
without exception immediately break con- 
tact. The hazards with barbiturates are so 
considerable that maintenance on bar- 
biturates is inconceivable, while a small 
experiment on methamphetamine pre- 
scribing has documented the uselessness 
of that approach (Mitcheson et al, 1976) 
(22). 


Initial maintenance and then two pathways. The 
original intentions were that after the 
initial period of maintenance on an opiate 
the great majority of addicts would be 
weaned completely from their drugs, but 
with the alternative still envisaged of a 
small proportion of addicts being stabilized 
on a fixed dose of an opiate for long term or 
even life-time maintenance. The criteria 
for choosing between the two pathways 
were probably in part pragmatic—if des- 
pite cajolery and persuasion an addict 
could not be weaned he would be main- 
tained, and this was more acceptable if he 
was older and with a long history of high 
dosage use and if he showed ability to lead 
a socially stable existence while on drugs. 
The extent to which long-term main-* 
tenance has over this period in fact been 
employed is not clear, nor have there been 
any published studies on the quality of life 
of addicts on long-term maintenance with 
injected opiates. Thorley et al (1977) (23), 
in a six-year follow-up by search of 
records, found that 23 per cent of patients 
who had been prescribed heroin in 1969 
received the drug continuously over the 
next six years. Their sample would not 
necessarily be typical of patients recruited 
to the clinics over more recent years. 

As regards purposive weaning, there are 
here too few satisfactory data as to how 
quickly and how often this is being achieved. 
The recent report by Stimson et al (1978) 
(14), which has already been quoted, 
certainly suggests that a worthwhile pro- 
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portion of patients get off drugs and stay off 
them, and this is in accord with the 
conclusions reached in a review of other 
British follow-up studies (Thorley, 1979) 
(24). The question, though, which remains 
unanswered is whether the drug-free per- 
centage at follow-up is legitimately to be 
claimed as a measure of the successfulness 
of treatment. The causal connection between 
treatment and recovery cannot logically be 
assumed, and in the absence of control 
data it is equally possible to speculate that 
a policy of lure with follow-through to 
weaning or long-term maintenance may 
actually delay recovery—an individual who 
would otherwise have broken from addic- 
tion might in the longer or shorter term 
have his career as addict prolonged. This 
pessimistic reading is no more justified 
than the optimistic assumption that clinic 
treatment actually works: the open position 
has to be maintained that rather astonish- 
ingly and after ten years the most crucial 
assumption of treatment policy has not 
been adequately evaluated. And what is 
said here about outcome in terms of 
abstinence is in greater or less degree also 
applicable to our understanding of the 
impact of a maintenance-and-weaning 
treatment policy on many other important 
aspects of outcome, such as social stability 
and job record, continued drug dealing, 
subcultural involvement on ‘the drug 
scene’, non-drug criminality, morbidity and 
mortality. It is far from certain that, seen 
in terms of the whole sweep of outcome 
variables, the prescribing element in treat- 
ment considerably alters for the better the 
careers of a considerable proportion of 
addicts. 

More than ‘Maintenance Clinics’. From the 
beginning there was firm medical insistence 
that the clinics were to practice an ener- 
getic and comprehensive approach rather 
than only dispense drugs (Lancet, 1968) 
(25).. Although the idea that the clinics 
should take this broad and humane view of 
their responsibilities has remained an 
important declaration of intent, two types 
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of questions have remained very much 
unanswered. The first relates to the manner 
in which intention is being transformed into 
practice—there is inadequate information 
(either descriptive or more exact) on the 
way in which the clinics are today operating 
as therapeutic agencies. We do not know 
whether a mean time of 20 minutes for an 
appointment woujd be a high or a low 
estimate. The second unanswered range of 
questions relates to any experimental 
assessment of the efficacy of*this or that 
element in the treatment package. The 
actual working therapeutic strategies which’ 
have evolved, and which are probably an 
interesting amalgam of persuasién, bargain- 
striking and reality help, have not been 
adequately described or dissected. Most 
fundamentally, there is a lack of informa- 
tion about whether conservative or active 
approaches are generally practised, and 
about between-clinic ‘differences in this 
regard, and there has not even been a 
preliminary and impressionistic assessment 
as to whether better results are obtained by 
a demanding or laissez-faire approach. 


Which drug for maintenance? In 1968 there 
was already British interest.in the work of 
Dole and Nyswander (1965) (26),.who had 
shown in New York that*oral methadone 
was an effective. substitute. for heroin in 
maintenance treatment. The British clinics 
became involved in an application of the 
American approach, but in a haphazard 
way: the strict controls of the more highly 
organized American methadone clinics 
were not always observed. Matters were 
confused by the concurrent prescribing ofa 
great deal of injectable methadone. The 
relative advantages of oral methadone and 
injected heroin. .as initial maintenance 
drugs within the clinic setting have recently 
been assessed by a controlled trial (Mitche- 
son and Hartnoll, 1978) (unpublished) ; 


the broad conclusion draw from that © 


report were that at 12 month outcome 
methadone had. advantages as regards 
lesser recent opiate use, bift prescription 
only of the oral drug also carried the 
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disadvantage of higher risks of criminal 
involvement. 


Addiction as sickness. An issue of the greatest 
importance for the evolution of policies on 
addiction has been the manner in which 
underlying ideologies as to the nature of 
addiction have influenced the national 
response—whether in pagticular the addict 
is to be seen as willfully deviant (and a 
pglice responsibility) or as sick (and a 
suitable case for treatment). The Rolleston 
Report (Departmental Committee, 1926) 
(27) has been seen rather too simply as 
historically confirming the dominance in 
Britain of a’ medical model of response to 
drug problems, and the setting up in 1968 
of the Clinics has been viewed as confirming 
the resolve to pursue this fundamentally 
medical model even in difficult and changed 
circumstances. This position was succinctly 
stated by Connell (1969) (5). 

‘The addict is a sick person and properly 
comes within the ambit of medical 
practice. His dependence on the drug 
and his craving is so strong that he is 
unable to behave rationally . . . Punitive 
detention of the addict under a penal 
system has not been shown to be success- 
ful in curing addiction in other countries 
and should no®be adopted hastily’. 

To what extent does the evidence show 
that the medical model of response has in 
fact been maintained? Special compulsory 
powers have certainly not been introduced, 
and it seems likely that the provisions of 
the Mental Health Act as regards com- 
pulsory detention have been used very 
sparingly for addiction, and then usually 
only for dealing with the acute crisis rather 
than for securing longer term admission. 
It is the degree of continuing involvement 
of the addict with the criminal law rather 
than with mental health legislation that 
requires closer attention, 

Grimes (1977) (11) showed that among 
addicts attending London clinics for the 
years 1968 to 1973 an average of 23 per 
cent were on probation: for males in 1973 
the figures was up to 29 per cent. As regards 


influences bearing on decision to enter a 

therapeutic hostel, Melotte (1975) (28) 

found that about 40 per cent of residents in 

‘Seatown House’ had gone there on bail or 

been on probation with a condition of 

residence. He stated that:— 

“In theory all residents are admitted 
voluntarily . . . and any resident is free 
to walk out of the door at any time... 
In practice the choice for many is 
between the programme and prison or 
borstal...’ 

There must often be advantage for the 
individual in probation being used to 
secure his initial compliance with treat- 
ment, and this, of course, is a use to which a 
probation order is frequently put in other 
areas beside addiction. The apparently 
rather considerable extent to which pro- 
bation is being used with drug problems 
must, however, lead to some modification 
in the belief that a model of voluntary 
treatment is at all exclusive. 

A further question is then the extent to 
which addicts are receiving custodial 
sentences for reasons directly or indirectly 
related to their addiction. Official data of 
the sort at present available cannot 
answer these questions at all completely, 
but it is worth noting that, during the 
period February 1968 to June 1973, of first 
notification for heroin addiction 27 per cent 
came from ‘other doctors’, a category 
almost exclusively implying notification 
by prison medical officers. In Greater 
London ‘other doctors’ contributed 18 per 
cent, while in the rest of England they 
contributed 41 per cent, implying perhaps 
that prison notifications will be more 
common where clinic facilities have not 
been so adequately established. Despite 
the considerable efforts of the Prison 
Medical Service it seems unlikely that penal 
institutes can often provide appropriate 
help for the addict (Hartnoll, 1972) (29). 

There is room, therefore, for some 
questioning of any too easy assumption that 
an essentially medical model of response to 
addiction adequately represents this coun- 
try’s real policies towards the addict. To a 
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considerable but unknown extent an alter- 
native and penal system of response is in 
operation, although it is not this aspect 
which receives public emphasis. 


Options 

In the light of a decade’s experience, do drug 
policies again in any way need to be sub- 
“stantially remodelled? Some of the arguments 
which have already been examined seem 
indeed to point in such directions, and in this 
final section a few of the major options will be 
briefly listed. 


(1) Notification 

The notification system might either be 
abandoned as useless and misleading or in some 
ways strengthened. The evidence which has 
earlier been considered probably points to the 
latter option as preferable. The needed 
strengthening might be of two sorts: 


(i) The extension of compulsory notification to 
include all cases where there is evidence of 
injected misuse of drugs, with an index 
which would thus give better indications of 
the ‘exchange’ between opiate and non- 
opiate problems. Choice of injection as a 
key criterion would aid operational de- 
finition: Connell (1968) (30) has empha- 
sized the clinical importance of this 

, criterion. Notification would, however, 
inevitably be incomplete, given that only 
an uncertain and varying proportion of 
non-opiate users come to medical notice. 
The arguments for extending notification 
deserve debate, but are not overwhelming. 


(ii) A much stronger case can be made out for 
enhancing the meaningfulness of the Index 
by strengthening the epidemiological re- 
search context. What might be considered 
would be the setting up of a monitoring 
system which would at intervals conduct 
repeated sample surveys of clinics, prisons, 
casualty departments and coroners’ courts. 
The aim would be to develop a style of 
straightforward research focussing directly 
on matters of policy interest. At present 
not even the clinics are being regularly 
surveyed, and we will, for instance, have no 
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information over time on variations in 
interval between first drug use and first 
clinic presentation. 


(2). Options on prevention 
Here the largest options might be seen as :— 

(i) Abandonment of the notion that com- 
petitive prescribing constitutes a preventive 
policy, with the inference that if the clinics ` 
continue to prescribe (see below) they do 
so in the treatment but not the preventive 
interests. x 


. 
(ii) Strengthening of measures which control 
supply of drugs to addicts. Under this 
heading the most promising options lie not 
in further police or customs activity, but 
probably in further controls on medical 
prescribing. If prescribing of barbiturates 
and minor tranquillizers continues to be so 
lax as to breed serious problems, the 
question will inevitably be put whether the 
price being paid for the liberties of the 
prescriber is socially too great. 


(3) Options on treatment 


Discussion of the future of treatment policies 
is much handicapped by lack *of current 
information on what is actually being done and 
what is actually effective. While, therefore, the 
over-riding need is for further clinfcal research 
which can intelligently guide the choice of 
options, some of the choices which now have at 
least to be placed on the agenda appear to be 
the following: 


(i) The most radical decision would be to 
cease all prescribing of opiates. to new” 
cases, with the redeployment of the clinics’ 
time and energies toward more poitive 
efforts at treatment and rehabilitation 
(given further knowledge as to what 
elements in those areas are of worth). This 
would probably mean a much smaller 
clientele, given the power of opiates as lure, 
but clinics which redefined their image and 
re-directed their efforts nlight find them- 
selves more attractive to some patients. 
The clinics would have to be adequately 
staffed for this purpose. This would depend 
on clinics offering help which was 


accurately responsive to the actual needs 
of the patients—a question which has not 
received the close attention it deserves. 


(ii) It is unlikely, though, that such an abrupt 
shift in policy would be acceptable, and 
opponents would argue the foolishness of 

+ any sudden tampering with a delicate 
balance. The practical options are probably, 
therefore, either to continue with the 
inertia of a treatment policy the efficacy of 
which has “not been adequately assessed, 
or to invest in clinical research which 
would provide a basis for decisions. 


(iii) An appraisal should be made of the 
nature, extent and desirability of penal 
responses to the addict. Probation may well 
be thoroughly benign in its applications, 
but if it is being used on a large scale to 
support a special approach to addiction this 
should be debated. There is probably, on 
the other hand, no merit in a system which 
imprisons large numbers of addicts, and 
the penalties and processes that result in this 
outcome should be examined and amended. 
Imprisgnment of an addict for possession of 
drugs intended for his own use is largely 
futile, and this may often also be true when 
the ‘degler’ is himself an addict bartering 
small quantitie? with another addict. 

If the history of response to addiction is seen 
as providing a case study in policy making, 
what the whole experience seems indeed 
repeatedly to exemplify is the need for social 
policies in difficult areas to be subject to 

“continuing review. But the lesson is also that 
such review is not sensibly possible if policy has 
only *inadequately worked out its relationship 
with research. 


General 


In the light of these considerations, is the 
further expenditure of effort involved in 
examining options in drug policy worthwhile, 
given the size “of the addiction problem in 
relation to other matters of medical and social 
concern? The anxieties of a decade ago are no 
longer so acutely felt, and it is easy to persuade 
ourselves that the epidemic has been contained 
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and that not much more need now be done. 
The epidemic of the 1960’s exploded, however, 
from a much smaller base than we have now. 
Unemployment in general, youth unemploy- 
«ment in particular, and unresolved difficulties 
in racial integration provide exactly the social 
setting which could lead to a rapidly developing 
instability in drug ecology. Many European 
cities have in the last few years experienced a 
worrying rise in addiction. It would seem to be 
the wrong moment for either complacency or 
panic, but very much the time to think through 
the adequacy of our drug policies in the 
relative calm now afforded us. 
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Delinquency by Opiate Addicts Treated at Two London Clinics : 


By G. D. WIEPERT, P. T. p°ORBAN and THOMAS H. BEWLEY 


e 
SUMMARY 455 male and 120 female opiate addicts were treated at 
two London drug dependence clinics between 1968 and 1975. The 
delinquency pattern of 117 female addicts and of a systematic sample 
of 119 male addicts was analysed in relation to stages of their addiction 
career and outcome. Treatment had no effect on overall crime rate but 
there was a significant increase in the proportion of drug offences 
during the treatment stage. Comparisons between the sexes showed 
that the outcome of treatment was worse in women. In male addicts a 
history of delinquency had no prognostic significance, but in females 4 
convictions for non-drug offences before entering treatment might 


predict poor response to treatment of drug dependence. 


Introduction 

During the past decade many studies of 
British opiate addicts have noted that depen- 
ence on opiates is commonly associated with 
delinquency. Heroin addicts first identified 
in prison were studied by James (1969) and 
@Orban (1970, 1973, 1974). Drug (including 
opiate) abuse by young male offenders examined 
in a Remamd Cegtre has been described by 
Cockett (1971) and in adolescent girls in a 
Remand Home by Noble et al (1972). Mott and 
Taylor (1974) reported on delinquency in 
opiate users notified to the Home Office by one 
doctor, and Mott and Rathod ( 1976) studied 
the relationship between heroin use and 
delinquency in Crawley New Town. Ina further 
study Mott (1975) included a representative 
sample of opiate users notified by hospitals. 

The association between opiate dependence 
and crime among patients attending drug 
dependence clinics has received less attention. 
However, a study of 60 male addicts examined at 
one London drug dependence clinic showed that 
92 per cent hada history of convictions (Gordon, 
1973). During a four year follow-up 73 per cent 
of these patients had a further conviction and 
hy the end of the follow-up period 97 per cent 
had been convicted (Gordon, 1978). Delin- 
quency is clearly a serious problem in the 
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clinical management of addicts, yet the impact 
(if any) of clinic treatment on delinquency 
patterns has not been adequately investigated. 
Although most criminological studies have 
examined changes in the patterns of delinquency 
during varying periods of follow-up, only some 
of the subjects studied were under treatment at 
clinics and in receipt of a prescription for 
opiates (e.g. 32 per cent in d’Orban’s and 55 per 
cent in Gordon’s studies). Similarly, studies by, 
Mott and her co-workers concerned three series 
of addicts of whom only some were receiving 
opiates on prescription; they were treated 
under varying conditions and some were 
treated before the establishment of drug 
dependence clinics in 1968. 

The aim of the present study was to investi- 
gate the effect of clinic treatment on the 
delinquency pattern of opiate addicts. Our 
study differs from earlier criminological studies 
in that it is of a large series of patients who 
began treatment after 1968 and attended two 
London drug dependence clinics with uniform 
treatment policies. (All were prescribed opiates 
for the treatment of their dependence). We were 
also able to study a larger number of female 
addicts than previous investigators and to make 
comparisons between the sexes. In order to study 
the effect of clinic treatment on delinquency we 
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compared conviction rates in various stages of 
the patients’ addiction career and in different 
outcome groups. 


Patients and Methods ’ 


In a previous study (Wiepert, Bewley and 
d’Orban, 1978) we reported on the outcome of 
treatment for 575 addicts (455 male, 120 
female) who were prescribed opiates at two 
London drug dependence clinics (St George’s 
Hospital and St Thomas’ Hospital) from their 
commencement in 1968 to 31 October 1975. 
At the end of 1968 the patients in treatment at 
the clinics represented 14 per cent of the 1,139 
patients then in out-patient treatment in Great 
Britain (Glancy, 1972) and the proportion at 
the end of each year thereafter ranged between 
12 per cent and 15 per cent of all patients known 
to be in treatment. We refer to the 575 patients 
as the whole treatment group. 

The patients in the present study were to 
include all the women (n = 120) and a syste- 
matic sample of 26 per cent of the men (n = 120) 
from the whole treatment group. They are 
referred to as the delinquency sample. The 
male delinquency sample was derived by 
selecting | in 4 of the 455 male addicts (113) 
and | in 50 of the remainder to a total of 120. 
However, criminal records wêre unavailable for 
one male and three females. Thus the delin- 
quency sample consists of 236 patients (119 
males and 117 females). For the whole treat- 
ment group the data on stages of treatment and 
on outcome were obtained from clinic records 
and from the Drugs Branch of the Home Office, 
which include details of all notifications of 
addiction as well as reports from the Police, 
Coroners’ Courts and the Immigration Autho- 
rities, For the delinquency sample we obtained 
additional data on convictions from the 
Criminal Records Office. 

Convictions were classified into two groups: 


I. Drug offences were convictions under the 
various Drugs Acts in force at the time, 
convictions for prescription forgery and for 
breaking into chemists’ shops. 


Il. Non-drug offences were grouped into eight 
categories: 


1. Offences of violence to the person 


included homicide, wounding, assaults and 
robbery with violence. 


2. Aggressive offences were relatively minor 
offences involving an element of aggressive 
behaviour without violence to persons: ° 
possession of an offensive weapon, breach 
of the peace, insulting or threatening 
words or behaviour, malicious or wilful 
damage. e 


3. Property offences included all types of 
house-breaking, burglary: theft, receiving 
and fraud, but excluded breaking inte 
chemists’ shops. 


4, Nuisance offences included vagrancy, 
loitering with. intent, being a suspected 
person, obstruction and drunkenness 
offences. 


5. Sexual offences (excluding soliciting or 
importuning), 

6. Prostitution offences: soliciting (females) 
and importuning (males). 

7. Driving. offences included taking and 
driving away, driving whilst disqualified, 
dangerous driving and driving under the 
influence of drink. 


bd 
8. Other offences: these were mostly 
breaches of Probation Orders or recall to 
Borstal for unspecified reasons, 


Some non-indictable “offences (such. as 
drunkenness or obstruction) are not syste- 
matically notified to the Criminal Records 
Office. However, there were few such offences 
recorded and as all our patients were from the 
metropolitan area of London, there is unlikely, 
to be a source of bias due to regional variations 
in the notification of these offences. Offences 
committed on different days but dealt with at 
one Court appearance, when each was given a 
different sentence or noted separately, were 
recorded as separate convictions. Two or more 
offences occurring simultaneously were con- 
solidated as one conviction, counting the offence 
for which the heaviest sentence was imposed; 
if the actual sentences were the same, the offence 
carrying the highest permissible sentence was 
counted. However, drug offences were always 
counted and if both drug àñd non-drug con- 
victions occurred together, both were recorded. 
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We constructed an addiction career for each 
patient based on significant events relating to 
drug use. These events were used to divide the 
patients’ career into four stages into which each 
conviction could be sorted: 

Stage J (Prior to drug use): The period 
between the age of criminal responsibility 
- "(10 years) and the first illicit use of any drug 

(n = 236)., ° 

Stage 2 (Prior to treatment): The period 
between first dllicit drug use and entry into 
treatment at a drug dependence clinic 
(n = 236). 

Stage 3 (During treatment): The period of 
treatment at a drug dependence clinic 
(n = 236). 

Stage 4 (After treatment): In the case of 
patients no longer in treatment on 31 October 
1975, any period of time between leaving 
clinic treatment and the end-point of the 
study during which they remained at risk of 
conviction (n = 111). This included patients 
who were at risk until they died, emigrated, 
or were taken into custody. (The remaining 
125 patients were still in treatment on 31 
October 1975). 


In order to compare criminal activity during 
these stages, drug and non-drug offences were 
used to establish ratgs of conviction per year for 
each stage of the patients’ addiction career. 


. 


Results 
Outcome of treatment 
Table I shows the outcome of treatment in the 


- 
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whole treatment group and in the delinquency 
sample. 

By the end of the study 52 per cent of the 
whole treatment group were still in treatment 
‘and on an opiate prescription. When the two 
clinics were established in 1968 patients were 
initially prescribed heroin but early in 1969 
most, including all new patients, were changed 
to injectable methadone. By the end of the 
study, of 258 patients still attending the two 
clinics (42 were in treatment elsewhere) only 
5 were still on heroin (alone or in combination 
with methadone), 18 were on oral methadone 
and the remainder were prescribed injectable 
methadone. The 161 patients not in treatment 
were those who had come off drugs and had left 
the clinics, were still at risk of dependence (they 
were alive, in the United Kingdom and not in 
custody), but had not been renotified to the 
Home Office Drugs Branch as opiate addicts. 
There were 118 patients (73 per ce it) who were 
not renotified as addicts for periods varying from 
two to eight years, and 43 patients (27 per cent) 
for less than two years. Although personal 
follow-up of these patients was not possible it is 
reasonable to assume that they were living in 
the community without using opiates. 

In a study based on personal follow-up 
Stimson et al (1978) found that a substantial 
majority of patients who no longer attend 
clinics are in fact abstinent and that their 
former dependence on opiates is not replaced |? 
by dependence on alcohol or other drugs. 

A comparison of outcome between the sexes 
shows that women respond less well to treat- 


Taare I 


é Outcome of treatment in the whole treatment group and the delinquency sample 





Whole treatment group 


Delinquency sample 





Men 





Men Total 





Women Total Women 
n=455 % n=120 % n=575 %n=119 %n=117 % n=236 % 
In treatment 230* 51 70* 58 300 52 56 47 69 59 125 53 
Not in treatment , 136* 30 25* 21 161 28 37 31 23 20 60 25 
Dead 45 10 19 16 64 11 13 11 19 16 32 14 
In custody 31 7 l l 32 6 9 8 1 1 10 4 
Emigrated ., 13 3 5 4 18 3 4 3 5 4 9 4 





* 2 =3.9,d£.1,P <.05 





o 


ment. A significantly higher proportion of 
women remained in treatment and dependent 
on opiates and fewer left treatment. 


Delinquency : 

The number of drug and non-drug offences 
committed by the patients in the delinquency 
sample in each stage of their addiction career is 
shown in Table IT. 

Ninety-four per cent of the men and 76 per 
cent of the women had at least one conviction, 
and 32 per cent of the men and 12 per cent of the 
women were convicted before any type of drug 
use. 

A significantly higher proportion of males 
with convictions (105, 94 per cent) than females 
with convictions (69, 78 per cent) were involved in 
committing non-drug offences. In the case of 
drug offences men and women were both 
equally involved (86, 77 per cent of males and 
and 71, 80 per cent of females with convictions). 
Thus the higher proportion of convicted males 
was due to their relatively greater involvement 
in committing non-drug offences. 

Of all convictions 29 per cent were for drug 
offences (28 per cent male, 31 per cent female). 
In 23 per cent of the 473 drug offences the type 
of drug was not specified in the criminal records, 
18 per cent of convictions involved cannabis, 
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15 per cent amphetamines and 6 per cent 
barbiturates. Opiates clearly accounted for the 
largest number of drug convictions (38 per 
cent). Paradoxically, during Stage 3 (when 
patients were prescribed opiates at the clinics) 
the proportion of drug offences (for both sexes) 
increased to 40 per cent compared to 24 per 
cent in Stage 2, the phase of illicit drug usé.. 

Seventy-one perecent of all convictions were 
tor non-drug offences. An analysis of these by 
stage of addiction career is shown in Table IHI. 

Taking drug and non-drug offences together. 
(n 1,634), the percentage distribution of 
offences was as follows: Drugs 43.2 per cent, 
Property 28.9 per cent, Driving 7.2 per cent, 
Aggressive 5.5 per cent, Prostitution 4.2 per 
cent, (10.6 per cent of all female offences), 
Violence 3.9 per cent, Nuisance 2.9 per cent, 
Sex 0.1 per cent and Other offences 4.1 per 
cent. 

The conviction rates of men and women at 
each stage of their addiction career is shown in 
Table IV. 

The differences. between stages were not 
significant except for Stage | (prior to drug use). 
The low conviction rates during this stage are 
explicable in terms of age: patients began this 
stage at the age of 10 and their mean age was 
17.1 years when the stage was completed. The 

e 


























Taste II 
Drug and non-drug offences by stages of addiction career 
Stage 1 Stage 2 Stage 3 
Before drug use Before treatment During treatment 
Convictions M F M F F° 
(n = 119) (n= 117) (n= 119) (n= 117) (n= 119) (n = 117) 
N (% N (%) N (A N (%) N (%) N (%9 
t 
Drug offences 
No. of convictions 1 (1) 4 (7) 130** (25) 55** (22) 123** (39) 102** (42) 
No. of patients l (1) 2 (2) 63 (53) 34 (29) 53 (45) 50 (43) 
Non-drug offences 
No. of convictions 124 (99) 53 (93) 399 (75) 190 (78) 195 (61) 139 (58) 
No. of patients 37 (31) «14 (12) 87 (73) 51 (%4) 62 (52) 45 (38) 
= " ~ 
Total offences 
No. of convictions 125 (100) 57 (100) 529 (100) 245 (100) 318 (100) 241 (100) 
No. of patients 38 (32) 14 (12) 100 (84) 62 (53) 82 (69) 65 (56) 


m. 





* Difference between sexes for patients with convictions, 


y= 11.2, d.f. 1, P <0.001 


** Difference between stages for sexes combined, x? = 40.6, d.f. 1, P <0.001 
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Tase I1—continued 





























Stage 4 
After treatment Total 
Convictions M F M F All 
(n = 63) (n = 48) (n = 119) (n = 117) (n = 236) 
N (%) N (%) N (%) N (%) N (%) 

+ Drug offences 
No. of convictions 41 (48) 17 (52) 295 (28) 178 (31) 473 (29) 
No. of patients 13 (21) 7 (15) 86 (72) 71 (61) 157 (67) 
Non-drug offences * : 

«No. of convictions 45 (52) 16 (48) 763 (72) 398 (69) 1161 (71) 
No. of patients 19 (30) 6 (13) 105* (88) 69* (59) 174 (74) 
Total offences 
No. of convictions 86 (100) 33 (100) 1058 (100) 576 (100) 1634 (100) 
No. of patients 20 (32) 10 (21) 112 (94) 89 (76) 201 (85) 


* Difference between sexes for patients with convictions, y2 = 11.2, d.f. 1, P <0.001 
** Difference between stages for sexes combined, 72 = 40.6, d.f. 1, P <0.001 
































Tase IH 
Non-drug offences by stages of addiction career 
I, 2. 3. 4, 
Before drug use Before treatment During treatment After treatment Total 
Offences Sex No.of No.of No.of No.of No.of No.of No.of No.of Noof No, of 
offences patients offences patients offences patients offences patients offences patients 
. N (A) N (%) 
Property M 91 33 248 76 119 49 24 15 482 (63.2) 97 (81 5) 
oF 26 12 113 44 73 36 il 3 223 (56.0) 59 (50.4) 
Ld 
Driving M 20 10 56 26 4 21 14 5 3  102(13.4) 38(31.9). 
; F 3 2 8 oa 5 3 — — 16 (4.0) 11 (9.4) 
Aggressive M 4 4 38 25 22 14 l l 65 (8.5) 35 (29.4) 
' F 3 3 10 9 1] 8 — — 24 (6.0) 15(12.8) 
* Prostitution M — — 6 3 — — 2 l 8 (1.0) 4 (3.4) 
F 12 4 26 6 22 7 I l 61 (15.3) 12 (10.2) 
Violénce M 3 3 23 16 15 1} 7 6 48 (6.3) 28(23.5) 
F 3 2 7 7 5 5 l 1 16 (4.0) 1512.8) 
enas 
Nuisance M 2 2 12 H 13 10 3 I 30 (3.9) 23 (19.3) 
F l l 3 3 14 10 — — 18 (4.5) H (9.4) 
Memamen ea nen 
Sex M — — — — l l — _ 1 (0.1) 1 (0.8) 
F — n — ton — tio dai — cai oat e — 
teeter natant lh 
Other M 4 4 16 12 4 4 3 3 27 (1.6) 22 (18.4) 
F 5 3 23 13 9 7 3 2 40 (1.2) 23 (19.6) 
Total M* 124 37 399 87 195 62 45 19 763 (100) 105 (88) 
F 53 14 190 51 139 45 16 6 398 (100) 69 (59) 





* 





° 





Conviction rates 





Stage of addiction Non- 
career drug Drug Total 


1. Before drug use 




















M (n = 119) 0.12 _ 0.12 
F (n = 117) 0.04 — 0.04 
Total (n = 236) 0.08 — 0.08 

2. Before treatment 
M (n = 119) 0.48* 0.16** 0.64*** 
Fin = 117) 0.27* 0.08** 0.35*** 
Total (n = 236) 0.38 0.12 0.50 

3. During treatment 
M (n = 119) 0.36 0.26 0.62 
F (n = 117) 0.22 0.18 0.40 
Total (n = 236) 0.29 0.22 0.51 

4. After treatment 
M (n = 63) 0.16 0.21 0.37 
F (n = 48) 0.06 O.11 0.17 
Total (n = 111) 0.12 0.16 0.28 





ee t = 2,93, P <0.01 


conviction rates before treatment (Stage 2) and 
during treatment (Stage 3) were almost 
identical, indicating that treatment had no 
noticeable effect on delinquency in terms of 
total crime rate. However, there were sig- 
nificantly more convictions for non-drug offences 
than for drug offences during Stage 2 but not 
during Stage 3, when the conviction rate for 
drug offences increased. The overall difference 


in crime rates between men and women shows ` 


that women had a lower rate and that the peak 
for their offences occurred at a later stage of 
their addiction career. In Stage 3 their crime 
rate approximates to the male crime rate. The 
only significant sex differences occurred in 
Stage 2, when men had a significantly higher 
rate of both drug and non-drug offences; (for 
drug offences P <0.05; for non-drug offences 
P <0.05; for all offences P <0.01). 

Table V compares the conviction rates of 
men and women in two outcome groups: those 
still in treatment who remained dependent on 
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Taste IV 


Conviction rates per year of men and women by stage of 
addiction career 


opiates (n = 125) and those not ‘in treatment 


(n =~ 60). The latter group includes only: 
patients who were still at risk of dependence on 
opiates and in the United Kingdom at the 


end-point of the study but had not been re- e 


notified to the Home Office; those who were in 

custody, had died or emigrated were excluded. 

These 60 patients were part of the 161 patients , 
in the whole treatment group who were classed 

as having a good outcome from the point of 

view of their dependence on drugs. s 


In male patients there were no significan, 
differenċes in criminality between the two 
outcome groups. Among female patients those 
who remained in treatment committed signi- 
ficantly more non-drug offences during Stage 2 
than those out of treatment and this difference 
was reflected in the total crime rate. A direct 
comparison between men and women shows 
that for those still in treatment there were no 
significant differences in crime rates during any 
stage of their addiction career. However, for 
those not in treatment women in Stage 2 
compared with men in Stage 2 had significantly 
fewer non-drug offences and fewer total 
offences. 


Discussion 


Delinquency : 

Our study confirms that there is a marked 
association between opiate dependence and 
delinquency in addicts under treatment at drug 
dependence clinics. A high proportion of 
patients were delinquent prior to any drug use. 
Male patients commenced their drug use ata 
mean age of 17.3 years and by this time 32 per 
cent had been convicted. This is much higher 
than the expected rate: in a national sample 
Wadsworth (1975) found that 14.9 per cent of 
males had a conviction before the age of 21. 
The conviction rates of our male patients are 
also considerably higher than rates in a working 
class area of London reported by West and 
Farrington (1977), who found that 24.9 per 
cent of youths had a conviction by the age of 17. 
Of our female patients (who commenced their 
drug use at a mean age of 16.7 years) 12 per 
cent had a conviction before any drug use, 
compared with a national conviction rate of 





. 


20 


- 


DELINQUENCY BY OPIATE ADDICTS TREATED AT TWO LONDON CLINICS 


Taste V 
Conviction rates per year of men and women at risk on 31st October 1975, by stage of addiction career and treatment outcome? 








Conviction rates 





























Stage of addiction Non-drug j Drug Total 
career — - 
In Not in In Not in In Not in 
as treatment treatment treatment treatment treatment treatment 

1. Before drug use . 

M 0.09 0.15 — -— 0.09 0.15 

E é 0.05 0.06 — — 0.05 0.06 

°2. Before treatment 

M 0.47 0.44} 0.17 15 0.64 0.59t+t 

F 0.34* 0.09+* 0.09 10 0.43** O.19+4¢** 
3. During treatment 

M 0.33 0.27 0.20 34 0.53 0.61 

F 0.24 0.21 0.19 0.16 0.43 0.37 
4. After treatment 

M — 0.22 — 0.22 = 0.44 

F — 0.19 — 0.09 — 0.28 
1 In treatment: N = 125 (56 males, 69 females) 

Not in treatment: N = 60 (37 males, 23 females) 
* t= 3.13, P <0.01 tt =5 64, P <0 001 

** t = 2.33, P <0.02 ttt = 5.08, P <0.001 


1.6 per cent for girls under the age of 17 
(Douglas et al, 1966). 

By the end of our study 94 per cent of the men 
and 76 per sent of the women had at least one 
conviction; the mean number of convictions was 
9.4 for males and 6.5 for females. The pro- 
portion of male patients with convictions is 
similar to the 97 per cent conviction rate found 
by Gordon (1978) in a four year follow-up of 
60 male patients, attending at a clinic. 

The pattern of offences shows that 71 per cent 
of all convictions were for non-drug offences. 
Offehices against property accounted for 43 per 
cent of all convictions. There was a low in- 
cidence of convictions for violence against the 
person (3.9 per cent). The picture that emerged 
was of addicts who were rarely involved in 
serious crime but were generally non-violent 
petty thieves or offenders against drugs legis- 
lation. Allowing for the inclusion of non- 
indictable offences in our study and for 
differences in offence classification, the sex- 
differences in the percentage distribution of 
non-drug offences are comparable to those found 


for indictable offences in the general population 
(Criminal Statistics, 1975). 

Prostitution accounted for 10.6 per cent of all 
female convictions but only 12 of the 117 women 
were involved and 4 of these were convicted 
before commencing drug use. This supports the 
conclusion of d’Orban (1970, 1973) based on a 
prison sample of female addicts that (in Britain) 
there is not a close association between prostitu- 
tion and drug dependence. 


The effect of treatment 


In studies evaluating the effectiveness of 
treatment programmes for drug dependence, a 
reduction in criminal activity can be used as 
one measure of improvement (Hawks, 1973). 
In the United States Dole et al (1968) and Schut 
et al (1975) found a significant reduction in 
crime rate after treatment with methadone 
maintenance, and De Leon et al (1972) found a 
similar reduction in the crime rate of addicts 
treated in a residential setting (Phoenix House) 
even for those who failed to complete the 
programme. In Britain, Le Fevre (quoted by 
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Bewley et al, 1972) noted that there was some 
reduction in reported arrest rates after one 
year’s treatment at a drug dependence clinic, 
but Blumberg (1976) reported an increase in 
minor convictions after a similar period. ‘ 

The present study of a large series of patients 
treated over a period of up to 84 years found 
that treatment at a drug dependence clinic has 
no effect on the overall crime rate. We compared 
crime rates before treatment and during treat- 
ment in a sample of addicts who were pre- 
scribed opiates. It is possible that their crime 
rate would have been higher if they had not 
been accepted for treatment at a drug depen- 
dence clinic. However, in a study comparing 
addicts accepted for treatment and prescribed 
opiates with a group who were not given a 
prescription, Blumberg (1976) found that after 
one year there was no change in the proportion 
of those convicted in the ‘no script’ group, 
whereas the ‘script’? group showed an increase in 
convictions. 

Although treatment had no impact on the 
overall crime rate we found a change in the 
pattern of offences during the treatment stage, 
with a significant increase in the proportion of 
drug offences. This increase in offences against 
drugs legislation (the majority of these offences 
involved opiates) at a time when our patients 
were prescribed opiates during the course of 
treatment is contrary to expectation. However, 
Mott (1975) also noted an increase in con- 
victions for drug offences among addicts during 
a two year period after first notification; the 
majority were prescribed opiates at some time 
during this period. A similar trend was found 
by d’Orban (1975) in addicts under clinic 
treatment. These findings call into question one 
of the assumptions underlying a policy of 
prescribing maintenance drugs to addicts: that 
the free supply of drugs from licit sources will 
minimize illicit drug-seeking behaviour and 
prevent drug-related crime (Edwards, 1969; 
WHO, 1970). 


Sex differences 

The outcome of treatment was significantly 
worse in our female patients. A higher pro- 
portion of woman remained in treatment 
and dependent on drugs. This accords with the 
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observation that female addicts show a greater 
degree of emotional disturbance and mal- 
adjustment than male addicts (James and 
d’Orban, 1970); many clinicians hold the 
opinion that female addicts are more difficult 
to treat. 

Women had a generally lower crime rate than 


men (though the difference only reached, 


significance in stage 2) and the peak of their 
delinquency occurred later than in men. 
Compared with the convicted men, the, con- 
victed women were significantly less frequently, 
involved in non-drug offences but equally 
involved in drug offences. 


Prognostic implications of delinquenc} 


The relationship between delinquency and- 


outcome of treatment is of interest as previous 
studies have noted that in women (but not in 
men) delinquency may provide some indication 
of the prognosis for drug dependence. In a 
follow-up study of female opiate addicts first 
identified in prison d’Orban (1974) found that 
previous convictions had a significant inverse 
relationship to subsequent abstinence from 
opiates. By contrast, in male addicts d’Orban 
(1975), Mott and Rathod (1976) and Gordon 
(1978) found that addiction status at follow-up 
was unrelated to conviction status at first 
attendance. These findings suggestethat there is 
a sex difference in the relationship between 
delinquency and the prognosis of drug de- 
pendence; in males a history of delinquency has 
no significant bearing on the outcome of drug 
dependence whereas in females a history of 
delinquency carries adverse prognostic sig- 
nificance. 

Our study provided an opportunity to make a 
direct comparison between a large series of 
male and female patients treated under identical 
conditions. Our findings confirm that there is a 
marked difference between the sexes in the 
relationship between treatment outcome and 
delinquency. In. male patients we found no 
difference in the crime rate of the two outcome 
groups whereas female patients who left 
treatment had a significantly lower crime rate 
prior to treatment than their male colleagues 
(P <0.001), and their lower crime rate was 
due to fewer non-drug offences. Thus women 


+ 








22 DELINQUENCY BY OPIATE ADDICTS TREATED AT TWO LONDON CLINICS 


with a good treatment outcome, although they 
tend to commit as many drug offences as those 
with a poor outcome, show significantly less 
involvement in general delinquency at the time 
they enter treatment. Our findings confirm that 
for female addicts the absence of a criminal 
record for non-drug offences at the time of their 
first clinic contact indicates a favourable 
prognosis. r 

The reason for the sex-difference in the 
relatignship between delinquency and treat- 
ment outcome may le in the known sex- 
differences in the aetiology of antisocial be- 
haviour. Female delinquents deviate more from 
social and psychological norms than male 
delinquents (Cdwie et al, 1968). Thus in female 
addicts a criminal record may indicate a more 
serious degree of maladjustment than in male 
addicts and this may result in poorer response to 
treatment. 
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Suicide in Prison 


By D. O. TOPP 


SUMMARY Reaords of 186 suicides among male prisoners in England 
between 1958 and 1971 emphasize the differences between the prison 

« populgtion and the population at large. The suicide rate may well be 

ee three times greater. The records show that sentence of more than 
18 months’ duration, whether anticipated or actually received, is 
associated with a greater risk of suicide than shorter sentence, and 

that suicide i is most likely to be committed during the first few weeks in 


custody. 


Introduction 


On I April 1878, a Board of Prison Com- 
missioners was established with the purpose of 
taking over all the local prisons in England and 
Wales on behalf of the Secretary of State (40 and 
41 Vic. Cap. 21). Now, one hundred years later, 
it seems appropriate to recall that the first 
Medical Inspector to be appointed by this body, 
Dr R. M. Gover, considered it a matter of 
urgency to? investigate the apparently large 
number of suicides in the prisons at that time. 
In the Commissioners’ third Annual Report he 
published a®surveye of the suicides during the 
previous five and a half years. His main obser- 
yations were that suicides occurred most 
frequently during the first week in custody and 
that those most vulnerable to suicide were 
first-time prisoners and those on remand. Other 
groups especially prone to suicide were violent 
prisoners, those fearing penal servitude, and 
thosg who had already received a sentence of 
penal servitude and were awaiting transfer to a 
convict prison. He considered that the prison 
staff’s lack of knowledge about individual 
prisoners was a relevant factor. 

Dr Gover continued his interest in this 
problem throughout his career, and it was also 
studied by his esuccessor, Dr Smalley. In the 
Annual Report for 1911 Dr Smalley analysed 
prisoners’ suicides for the preceding decade. He 
stated that on average there were nine such 
deaths per year, but that this figure could not be 
compared with the suicide rate in the population 
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at large. He was of the opinion that prisoners 
convicted of crimes of impulsive violence, or 
crimes against morality, were those most prone 
to suicide. 

There has been no systematic study of 
suicide in English prisons since Smalley’s, with 
the exception of an aside made by Dr Goring (1), 
Medical Officer at Parkhurst Prison in 1913. 
Having studied 3,000 English convicts, he 
stated that the suicide rate in prisons was more 
than three times that in the general population. 
He attributed this difference to the tendency of 
those with marked suicidal tendencies to be 
imprisoned for crime, especially violent crime. 

The investigation described here was under- 
taken to bring the subject up to date. 


Method 


Statistics to establish trends in the prison 
suicide rate since 1880 were obtained from 
official figures in the Annual Reports between 
that year and 1971. The 775 suicides found were 
allocated to seven-year intervals and related to 
the average daily population of the same seven- 
year periods. The suicide rate varied between 
28 and 60 per 100,000. 

For the purpose of examining the clinical and 
social circumstances of present-day prison 
suicides, records held by the Home Office and 
Prison Department for all male prisoners who 
had certainly or probably committed suicide 
between 1958 and 1971 were scrutinized. 
Probability was determined by personal assess- 





ment of open verdicts made by coroners’ juries. 
In most cases the prison records were detailed, 
and in all cases there had been a coroner’s 
inquest, the notes of which were used to supple- 


ment information from the prison records.. 


There were also statutory reports by local 
officials, and press cuttings. From these sources 
the following basic data were elicited; age, 
marital status, method and time of death, 
length of and reason for sentence, length of time 
already in custody, number of previous con- 
victions, and history of previous attempted 
suicide and mental hospital admissions. In 
addition, an assessment of the general behaviour 
of the suicides during their terminal period in 
custody was made, including, for example, their 
ability to form relationships with others, 
tendencies to instability of mood, and the 
presence of addictions. Lastly, an attempt was 
made to judge whether they had really in- 
tended to die. 

The data collected were correlated with those 
applying to the prison population as a whole, 
as supplied by the Management Information 
Department of the Headquarters Division of the 
Prison Department. 


Results 


Between 1880 and 1971 the trend was a 
decline in the suicide rate from about 60 to 
40 per 100,000. There were variations, however, 
with a peak between 1916 and 1922, and a 
trough between 1937 and 1950. 

Detailed consideration will now be given to 
the 186 suicides which occurred between 1958 
and 1971. This represents a mean of 13.3 deaths 
per annum, a suicide rate of 42 per 100,000 
daily average population, and 14 suicides per 
100,000 receptions into custody. 


Penal status 

Sixty-nine of the suicides (37 per cent) were 
on remand or unsentenced, and 117 (63 per 
cent) had been sentenced. Of the latter group, 
66 were serving sentences of 18 months or 
longer, and 51 were under sentence of less than 
18 months or were young people under borstal 
or detention orders. Relating these figures to the 
total numbers of prisoners detained in these 
categories, the suicide rates were found to be 
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12 per 100,000 among the remands, 8 per 
100,000 among those received to serve sentences 
of less than 18 months, and 65 per 100,000 
among those received to serve sentences of 
18 months or more. 

Seventy-seven subjects killed themselves dur- 
ing the first month in custody, 23 in the second, 
12 in the third, 8.in the fourth, and thereafter, 
there was a slow leyelling out to a figure of less 
than 1 per month by the time the end of the 
first year was reached. Eighty-seven of the 
suicides were in prison for theft and 53 for 
violent crime. Ninety per cent of the suicidés 
had previous convictions, and of these 64. per 
cent had previously been convicted to custodial 
detention. i 


Timing 

The act which led to- death was committed 
between 9 a.m. and 9 p.m. in 88 cases, and 
between 9 p.m. and 9 a.m. in 98 cases. 

There was no great variation in the number of 
suicides which took place between one month 
and another, the range being between 12 and 
18 per month; however, the most frequent day 
of the week for suicide was Saturday, on which 
41 deaths occurred, the range for, other days 
being between 22 and 29 deaths. 

Asphyxia was the method used for 168 of the 
suicides, usually from hanging. Phere was 6 
cases of self-wounding, 5 of falling from a height, 
and 4 of poisoning. 


Psychiatric history 

Seventy subjects had had psychiatric treat- 
ment in the past, 56 as in-patients. Nineteen 
had a past history of definite depressive episodes, 
and 79 others had shown some tendency to 
depression in the past. Ninety-five (51 per ent) 
had made previous suicidal threats or attempts, 
which had been multiple in 38 subjects. The 
interval between the latest threat or attempt 
and the act which caused death was less than 
six months in 62 cases. Forty suicides were under 
21, and 63 between 25 and 34 years old, out of a 
total of 186. 


Social factors 


In 153 cases (82 per cenf) there were in- 
dications that emotional relationships had been 
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unsatisfactory. Thus, 147 subjects (79 per cent) 
were single or separated; 100 (54 per cent) had 
been living in lodgings, alone, or were vagrant, 
prior to their arrest; 83 (45 per cent) had no 


* known contact with relatives or friends; 115 


(62 per cent) had a history of social mobility; 
71 (38 per cent) a history of parental deprivation 


. before the age of 16; 96 (52 per cent) had shown 


some degree of aggressionein their life style; 
55 (30 per cent) had had a drink problem and 
21 (Ll per cent) a drug problem. 

, Consideration of the background to the fatal 
event suggested that in at least 50 per cent of 
cases it was performed on a sudden impulse. In 
59 per cent of cases there could have been some 
expectation of ‘being saved. The staff had been 
aware of the possible suicidal inclinations of the 
individual in only 15 per cent of cases, although 
59 per cent had either demonstrated mani- 
pulative attention-seeking behaviour or pre- 
sented problems of control, and 30 per cent were 
actually in prison hospital accommodation at 
the time of their suicide. While in custody, 
69 per cent had seen doctors for complaints with 
a psychiatric connotation, and 39 per cent were 
under specific treatment in consequence. 

e 
Discussion 

The prison population is clearly not repre- 
sentative of the population at large: For example, 
it differs in age distribution and in social 
morbidity bias. There have been numerous 
studies which support this, these being best 
summed up by Roth, 1962 (2): ‘numerous 
enquiries had shown recidivist delinquents and 
criminals were far from being an example of the 
general population ; that they differed from such 
populations in respect of a wide range of 
behåvioural, clinical, biological, social and other 
criteria, and that they should be regarded as 
damaged individuals’. It is thereford hardly 
surprising that they have a higher incidence of 
depressive episodes and of suicide than exists in 
the general population. 

The findings of this study show that the 
suicides were seldom strangers either to crime or 
to institutional life. However, it appears that the 
fear of having to serve a number of years in 
custody was a strong motive for suicide in some 
cases, especially during the early weeks in 


prison. The suicidal act may have been part of a 
general display of attention-seeking behaviour, 
or less commonly a calculated mode of escape 
from the pain of life to come. However, once 
the initial hurdle of the first few months was 
past, this motive appeared to decline, presum- 
ably because the subjects were becoming 
integrated into the prison inmate culture. 
Generalizations such as this may, of course, be 
misleading, as the circumstances of each case 
are unique. For example, a few subjects fear 
discharge from prison, which represents asylum 
and security for them. For- the majority, 
however, committal to prison usually means 
disruption of already tenous relationships, as 
well as deprivation of freedom. 

Altruistic motives concerned with. shame 
about the offences did not seem to be very 
significant, although worry about the possible 
effect on close relationships: may have contri- 
buted. 

Most of the suicides were between 25 and 
34-years-old. This is probably the peak age 
group of the prison population. Similarly, the 
majority of suicides had been convieted.. of 
acquisitive crimes, and the same applies. to the 
general prison population. Not surprisingly, 
life-sentenced inmates, the vast majority of 
whom were murderers, showed the . highest 
individual rate, with 7 deaths for 1,018 recep- 
tions. 

During the 90 years covered by the first 
survey, there was a decline of 20 suicides per 
100,000 daily average population. This is a 
welcome sign, although caution must be 
observed in interpreting the significance of such 
small numbers. 

An attempt was made to compare the 
findings of the recent survey with those of in- 
patient suicides in psychiatric hospitals. The 
prison survey showed in 14 years there were 
14 suicides for 100,000 receptions into custody. 
For psychiatric hospitals, the Report of the 1976 
Committee of Inquiry into suicidal deaths at 
Warlingham Park Hospital in the years 1974-5 
quoted the Department of Health as giving a 
total figure, in over 100 psychiatric hospitals and 
units, of 461 deaths in the inclusive years 
1970-4. The Report also quoted 13 unnamed 
hospitals, selected to provide a broad spectrum, 





whose figures when extrapolated showed 
100 suicidal deaths of in-patients for the 
inclusive years 1972-5. At Warlingham Park 
itself the proportion of suicides between 1960 
and 1975 inclusive was 170 per 100,000 ad-- 
missions; however, the last two years were 
exceptional, and if, following the author of 
‘A Critique of the Inquiry’s Report’, (3) these 
years are excluded the rate becomes 135 per 
100,000 admissions. This is 10 times that of the 
prisons. The two institutions are obviously very 
different, though there is some overlapping of 
types of population. 

The.. important features which seem to 
emerge ‘from this study are summarized as 
follows. Firstly, Dr Gover’s observation that 
suicides äre far more likely to occur during the 
early weeks in custody is ‘confirmed. Secondly, 
it appears that committal to, or ‘mereley 
anticipation of, a sentence of more than 18 
months’. imprisonment may increase the pro- 
pensity to suicide by a factor of 6 or 7. This 
complements Dr Goring’s comment that pris- 
oners are three times more likely to commit 
suicide.than the population at large. It is also 
relevant here that those most likely to get long 
sentences are those who have been in custody 
before, and that 57 per cent of the suicides had 
had previous experience of penal institutions. 
This fails to support Dr Gover’s comment that 
it is first offenders who are most likely to be 
suicidal. A third interesting feature was that 
many of the suicides had brought themselves, 
or had been brought, to the attention of doctors 
or other staff. Indeed 39 per cent were under 
treatment, but in only 15 per cent had the 
suicidal proclivity been recognized. Fourthly, a 
number of observations suggest that the deaths 
occurred partly as a result of a demonstrative, 
attention-seeking behaviour; 59 per cent could 
have had some expectation of being saved, at 
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least 50 per cent seem to have actéd on sudden 
impulse, 47.3 per cent committed the fatal act 
during the daytime when staff availability 
could be ancitipated, and 51 per cent had 
either made or threatened suicide attempts in 
the past. These factors suggest that a number of 
the subjects may have been making attempts to 
elicit sympathetic: attention, and when the, 
desired response filed to occur they either 
escalated the attempts to a dangerous level or 
determinedly ended their lives. , 

The results of this. investigation emphasize the, 
deviance of the prison population, and suggest” 
that it. will giverise to:.a disproportionate 
number of suicides; that although prison 
experience is not new to them, the individuals 
concerned may. ‘impulsively try. desperate 
measures to escape the impending rigours of a 
long sentence, to which in fact they would be 
able to adjust in a month or so. 

It may be apt to end with a quotation from 
Dr Gover: ‘just as-every death from natural 
causes represents much sickness in the popu- 
lation at large, so does every suicide in prison 
represent much bodily and mental suffering’. 


Addendum ` 
The views expressed and research undertaken are 
entirely those of the author; they were, however, 
taken into account by a Departmental working party 
in 1971 which initiated additional suicidal pre- 
ventative measures in penal establishments. 
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The Outcome of Severe Acute Schizophrenic Illnesses 
After One Year 


By EVE C. JOHNSTONE, C. D. FRITH, 
AVIVA GOLD and MARILYN STEVENS 


SUMMARY Forty-five patients with acute schizophrenic illnesses 


(defined by PSE criteria) were assessed in clinical, cognitive and social 
terms before being entered in a four week study of the isomers of 
flupenthixol and placebo. At the end of one year they were re-assessed 
in the same terms. The clinical and psychological features of the acute 
illness and the drug treatment given did not predict outcome. Poor 
outcome in social terms was significantly related to severe social 
isolation in the initial assessment and to the presence of nuclear 
symptoms and negative schizophrenic features at follow-up. 


Introduction 


Since the development of the concept of 
dementia praecox, and later of schizophrenia, 
many studies of the outcome of this disorder 
have been conducted. Mayer-Gross (1932) 
followed uf 328 cases over a period of 16-17 
years, and Romano and Ebaugh (1938) studied 
600 cases over a period of 1-4 years. These and 
later studie$ have varied considerably in their 
methodology and in their concept of what 
constituted a diagnosis of schizophrenia, but 
none of them disagrees with the Kraepelin’s 
(1919) original finding that there is considerable 
variation in the course and outcome of this 
disorder. 

Attempts to identify factors which would 
predict outcome in the individual case (Scho- 
field, 1954; Vaillant, 1964) have tended to 
suggest that it is the less typically schizophrenic 
case that has the relatively good prognosis. 
Indeed, it has been suggested (Fowler et al, 
1972) that ‘good prognosis schizophrenia’ could 
more suitably be classed with the affective 
disorders. Nevertheless, even studies using strict 
criteria, such as that of Langfeldt (1960) or 
the follow-up results of the American cohort of 
the International Pilot Study of Schizophrenia 
(Hawk et al, 1975; Strauss and Carpenter, 1977) 
find a heterogeneous outcome, and in the 
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American studies the application of various sets 
of strict diagnostic criteria to the data failed to 
define a poor outcome group. 

The present study concerns 45 patients who 
fulfilled the diagnostic criteria for central 
schizophrenia of the Present State Examination 
(Wing et al, 1974) and who entered a four-week 
trial of the efficacy of the isomers of flupenthixol 
(Johnstone ef al, 1978), in which they were all 
treated for their acute illness in the same unit 
by the same staff. The patients were assessed 
psychophysiologically as well as in terms of their 
cognitive and social functioning before treat- 
ment was begun and were reassessed at the end 
of one year. Thus the study provided an 
opportunity for examining the relevance of 
clinical, social and psychological variables 
present at the onset of an acute schizophrenic 
illness, defined according to strict criteria, for 
outcome in terms of social functioning and 
persistent psychotic features at one year. In 
addition, the nature of the original study 
allowed an examination of the question whether 
or not the introduction of active medication 
early in an acute psychotic episode influenced 
the later outcome. 


Methods 


Clinical details of the original sample have 
been fully described elsewhere (Johnstone et al, 
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1978). The following assessments were made on 
the index admission: 


The Present State Examination (Wing et al, 
1974) was conducted, and the mental state 
was also rated in terms of the rating scale for 
schizophrenia devised by Krawiecka eé al 
(1977). 

The Feighner (1972) criteria for schizo- 
phrenia, in which chronic deterioration is a 
necessary feature, were applied to the case- 
notes, and the criteria for schizo-affective 
psychosis devised by Brockington and Ken- 
dell (unpublished) were applied to the PSE 
data. Family histories of psychosis were 
recorded, and the degree of social isolation 
was noted in terms of the simple rating shown 


in Table I. 


Taste I 
Rating of social isolation 





ł Not socially isolated to a morbid degree. 
No social contacts other than family members 
2 with whom patient lived, or workmates while at 
work only, with no outside contact. 
No social contacts. 
3 This need not imply that patient lives alone, but 
if living with others he is isolated from them, 
e.g. eats alone, sits in own bedroom, etc. 











Skin conductance tests were carried out, the 
details of which have been fully described 
elsewhere (Frith etal, 1978). 

The ‘memory for faces’ test, in which the 
subject is required to recognize ten faces was 
applied. This is a shortened and modified 
version of the test designed by Warrington 
(1974). 

Thereafter the patients were randomly and 
blindly allocated to one of three treatment 
groups. Each group consisted of 15 patients, 
who were treated respectively with a-flupen- 
thixol, 8-flupenthixol or placebo for four weeks. 
Where necessary additional chlorpromazine 
was given and a count of the doses in each case 
was kept. During the four weeks of the trial 
each patient’s mental state was rated at weekly 
intervals with the Krawiecka scale. 

At the end of one year the patients were asked 
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to come to hospital for review. On that occasion 
the following assessments were carried out: 

The Present State Examination; rating on 
the Krawiecka scale; memory for faces test; 
social functioning. as assessed by the simple 
ratings described by Cooper. (1961). In 
Cooper’s ratings, social functioning is assessed 
in terms of three areas, (a) economic status; 
(b) social liability, (c) selfcare, each being 
assessed on a 3-point scale. A fourth area, 
return to work, is also assessed on a 3-point 
scale, so that if all the ratings are summed the , 
minimum possible score is 4. Patients who 
scored only 4 were classed as having a good 
outcome in social terms; those who failed to 
achieve this score only becausé they were not 
economically independent and. who lived in 
circumstances where economic independence 
would not be expected were also classed as 
having a good outcome. The ‘good outcome’ 
patients were contrasted with the remaining 
patients. 


Results 


Follow up assessments were made in 38 of the 
45 cases. The limited information on the 
remaining 7 cases is shown in Table IJ. 

Of the 38 patients followed up there were two 
who scored only 4 on the social functioning 
assessment but who had been readmitted to 


TABLE II 
Information on patients not available for follow-up 





Unsettled existence: No co-operation with drug 
l treatment or follow-up. Repeated self-termin- 
ated admissions to various hospitals. 





Defaulted from clinic attendance and drug 














2 treatment. At time of follow-up receiving in- 
patient care for severe self-inflicted burns. 

3 Not traced. 7 E 

4 Died following burning accident. 

5 In judicial custody having been arrested for 


fraud. . 





6 Not traced. 





7 Did not recover from acute episode: transferred 
to long-term care. 
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in-patient care with a recurrence of psychosis 
at least once since their discharge from hospital. 
In this respect these patients differed from the 
rest of the good outcome group, and it did not 
seem appropriate to include them. They were, 
therefore omitted from the calculation of the 
results which concern 36 patients, 15 with good 
outcome contrasted with 21 with relatively poor 
outcome, _ ° 


(1) Findings concerning clinical and psychological 
Seatures of the index illness and its treatment. 

The features of the Present State Examin- 
ation showed no systematic relationship with 
social outcome, and the significant relationships 
were slightly less than would have been expected 
by chance. The relationships between other 
clinical features, response to and requirements 
for medication, and social outcome are shown in 
Table II. 

There was no significant difference in out- 
come between Feighner-positive and Feighner- 
negative cases or between schizoaffective and 
non-schizoaffective cases. The patients whose 
improvement at the end of the four week trial 
was classed as ‘good’ tended to have a better 
outcome than those whose improvement was 
classed as ‘poor’, but this difference was not 
significant at the 5 per cent level (P <0.1). 
Similarly, the patients who were treated with 
placebo during the trial tended to have a better 
outcome than those in both of the other two 
"groups, but again this result was not significant 
at the 5 per cent level (P <0.1). There was no 
difference between the two outcome groups in 
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the number who were treated with inactive 
medication (8-flupenthixol or placebo) and 
those given activen treatment (a-flupenthixol or 
8-flupenthixol + chlorpromazine or placebo + 
chlorpromazine). Habituation status and per- 
formance on the memory for faces test on 
admission were both irrelevant to outcome. A 
few patients refused to continue on neuroleptic 
medication in the year after discharge, but there 
was no difference between the two groups in this 
respect. 

Thus none of the clinical or psychological 
features of the index illness and its treatment was 
significantly related to outcome at one year. 


(2) Family, historical and social factors 

The family histories obtained are shown in 
Table IV. 

There are no significant differences between 
the groups. The presence and number of 
previous episodes were irrelevant to outcome, as 
was the length of time since the first psychotic 
episode. The degree of social isolation on 
admission, however, was significantly related to 
outcome at one year at the | per cent level: 
all twelve patients who had a maximum score 
on social isolation on admission had a poor 
outcome (Table IV). 


(3) Clinical and psychological features at follow-up 
The clinical features at follow-up are shown in 
Table V. 
The presence of nuclear features of schizo- 
phrenia, as assessed by the PSE at follow-up, was 
significantly related at the 5 per cent level to 

















Taste III 
’ Clinical factors in index illness and its treatment related to outcome in social terms at one year 
Active Taking 
medication medication 
Outcome in Schizo- Outcome at given during during year 
social terms Feighner affective 4 weeks Trial medication trial after episode 
Positive Negative Yes No good poor a«a B p Yes No Yes No’ 
Good 5 
(15 cases) 5 10 7 10 5 3 4 8 9 6 13 2 
Poor . 
(21 cases) 15 6 8 13 7 14 8 9 4 12 9 18 3 
* ° 
> sd $ 


. 
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Taste IV 
Family, history and social factors determined at onset of index illness related to outcome in social terms at one year 




















Previous . Social isolation on 
Family history of schizophrenia episodes admission (Table I) 
Outcome in 2 
social terms No Clear history 
Definite Possible information of no Yes. No l 2 3 
schizophrenia 3 
Good (15 cases) 5 l 4 5 a. 7 9 6 — 
= Beet oa St oS cre tere es TE a i 
Poor (21 cases) 3 4 9 5 li 10 3 6 12 
Tase V 


Clinical features at follow-up related to outcome in social terms at that time 





Nuclear features of 


Outcome in social terms schizophrenia on PSE 


anni erp ett 


Positive score of features: Score of negative features 


on Krawiecka scale on Krawiecka scale 











Present Absent 0 21 0 al 
Good (15 cases) 4 11 12 3 10 5 
Poor (21 cases) “15 6 <9 12 5 16 





poor outcome, but it is of interest that a few 
patients were functioning very well despite the 
continuing presence of such features. The 
presence of negative symptoms (retardation, 
muteness and flattening of affect) on the 
Krawiecka scale was significantly related to poor 
outcome (P <0.05), but the relationship 
between poor outcome and the presence of 
positive symptoms (hallucinations, delusions, 
incongruity of affect and thought disorder) did 
not achieve significance. 

Performance on cognitive tests at follow-up 
had-no relationship with outcome. 


Discussion 

Although it is perhaps disappointing that our 
detailed clinical and psychological assessments 
failed to predict outcome, this result is in 
keeping with recent reports (Hawk et al, 1975; 
Strauss and Carpenter, 1977). The results also 
gave no support for the view that the early 
introduction of anti-psychotic agents is of long- 
term advantage to schizophrenic patients. The 
failure of clinical features as predictors contrasts 
with the ability of a very simple and crude 
rating of social isolation to detect the patient 


who-will have a peor outcome. All the patients 
with severe social isolation at the time of the 
index illness showed a poor outcome in social 
terms one year later.. 
Possible explanations for this finding are that: 
(a) the lack of social support whick this rating 
would imply is a significant factor in pre- 
disposing to a poor outcome. 
(b) the patient’s withdrawal from society“ 
before the index illness is an indication of 
the severity of his schizophrenia. . 
This point cannot easily be resolved, but the 
fact that 7 of the 12 patients concerned lived 
with other people and had imposed this 
isolation upon themselves suggests that “the 
social withdrawal was an integral and early 
feature of their disease and perhaps an indica- 
tion that it was going to run a severe course. 
Depue and Dubicki (1974; 1976) have re- 
cently applied the. activity/withdrawal dis- 
tinction originally. introduced, by Venables 
(1957) to populations of patients with schizo- 
phrenia. Their work shows a consistently 
poorer social outcome in the withdrawn group 
than in the active group. The withdrawn group 
show a premorbid tendency to unsociability and 

















. 
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slowness. Lack of affective response and lack of 
spontaneous talk are dominant features of these 
patients’ morbid mental state, although they 
also have more delusions and hallucinations 
than those in the active group. The fact that in 
the present study the only factors significantly 
associated with a poor social outcome were 
social isolation before admission and the 
presence at follow-up of retardation, poverty of 
speech, flattening of affect and nuclear schizo- 
phrenic symptoms suggests that the poor 


«Outcome group may correspond to Venables’ 


(1957) withdrawn group. It may be that 
classification of the patients into active and 
withdrawn groups at the time of their acute 
illness would have provided a more satisfactory 
means of predicting outcome than the methods 
adopted. On the basis of the work of Lilliston 
(1973), Depue (1976) has hypothesized that the 
withdrawn group have a greater probability of 
brain damage. In the present study there was 
no association between poor outcome and poor 
cognitive functioning either at the time of the 
acute illness or at follow-up; however, assess- 
ments of cognitive functioning were not detailed 
and it would appear that this aspect merits 
further study. 


In conclusion, no clinical or psychological 
feature of the acute illness was identified which 
could predict outcome at one year. The results 
suggest that marked social isolation, a char- 


„acteristic which tended to be self-imposed, is 


the best indicator of poor prognosis in social 
terms and that this poor prognosis is sig- 
niftcantly related to the presence of a defect 
state or of presence of nuclear schizophrenic 
features. The possibility is suggested that the 
assessment of patients in terms of Venables’ 
(1957) activity/withdrawal dimension may be 
more useful than standard clinical methods in 
indicating prognosis. 
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Schizophrenia: Diagnostic Criteria and Outcome 
By ROGER C. BLAND and HELENE ORN 


SUMMARY The files of a cohort of schizophrenic patients who were 


admitted to hospital for the first time in their lives in 1963, and who’ 


were representative of cases in a large unselected population, were 
examined, first by exclusion criteria, and then by the diagnostic 
criteria of Schneider’s first-rank symptoms, Feighner et al’s criteria, 
and the New Haven Schizophrenia Index (NHSI). Forty-three such 
cases were found who were schizophrenic on at least two sets of criteria, 
and who were followed up in 1977. Examination of the outcome showed 
no relationship with FRS presence or absence or number of first-rank 
symptoms, nor with the NHSI score, but did show a relationship to the 
Feighner et al criteria and an even stronger relationship to a simple 


\ 


score derived from these criteria. 


Introduction 


The diagnosis of schizophrenia has been 
problematic since Kraepelin introduced the 
term dementia praecox, and linked the diag- 
nosis to a poor outcome. Bleuler (1950), 
although broadening the concept and introduc- 
ing the terzfi schizophrenia, also considered that 
full restitution to normal did not take place. The 
majority of the earlier studies of outcome 
confirmed this rather gloomy outlook, but 
nevertheless it was admitted that a proportion of 
patients did recover. Vaillant (1962, 1964) and 
Stephens, Astrup and Mangrum (1966) made 
pioneer efforts in trying to delineate factors 
associated with good and poor outcome, and 
achieved considerable agreement on a number 
of items linked to outcome. Langfeldt (1960) 
divided cases into true schizophrenics with 
poor outcome, and schizophreniform cases 
which symptomatically resemble schizophrenia 
but had a good outcome. Recent follow-up 
studies (e.g. Wing, 1966) indicate that about 
50 per cent of first admission schizophrenics have 
a good to excellent long-term outcome, thus 
once again raising the question of diagnostic 
criteria, a problem highlighted by the differ- 
ences in practice found in the U.K.-US. 
Diagnostic Projest (Kendell et al, 1971). 

At the same time a renewed interest has been 


shown in Schneider’s (1959) first-rank symptoms 


(FRS) by workers such as Mellor (1970) and 
Taylor (1972) and these items have been used 
in the International Pilot Study of Schizo- 


aphrenia (1973). The diagnostic criteria of 


Feighner et al were published in 1972 and have ' 
had a considerable impact on diagnostic 
practices, particularly 
perhaps they answered a need in a relatively 
simple and usable fashion. Another attempt at 
producing a diagnostic checklist, the New 
Haven Schizophrenia Index (NHSI) (Astra- 
chan eż al, 1972) has not achieved the same 
popularity. The more recent development of- 
the Research Diagnostic Criteria by Spitzer et al 
(1975) combines some of the Feighner et al 
criteria with Schneiderian first rank symptoms, 
and will probably be the basis for new official 
nomenclatures. Further to complicate the 
relationship between diagnosis and outcome, 
recent studies have shown that outcome is 
complex and consists of a variety of aspects 
(social, psychiatric, occupational) which, while 
interrelated, also show a degree of independence 
from each other (Strauss, et al, 1972). 

The purpose of this paper is to determine 
whether three sets of diagnostic 
(Schneider’s first rank symptoms, the Feighner 
et al criteria and the NHSI of Astrachan et al), are 
of any value in predicting outcome after 
fourteen years. 


in North America; - 


criteria - 
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Method 
- Case selection and diagnosis 
All files of first lifetime admissions to Alberta 
Hospital, Edmonton, during 1963 with a 
diagnosis of schizophrenia were examined. 
Alberta Hospital, Edmonton, was at that time 
the major psychiatric facility for northern 
Alberta, and thus the majority of cases of 
schizophrenia needing hospital care from an 
unselected population of over 600,000 was 
admitted there. Ninety such files were found. 
Research criteria were then applied, using all 
file data for the exclusion criteria, but only first 
admission data for diagnostic criteria. 


1. Exclusion criteria of (a) psychotic affective 
disorder, (b) organicity or toxic states, (c) 
alcoholism, (d) mental deficiency, (e) other 
diagnoses sufficient to explain the clinical 


. picture, were applied. They excluded 40 cases, e 


leaving 50 for further examination. 


2. Checklist for Schneider's first-rank symptoms 
(FRS), namely thoughts inserted, thoughts - 
broadcast, thoughts*withdrawn, thoughts heard 
out loud, ‘made’ affect, ‘made’ volition, ‘made’ 
impulse, voices commenting, voices arguing and 
delusional perception. Somatic passivity was not. 
used because of the difficulty of determining - 
whether such unusual sensations were under 


TABLE I 
Outcome measures 





Psychiatric condition 


Patients (%) Rating score used 


for combined outcome 


a a a eee 

















_ Recovered, no social or intellectual deficit 9 (21) 3 
Periodic mild social and/or intellectual deficit 13 30) 2 
Periodic severe social and/or intellectual deficit 9 21) l 
Mild chronic social and/or intellectual deficit 5 (12) l 
Severe chronic social and/or intellectual deficit 6 (14) 0 
Chronic unremutting institutionalized 1 (2) 0 

Total : 43 (100) ° 
Social adjustment e 
Good (normal relationships with named persons, attends regular 
functions) 16 (37) 3 
Fair (few friends or close relationships, may attend functions, but 
not committed and attendance irregular) 12 (28) 2 
Poor (no close relationships, avoids social contacts) 9 (21) 1 
Disruptive (few relationshps and these with periodic quarrels) 3 (7) 0 
Recluse (no friends, hermit like existence) 3 (7) 0 
Total 43 (100) : 
Economic productivity 
Normal (holds job for a number of years or its duration, or 
changes for adequate reasons) 13 (30) 3 
Fair (holds a job for its duration or at least three months, but has 
periods of unemployment) 14 (33) a2 
Minimal (does find work, but is voluntarily out of work more often 
than working) 8 (19) 1 
Non-productive (does not work or quits as soon as possible) 8 (19) 0 
Total 43 (101) 
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outside contròl or not. Of the 50 cases 40 had 
first-rank symptoms, 

3. Fetghner et al, criteria. The item’ which 
requires ‘a chronic illness with at least six 
months of symptoms prior to the index evalu- 
ation without return to the premorbid level of 
psychosocial adjustment’ was used to class cases 
as ‘probable schizophrenic’, rather than ‘schizo- 
phrenic’, and not as an %bsolute exclusion 
criterion. i 

Forty-nine cases were classed as certainly or 
probably schizophrenic, one as. non-schizo- 
phrenic. ' 

4. The NHSI of Astrachan et al was applied, 
using its author’s definitions. 

Forty-nine cases were classed as schizophrenic, 
one as non-schizophrenic. 

No case was negative on more than one set of 
criteria. 

These 50 cases were then followed in 1977. 
At this time it was found that 5 patients were not 
in fact first life-time admissions, and these were 
dropped from the follow-up. Of the remaining 
45, all except two were traced and followed up. 
Two had died, one in an industrial accident, one 
by suicide, and data on these two are included 
up to the time of death (which was in the 
middle of the follow-up period). Of the 43 
cases followed, 38 had Schneiderian FRS: one 
was Feighner non-schizophrenic, 22 probable 
schizophrenic and 20 certainly schizophrenic; 


‘one was NHSI non-schizophrenic, 42 were 


NHSI schizophrenic. The patient group is thus 
seen to be homogeneous, to a degree unlikely to 
be found by.just applying diagnostic inclusion 
criteria to a group of psychotic patients (e.g. 
Strauss and Gift, 1977). i 


Follow-up 


The type of contact established to 


get follow- 
up information was as follows: : 


Direct contact with the patient 33 

Contact with relatives “4 

Contact with physicians and other 
professionals 6 


Outcome assessment used scales for economic 
productivity, social adjustment and psychiatric 
condition, each rated from 0 to 3. These were 


SCHIZOPHRENIA: DIAGNOSTIC CRITERIA AND OUTCOME 


then summed to give a combined outcome 
measure, on a0 to 9 scale. 


_ Results 


The patient group comprized 22 men and 
21 women, The mean age was 32.6 years 
(S.D. 9.5, range 16-55 years) at first admission, 
and although the mean age for men was 
slightly higher than for women this difference 
was not significant. Twenty-three (15 men, 
8 women) were single, 20 (7 men, 13 women) 
were or had been married. 

Relationships were examined between diag- 
nostic criteria and outcome measures. This 
included first-rank symptoms (present or absent, 
and number of FRS present), NHSI score (as 
given by its authors), and Feighner (schizo- 
phrenic, probable schizophrenic, and non- 
schizophrenic; a simple scale was then devised 
based on the number of positive items for each 
case, maximum 9), against economic produc- 
tivity, social adjustment, psychiatric condition 
and combined outcome. 

The only significant results were those 
found using the Feighner (1972) criteria and 
score applied to all outcome measures except 
social adjustment. : 








Tase II 
Relationship of Feighner et al (1972) diagnostic criteria to 
14-year outcome 
(Pearson Correlations) 
Feighner Feighner 
criteria § score §§ 
Economic productivity 4044 Ag tee 
Social adjustment N.S. N.S. 
” Psychiatric condition .25* .33"* 
Combined outcome .26* .36** 


= a ee a 

§ Schizophrenic, probable schizophrenic, non- 
schizophrenic (more certain diagnosis correlates 
positively with poor outcome). 

§§ Each positive diagnostic item summed for each 
case to give a score. (High score correlates positively 
with poor outcome.) 

*p< .05 
** p< .02 
*** D < .005 
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Comment 


Schneider did not imply that the presence of 
first rank symptoms was more indicative of a 
poor prognosis than their absence, nor that 


more FRS made the diagnosis more certain or 


the prognosis worse than fewer FRS. Further, 
he did not claim that FRS are necessary for 
diagnosis, second-rank and third-rank symptoms 
being quite validly used. Indeed, Koehler et al 
(1977) consider the current emphasis on FRS to 
be perhaps exaggerated, to the point that 
second-rank and third-rank symptoms are not 
adequately considered in diagnosis. Taylor 
(1972) linked FRS with poor prognostic signs 
and treatment response; however, in a sub- 
sequent study Abrams and Taylor (1973) found 
that, if severity of illness is controlled, the 
earlier relationships are no longer present. 
Hawk et al (1975) failed to find any significant 
difference in outcome between Schneider (FRS) 
positive and negative patients on five-year 
follow-up. 


The failure of the present study to find any 
relationship between outcome and the presence 
or absence of FRS, or of the number of FRS in 
individual cases, is therefore consistent with 
other reports. 


The NHSI of Astrachan et al was devised as a 
symptom checklist, based on using records. 
Statistical studies evaluating it were compre- 
hensive. The mean score (on a scale 0 to 13 
with a cut off below 4) for schizophrenics 
found by its authors was 6.35 (S.D. 2.5); in the 
present study the mean was 6.88 (S.D. 1.4); 
thus the patients seem to be rated quite similarly. 
The NHSI is not claimed to be a prognostic 
tool, but there do not appear to be any studies on 
this aspect. The present finding of no relation- 
ship between NHSI score and outcome is 
therefore not in disagreement with any other 
findings. 

The Feighner ct al criteria are based on 
information from the literature and on studies by 
the St Louis group. They were concerned about 
long-term follow up of cases, considering that 
diagnostic changes over time may require 
diagnostic criteria changes, and also that wide 
variation in outcome may reflect diagnostic 
heterogeneity. Since they considered prognostic 


features in making diagnoses (Robins, et al, 
1970), it is not surprising that a relationship to 
outcome is found. What is somewhat surprising 
is that this relationship can be enhanced by just 
adding the number of positive items on a 
Feighner checklist (scoring 0 to 9), a feature not 
mentioned by Feighner et al in their 1972 
article. Although the amount of variance in, 
outcome explainedeby such a simple scale is at 
most 24 per cent, this is significant, especially as 
it was the initial episode of illnegs that was being 
rated. In practical terms, a score of 6 or less is, 
likely to predict a good outcome, and a score of 
7 to 9 a poor one (two-thirds of cases correctly 
classified). The lack of relationship to social 
adjustment as an outcome medsure may indi- 
cate problems in assessing this aspect, or more 
likely that it is relatively. independent of other 
outcome measures. 

It should be appreciated that these findings 
apply to a diagnostically homogeneous group of 
schizophrenics, and may perhaps not be 
applicable if broader diagnostic concepts are 
used. 

In conclusion, it is suggested that a ‘Feighner 
score’ may be a relatively simple means, not 
only for diagnosing schizophrenia, .but also for 
giving an impression of long-term outcome. 
Obviously this should be tested by others, 
particularly with prospective serieseof cases. 
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The Sensory Filter in Schizophrenia: A Study of Habituation, 


Arousal, and the Dopamine Hypothesis 


By THOMAS HORVATH and RUSSELL MEARES 


SUMMARY The possible failure of a notional sensory filter in 
schizophrenia was studied by means of habituation of the orienting 
response. Non-paranoid schizophrenics failed to habituate, but para- 
noids habituated normally. Paranoids, however, showed a different 
impairment: they responded to a dishabituating tone as if thd novel 
stimulus were somewhat familiar. 

The failure of habituation in non-paranoids could not be explained 
in terms of arousal when the index was the rate of skin conductance - 
fluctuation. Neurotic controls showed considerably higher levels than 
either group of schizophrenics. 

Non-paranoid schizophrenics had lost the normal inverse relation- 
ship between habituation and level of arousal as manifested in the rate 


of spontaneous skin conductance fluctuation. 


Introduction 


In his original description of schizophrenia, 
Bleuler (1911) suggested that at least some of its 
manifestations might be understood in terms ofa 
notional sensory filter. He remarked ‘the 
selectivity which normal attention ordinarily 
exercises among the sensory impressions can be 
reduced to zero, so that almost everything is 
recorded that reaches the senses’ (p. 68). His 
observation suggested that schizophrenics func- 
tioned at times as if they had lost the normal 
capacity, which is fundamental to our ordinary 
coping with the perceived world, of screening 
out irrelevant or redundant stimuli. Subsequent 
clinical reports provided further evidence in 
favour of this possibility (e.g. Chapman, 1966). 
A notional sensory filter can be studied by 
examining the habituation of the orienting 
response. 

The orienting response describes a number of 
behavioural and physiological changes which 
are excited within an individual when a new 
stimulus appears in the environment. These 
changes include eye movements, desynchroniz- 
ation of the EEG, a rise in skin conductance, 
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and a slowing of the heart rate. Should the 
stimulus have no particular significance, its 
repetition provokes smaller orienting responses, 
which eventually cease. At this point the 
individual has ‘habituated’ to ¢he stimulus, 
and further repetition of the stimulus produces 
no response. A change in the quality of the 
stimulus, however, induces the reappearance of 
the original response. This phenomenon is 
termed ‘dishabituation’. It is assumed. that 
habituation and dishabituation reflect aspects 
of the normal ability to filter sensory inform- 
ation. A consideration of habituation in schizo- 
phrenia formed the first part of this study. ° 
Habituation is influenced by an individual’s 
state of arousal, rising central nervous system 
excitation being usually associated with slowing 
of habituation. Habituation by itself, however, is 
not an index of arousal. The individual may, for 
example, through changes in attention (Meares 
and Horvath, 1974), or through the use of 
certain drugs (Friedman, Horvath and Meares, 
1974), show increases in the speed of habituation 
which are independent of other indices of 
arousal such as the state of the EEG or the rate 
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of spontaneotis fluctuation of skin conductance. 
Nevertheless, the possibility arises that high 
arousal may be the cause of any failure in 
habituation that can be shown in schizo- 
phrenia, for it is often said that high arousal is 
characteristic of some forms of schizophrenia. 
The use of other measures which reflect arousal 
.therefore formed a second component of the 
study. è 

Finally, suggestions have recently been made 
which implicate central dopaminergic mech- 
„anisms in the pathogenesis of schizophrenia 
(e.g. Snyder, 1976). The origins of these 
suggestions are not hard to find. For example, 
phenothiazines and butyrophenones block dopa- 
mine at the réceptor level. The parkinsonism 
produced by antipsychotic agents is believed to 
come about through this blockade. This and 
other observations lead to the hypothesis that 
schizophrenia may be the result of overactivity 
of dopamine neurotransmission. If this were so, 
it might be expected that loading a subject with 
1-dopa, the precursor of dopamine, will produce 
any psychophysiological defect which emerges 
as characteristic of schizophrenia. An examin- 
ation of this possibility formed the third com- 
ponent of the study. The details of this com- 
ponent are reported elsewhere (Horvath and 
Meares, 1974), but their significance is dis- 
cussed here. e 


Methods 

Schizophrentes 

Acute admissions presenting to a psychiatric 
receiving hospital were considered for inclusion 
in the study. Only those patients were studied 
who had been free of psychotropic drugs for 
more than four weeks. The diagnosis was made 
by ah experienced clinician, trained in British 
diagnostic practice based on Schneider. If a 
clear diagnosis of a form of schizophrenic 
illness was made at admission, the patient was 
interviewed, using the Present State Examin- 
ation (SE) (Wing et al, 1967). The patients, as 
far as possible. were consecutive admissions. 
Three uncooperative patients were excluded. 
Following the clinical assessment, the patients 
came to the psychophysiology laboratory, 
usually within 48 hours of admission. 

There were 36 patients, 26 presenting for the 


first time while 10 were in a recurrence of a 
previously diagnosed schizophrenic illness. There 
were 14 males and 22 females, and ages ranged 
from 18 to 58. On the basis of their PSE 


-profiles, they were divided into paranoids and 


non-paranoids. There were 24 of the former and 
12 of the latter. The non-paranoids all showed 
formal thought disorder, while this was found 
in some degree in only 3 paranoids. Their 
scores on Item 12B (thought disorder) were 
0.3, s.d. 0.5, for paranoids, 10.8, s.d. 3.5 for 
non-paranoids. (Details of the PSE profile for 
each patient are available on request). 

All patients had suffered from schizophrenia 
for less than two years, and none had spent 
more than six months in hospital during this 
period. The numbers are relatively small 
because of the difficulty of finding drug-free 
acute schizophrenics. 


Controls 


The controls included 15 normals, 10 patients 
with anxiety states, and a third group of 11 
subjects presenting with undoubted but pro- 
longed conversion symptoms. This last group is 
described in greater detail elsewhere (Meares 
and Horvath, 1972). 


Electrical measurements 


The skin resistance of a subject was recorded from 
the palmar surface of the left hand. The subyect’s 
hand was first washed in warm water. Beckman 
silver-silver chloride electrodes were then applied, at 
the base of the first and fifth digits. A grounding 
electrode was attached to the forearm. The electrodes 
were fixed to the skin with double-sided adhesives, 
limiting contact to 1 cm*. The contact medium was an 
electrolyte conductive paste, which contained 0.05M 
sodium chloride. 

Electrodes were attached to a Beckman Skin 
Resistance Coupler (9892A) which performed as a 
transducer, had a variable resistor pot and passed a 
constant current of 54A between the two palmar 
electrodes. A recording of the skin resistance changes 
was obtained from the paper-trace of a Beckman Type 
R dynograph. 

The following formula allowed calculation of the 
basal level of skin resistance at either electrode site 
at any point in time, in K ohm. 

Basal level of skin resistance (R) = (B + d/m x) 
K ohm where :— 


THOMAS HORVATH AND RUSSELL MEARES 4] 


= baseline resistor value read from variable 
resistor. 
x = number of mm above baseline resistor value the 
pen was displaced at this point in time. 


d = number of divisions the pot was moved during, 


a cahbration procedure. 
m = the pen response in mm during the calibration 
procedure. À 
The skin resistance values were converted to skin 
conductance values in pmho (SC) by the sımple 
conversion below. d 


Skin conductance (C) = ($x 10°) pmho. 


The GSR was the aspect of the orienting response 
chosen for study. The stimuli were 21 pre-recorded 
tones of 1000 hz frequency and 100 db intensity. 
They were sounded at irregular intervals of 15-80 
seconds about 50 cm from the subject’s head. The 
first 20 were of 1 second duration, while the last 
tone lasted 5 seconds. 

The heart rate was measured with a 9857 Cardio- 
tachometer coupler on the Beckman dynograph. 


Analysis of results 

The level of heart rate and skin conductance were 
determined at 15 second intervals during the rest 
period, and the readings were averaged. The fre- 
quency of spontaneous fluctuations in skin con- 
ductance was quantitated by counting the number of 
fluctuations per minute. Fluctuations were counted 
only if they represented a change in log skin con- 
ductance greater than 0.003, computed by the 
formula below: 

Change ın log skin conductance 

= log C,-C, 


Ry = skin resistance level at onset of response. 
R, = skin resistance level at its peak drop. 
C, +C, = corresponding skin conductances. 


The galvanic skin response to the 20 stimuli was 
calculated as change m log conductance, and a 
regression of these values on the log number of 
stimuli was carried out for each subject on each 
occasion. Habituation rate was defined as the slope m 
of the regression line, y = b—mx, where the y 
co-ordinate was the log number of stimuli. The log 
habituation point was defined as the log number of 
stimuli required to extinguish, or habituate, the 
galvanic skin response. 

The differences between the various means were 


compared by student’s t-test, unpatred and two- 
tailed, except in the case of the dishabituation data 
when paired t-tests were used. The index of sig- 
nificance was the 5 per cent level. 


Results 

(1) Habituation 

Non-paranoid schizophrenics showed a total. 
failure of habituatien (Fig 1). Paranoid schizo- 
phrenics, on the other hand, habituated at a 
speed which did not differ from normals (mean 
log habituation point of paranoids was 0.79 S.. 
0.37; mean log habituation point of normals 
0.88s.e. 0.26). The neurotic controls had slower 
habituation rates than the normals; mean log 
habituation point in the anxiety states was 1.97 
s.e. 0.22. The 11 patients with conversion 
symptoms included 7 who showed no tendency 
to habituate; the remaining four showed very 
delayed habituation, their log habituation 
points being 2.46, 2.29, 2.60, 2.98. Thus, in 
simple terms, normals and paranoids habituated 
within ten stimuli; anxious patients would have 
habituated after about a hundred stimuli; while 
the four hysterics who showed a tendency to 
habituate would have required several hundred 
stimuli for this to occur. e 

Although paranoid schizophrenics habituated 
at a normal rate, they dishabituated defectively. 
Normal subjects responded to the jast stimulus, 
which was a sound of longer duration than the 


06 
Change in Log 


“04 


Conductance 


02 


pmho 





1 5 10 20 


No Stimuli 


Fic 1.—Shows failure of habituation ın non-paranoid 

schizophrenics (broken line) and ngrmal habituation in 

paranoid schizophrenics (unbroken line). Each point 
represents mean change in log conductance. 
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previous sounds, with a skin conductance 
change which was somewhat larger, but not 
significantly larger, than their original orienting 
reaction (mean difference .0079 u mho s.e. 
.0048). In contrast. paranoid schizophrenics 
had an orienting response to the dishabituating 
stimulus which was significantly smaller than 
. the GSR tothe first stimulus (mean difference 
—.0493 u mho s.e. .0169). (The number of 
neurotic controls who habituated within 20 
stimuli was tqo small to- make a separate 
. ¢omparison). ` nf 


(2) Arousal i 

The- results are shown in Table I. Schizo- 
phrenics showed levels of arousal which ‘lay 
between neurotics and normals, since their heart 
rates and levels of basal skin conductance were 
at the neurotic level, but-their rates of spon- 
taneous fluctuation of skin conductance were 
equivalent to normal, i 

Anxiety state patients showed, the highest 
rates of spontaneous fluctuation in skin :con- 
ductance which were significantly higher than 
those of hysterics, who in turn, had a sig- 
nificantly higher fluctuation rate than normals 
and schizophrenics. There was no significance 
in the differences between these last two 
groups. fee y 

Among tlre non-paranoid schizophrenics, two 
scored 0 for fluctuations; they.also had very high 
basal skin conductance values. 
` It is possible that at this extreme of sweat 
gland activity discrete fluctuations may not be 
visible. If the results from these two patients are 


- excluded as possibly spurious, the mean rate of 


fluctuation in the non-paranoids, 3.6, remains 
insignificantly greater than that of paranoids. 
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Normals had significantly lower levels of 
basal skin conductance than the psychiatric 
groups. No significance was found in the 
difference between these latter four groups. 
- Heart rate findings were similar. i 


Discussion l 
The schizophrenics in this study showed 
defects in a notional sensory filter, assuming that 
habituation reflects the process’ of sensory 


filtration. Their failure to show a habituation of ` 


the GSR suggested that non-paranoid schizo- 
phrenics are unable to screen out meaningless 
‘sound. Paranoid schizophrenics, who habituated 
normally, showed a different abnormality. 
Habituation seems to depend upon a match- 
ing process of which the individual is generally 
unaware. According to Sokolov’s (1960) model, 


‘a novel stimulus induces a central representa- ; 


tion or ‘neuronal model’ of it, against’ which 
the repeated stimulus is subsequently matched. 
Matching persists beyond the point of habi- 
tuation, so that, for example, a tone is sounded 
intermittently but orienting does not occur until 
the tone alters in quality, say to become softer. 
At this point, of dishabituation, the orienting 
response returns to about its original amplitude, 
and the individual is once more aware of the 
sound. Paranoid schizophrenics showed an 
abnormal response to the dishabituating. tone— 
the orienting response was re-evoked at about 
half its original amplitude. Thus paranoid 
schizophrenics responded as if they judged a 
novel event to be somewhat familiar. 

The failure of habituation found in non- 
paranoid schizophrenics is not unique to that 
condition. Lader and Sartorius (1968), using 
methods which were the model for the present 





TABLE I 
Measurements in five diagnostic groups f 

——————_ 

Non- ' ; 

pai Paranoid paranoid * Normal Hysteric Anxious. 

Heart Rate (beats per min.) 96 s.e. 4 93 s.e. 5 79 s.e. 3 102 s.e. 4 98 s.e. 4 

Fluctuations in Skin Conductance a 

r min.) ' 2.3s.c..4 2.98e..8  3.2s.e..9  5.1s.e.0.7 9.93.e.1.0 
Log Skin Conductance (mho) ' 1.12s.e..10 1.31s.e..17 .90s.e..ll 1.17s.e..08 1.25s.e. .09 
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study, provided findings which suggested that 
failure of habituation is characteristic of those 
with prolonged conversion symptoms. Their 
data were consistent with the present study in 
which 7 of 11 patients who were tested on 
recovery from prolonged conversion symptoms 
also failed to habituate. 

Although habituation failure does not dis- 
tinguish schizophrenia from severe neurosis, the 
manner of its production may do so. 

Lader (1969) has demonstrated that in 
various neurotic conditions there is a good 
inverse relationship between arousal, as reflected 
in spontaneous fluctuations of skin conductance, 
and habituation rate. Since the former measure 
reflects elements of central nervous system 
excitation and the latter clearly depends upon 
inhibitory mechanisms, Lader’s work suggests 
that in a non-psychotic population aspects of 
central inhibition fall as excitation rises. This 
relationship is lost in non-paranoid schizo- 
phrenia, suggesting that this condition is 
characterized by a dislocation between elements 
of CNS excitation and certain CNS inhibitory 
mechanisms. 

Should overactivity of the dopaminergic 
system be implicated in the genesis of schizo- 
phrenia, a dislocation between measures re- 
flecting excitation and those reflecting inhibition 
should be apparent when normals are loaded 
with L-dopa. The effect of L-dopa was therefore 
considered from this viewpoint (Horvath and 
Meares, 1974). 

Ten patients with Parkinson’s disease were 
compared with ten controls who were medical 
or surgical patients and who had no neuro- 
psychiatric disturbance. The controls were 
matched in terms of age, sex and N scores. In 
psychophysiological terms there was no sig- 
nificant difference between the two groups on 
their first testing. On retesting 2-3 months 
later the measures remained much the same for 
the controls who had not been treated. The 
Parkinson patients, however, had changed 
significantly following treatment with L-dopa. 
The rate of spontaneous fluctuation of skin 
conductance had increased, and habituation 
was delayed. The change in log habituation 
point correlated highly with the change in the 
rate of spontaneous fluctuation of skin con- 
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ductance (r = 0.88). Thus the’ disconnection 
between excitatory and inhibitory mechanisms 
which seemed characteristic of non-paranoid 
schizophrenia could not be produced by L-dopa 
loading; instead, the normal relation between 
the two was retained. This finding does not 
support simplified versions of the dopaminergic 
hypothesis. ; 

The apparenteclarity of these findings, 
however, is blurred on closer examination. 
Together with the work of Lader they suggest 
that failure of habituation in neurosis is a 
consequence of remarkably high arousal, where- 
as the same failure in non-paranoid schizo- 
phrenia, which is not distinguished by very high 
arousal, must be a consequence of something 
else. This distinction is not clear in the present 
study, for the neurotic group characterized by 
failure of habituation—the conversion hysterics 
—showed a significantly lower level of arousal, 
as shown by spontaneous fluctuations of skin 
conductance, than the other neurotic group— 
those with anxiety states. Reasons for our failure 
to replicate the findings of Lader and Sartorius 
are not obvious. It may be important that in our 
group the symptom had recently remitted, while 
the symptom was still present in the Lader and 
Sartorius study. 

Secondly, the dopaminergic hypothesis is 
not disproved. Although the data suggest that 
an increase in the stores of central dopamine, 
which is also the precursor of noradrenaline, is 
not a likely explanation of schizophrenic 
symptomatology, they do not exclude the 
possibility that overactivity of dopamine alone, 
or in specific sites, may be pathogenic. It will 
be necessary to consider ways in which this 
might occur, for example, through studies of 
central dopamine receptors. j 

The findings in this group of schizophrenics 
cannot be compared directly with the results of 
most other investigations, which in the main 
have depended upon data from chronic schizo- 
phrenics. Nervous system activity may differ 
in the two groups. For example, Magaro (1973) 
has shown that basal skin conductance and 
reactivity in institutionalized schizophrenics 
differs from that of the non-institutionalized 
(where institutionalized refers to prolonged 
residence in an institution). Gruzelier and 
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Venables (1975) found that the autonomic 
responses of institutionalized schizophrenics 
differed from that of the non-institutionalized. 

The best known. study of habituation in 
schizophrenia concerns chronic patients (Zahn 
et al, 1968). Not only did this study differ from 
the present one in terms of patient group, but a 
very high current (70 pA) was used to deter- 
mine skin resistance. These guthors’ results are 
contrary to our own, since they found slower 
habityation and higher arousal in the paranoid 
rather than the non-paranoid group. These 
results are also contrary to those of most other 
workers, who find paranoids less aroused than 
non-paranoids (e.g. Venables, 1967; Claridge, 
1967). Neverthéless, Zahn’s more recent work 
may be in accord with our own (1978 personal 
communication). He finds that those patients 
who show a limited tendency to recover also 
habituate defectively. This finding might be 
consistent with our own if the non-paranoids in 
this study could be shown to have a poor 
prognosis. 

The conflicting evidence about electrodermal 
activity in schizophrenia has been reviewed 
(Depue and Fowles, 1973) and counter- 
reviewed (Jordan, 1974). Consideration of the 
data en masse creates a sense of confusion, for no 
prevailing theme emerges. Nevertheless, the 
findings of this study are consistent, in a broad 
way, with the influential findings, and also 
hypotheses, produced by Venables,‘and more 
récently, by Gruzelier and Venables: F ollowing 
Darrow (1946), Venables (1967) proposed that 
schizophrenia is characterized by a disconnec- 
tion between cortical and sub-cortical measures 
of arousal. With Gruzelier this position has 
become modified: to-one of an imbalance in 
limbié forebrain processes (Gruzelier and Ven- 
ables, 1975). 

Finally, the findings in this study are con- 
sistent with the suggestions of Shakow (1962), 
who for many years has argued that schizo- 
phrenics suffer from a deficiency of perceptual 
set. In following, this approach, the failure of 
habituation in non-paranoids might be seen as a 
consequence of a failure to develop stable 
perceptual sets, or neuronal models, to use 
Sokolov’s terminology. The failure of dis- 
habituation shown by paranoid schizophrenics 
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seems to be a manifestation of a tendency to 


form overstable, or rigid, perceptual sets. 
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The Focus in Brief Interpretive Psychotherapy: 
Dilemmas, Traps and Snags as Target Problems 


e By ANTHONY RYLE 


e- SUMMARY The need for a focus for brief interpretive psychotherapy 


is considered and a new approach is suggested. In this method, the 


ways in which the patient’s construction of himself and his relation- 
ships are related to his problems are identified and expressed in the 
form of dilemmas, traps and snags. It is suggested that these formu- 
lations represent an appropriate level of abstraction, allowing patient 
and therapist to share provisional hypotheses about the goals of 
therapy and offering the basis for a method of measuring how far these 


goals are achieved. 


There is an accumulating, if still unsatis- 
factory, body of evidence suggesting that brief 
psychotherapy, using concepts and methods 
derived from psychoanalysis, is an effective 
method of treatment for a wide range of 
neurotic disorders, including some severely 
disturbed cases (Malan, 1976; Sifneous, 1972), 
Sloane et al (1975), comparing psychoanalyti- 
cally-based with behavioural methods, found the 
two approaches more or less equally effective; 
behavioural therapists were more active and 
more focussed in their goals than were dynamic 
therapists. Most authors argue that success in 
brief interpretive, as opposed to psychoanalysis 
or leng-term therapy, depends upon adequate 
patient motivation, high therapist involvement 
and activity and the clear identification of a 
focus for treatment. 

It is the purpose of this paper to suggest 
ways in which the focus of interpretive psycho- 
therapy might be more adequately concep- 
tualized than is at present the case. Using the 
patient’s own complaints as target problems, 
though acceptable to behaviourists and to 


eclectic psychiatrists, does not satisfy the- 


dynamic therapist, who is concerned with 
underlying processes of which the patient, 
initially at least, ig often not aware (Candy et al, 
1972). Psychoanalysts, however, have not solved 
the problem of describing their work in their 


own terms. Malan (1976), who has reviewed this 
problem extensively, notes that psychoanalysts’ 
formulations, if ‘deep’, show low inter-rater 
reliability, while if superficial have little 
explanatory value; inspection of his series of 
case-histories shows that in most instances the 
focus was given in the form of a relatively 
superficial psychoanalytic formulation. Al- 
though Malan reports that ‘focality’ was 
associated with successful outcome in brief 
therapy, it is not clear how far the focus was 
agreed with the patient or how far, in practice, 
it served to predetermine the conduct of the 
therapy. In most cases, it was expressed in terms 
such as ‘exploration of oedipal issues in the 
transference’ or ‘work with problems around 
dependency or aggression’. 

The present paper describes a method of 
defining the focus of therapy, applicable both 
clinically and in research and offering greater 
specificity. It is derived from clinical work and 
from research, using repertory grid techniques 
(Ryle and Lunghi, 1969; Ryle and Breen, 1972; 
Ryle and Lipshitz, 1975, 1976a, 1976b; Ryle, 
1975) and is based upon the conviction, argued 
elsewhere, (Ryle, 1978) that the essential 
changes brought about by therapy, whether 
psychoanalytic or behavioural, are best des- 
cribed in cognitive terms. The aim of the method 
is to identify, in a language the patient can 
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share, those mental constructions underlying 
the patient’s symptoms and difficulties and his 
inability to change and to relate treatment and 
the evaluation of its effectiveness to those 
constructions. 

In the course of the early sessions with a 
psychotherapy patient, the symptoms, painful 
experiences, unwanted behaviours and problems 
in relationships with others, for which help is 
sought, indicate what, in the patient’s terms, are 
the goals of treatment. These goals can be 
embodied in target problem rating scales 
(Battle et al, 1966; Candy et al, 1972) on which 
progress can be monitored by successive ratings. 
The dynamic therapist, however, will also 
wish to discern and modify the beliefs, assump- 
tions, fantasies, and defensive modes underlying 
the patient’s problems. This process leads to a 
re-framing or re-defining of the problem and the 
redefinition must be shared with the patient in 
terms acceptable to him. Just as an inter- 
pretation, to be of use to the patient, must not 
jump too far ahead of his understanding, so this 
re-definition needs to be described at an 
appropriate level of abstraction. In practice, 
this means that the therapist should be able to 
offer to the patient a preliminary formulation of 
what underlies his difficulties. For the psycho- 
therapy patient, this involves linking together 
in new ways what he has communicated; these 
ways must point out how the patient’s percep- 
tions and understandings of the world and his 
behaviour in it, cause or maintain his diff- 
culties. This establishes the general point that 
the focus of attention is the patient’s perceptions 
and understandings and beyond this it will 
suggest specific attention to particular relevant 
issues. The focus of therapy, in this sense, 
represents a set of agreed provisional hypotheses, 
limited inevitably and, in the case of brief 
psychotherapy, appropriately, by the patient’s 
ability to understand what the therapist 
proposes. These same limitations will affect the 
scope of the subsequent therapeutic work, but 
the initial focus need not pre-judge the course of 
that work. 

The description of a patient’s problems in 
these terms will usually be arrived at in the 
course of conventional, non-directive inter- 
viewing and be based upon a consideration of 
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both historical and early transference material ; 
joint interviews with spouse or family may also 
contribute. These formulations may be extended 
through more direct enquiry, or through the 


- interpretation of data derived from psycho- 


logical testing. Repertory grid data, in parti- 
cular, may reveal areas of difficulty, such as the 
problems implicit in change or, in the case of . 
the dyad grid, the ways in which the patient 
can only conceive of a limited range of potential 
modes of relating to others (Ryle, 1975; Ryle 
and Breen, 1972; Ryle and Lipshitz, 1976a). 

The therapist’s re-definition of the problem, in 
terms of underlying mental processes, provides a 
basis for the extension of the goals of therapy, 
which now include the achievement of necessary 
cognitive changes in those areas related to the 
patient’s difficulties. These goals can, in turn, 
form the basis for serial ratings of change. 

It is proposed here that neurotic difficulties— 
in particular the loss of a sense of agency or 
self-efficacy which is part of the experience of 
most patients (Bandura, 1977)—and the 
patient’s inability to change are related to the 
terms in which he construes his world, and that 
these terms can be usefully conceptualized as 
dilemmas, traps, and snags. While the patient can 
only see possible action in terms of his dilemmas, 
while his interactions with others are mutually 
maintained in terms of traps, or while change 
has, or is felt to have, snags, the possibility of 
change is slight. The degree to which these terms 
are known to the patient or the degree to which’ 
he can be made aware of them will vary. The 
first task of dynamic therapy is to extend such 
understanding; once these formulations are 
understood by the patient, they can become 
both an appropriate focus for therapy and a 
basis for serial target problem ratings. j 


Definitions of dilemmas, traps and snags 
A. Dilemmas 

Dilemmas can be expressed in the form of 
‘either/or’ (false dichotomies that restrict the 
range of choice), or of ‘if/then’ (false assump- 
tions of association that similarly inhibit change). 
Two common dilemmas could be expressed as 
follows: (1) ‘In relationships, I am either close to 
someone and feel smothered, or I am cut off and 
feel lonely’ ; this predicament is illustrated by the 
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tale of the two porcupines on the cold mountain- 
side going endlessly to and fro between coldness 
apart and pain together; (2) ‘I feel that :f I am 
feminine, then I have to be insensitive’. Another 
form of dilemma has been illustrated by Rowe 
(1970): a chronically depressed patient was 
shown to be trapped in a construction whereby 

. her choice was ether being depressed and 
humane or being a destrucéive and unpleasant 
person. In general, non-adaptive beliefs and 
behaviours are, often persisted in because the 

. apparent alternatives are seen as equally or 
more undesirable. 


B. Traps 


Traps are usually the result of relating to 
others in terms based upon complementary 
dilemmas. Marital and family therapists are 
particularly concerned with these circular 
mechanisms. Individual traps can be formu- 
lated in terms such as the following: ‘I am 
unduly accommodating to others; the result of 
this is that I often feel abused or invaded by 
them; this leads to me being irritable or 
unreasonably angry; as a result of this I become 
guilty and this makes me unduly accommodating 
to others . e.’. In this case, a faulty perception of 
interpersonal options (either abuse or be abused) 
leads to behaviour that confirms the perception. 
A partnere sharing the same dilemma will 
further reinforce it. 


C. Snags 

An important obstacle to change may be the 
consequences anticipated as a result of such 
change and the word ‘snag’ is used in the sense 
‘I want to change, but the snag is . . .’; it also 
stands for Subtle Negative Aspects of Goals. 
These consequences may be the actual responses 
of others, or the expectation of their responses, 
or the acting as if such responses would follow, 
even though the expectation is known to be 
without real foundation. It can also be the case 
that the feared consequence may be deduced by 
the therapist, hut not consciously known by the 
patient. Ezriel (1950) has emphasized the 
importance of interpreting the feared con- 
sequences of the avoided response in group 
therapy. The consequences of change for the 
patient may only become apparent as the change 
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takes place, but careful enquiry will often reveal 
that they are anticipated (Tschudi, 1977; 
Haley, 1963). Too exclusive preoccupation with 
the infantile origins of neurosis and with 


‘intrapsychic, rather than interpersonal pro- 


cesses may have led to the neglect of such 
enquiries by those working in the psychoanalytic 
tradition and the concepts of resistance and of 
secondary gain provide only a partial account of 
them. 

An example of a snag could be that of an 
agoraphobic patient in treatment, who relapses 
because the implications of recovery turn out to 
include the neurotic illness of her spouse 
(Hafner, 1977). Often, however, the consciously, 
or unconsciously feared implications of change 
are largely ‘fantasy’, as in the common oedipal 
fears of young adults, which can limit assertion 
or prohibit success ‘as if? these would be 
damaging to, or would provoke revenge from, 
parents. In such cases, the treatment goal must 
be to recognize and then discard the falsely 
construed implication, a process that may 
require testing out of the reality and magnitude 
of the feared outcome—actually in the world, 
and/or with the therapist in thc transference. 


Dilemmas, traps, and snags as target 

problems 

Once the patient’s dilemmas, traps, and snags 
can be identified, the reports brought to 
therapy sessions and the processes of those 
sessions can be usefully related to these under- 
lying formulations which, if correctly identified, 
will have extensive explanatory power. The 
resolution of the dilemmas, traps, and snags 
becomes the goal of treatment and the basis of a 
modified form of target problem rating, where- 
by the patient indicates how far he feels he is 
still governed by the terms set out in these 
formulations. The therapist can rate his 
judgment of this independently. 

The form of rating used in the present study 
for both conventional target problem ratings 
(TPRs) and dilemma, trap, and snag ratings 
(DTSRs) is the visual analogue scale, which 
has been shown to be an effective means of 
measuring feeling states (Aitken, 1969). The 
problem, as defined at the start of therapy, 
represents the mid-point on a linear scale; the 
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desirable goal or the resolution of the dilemma, 
as formulated between the therapist and the 
patient, represents the top of the scale; the lower 
end of the scale allows for worsening of the 
problem, These scales can usually be formulated 
after two to four sessions and the patient can 
then indicate his state on them at convenient 
intervals. If, in the course of further therapy, 
new understandings of the nature of the under- 
lying problems emerge, these can. be incor- 
porated in additional scales. In the present 
study, where the aim was to test out. the accept- 
ability of these rating methods to ‘the. patients 
and the value of these formulations in focussing 
therapeutic work, the ratings were made only 
by the patient, in the presence of the therapist, 
at the end of sessions. 


Common dilemmas, traps, and snags 
Six main groups of problems were identified 


in a survey of 25 current or recent psycho- 


therapy patients, treated by the author. The 
groups are listed below; most individuals 
showed problems in more than one group. 


Individuals, of course, expressed these in 
idiosyncratic terms. 
L Distant or in danger dilemmas; either 


isolated or at risk. Emotional closeness 
provokes fears of loss of self or damage to 
~ self. 


2. Dyadic control dilemmas: either con- 
trolled or controlling; either powerfully 
giving or helplessly receiving. 


Must/won’t dilemmas: Sbligations: or 
plans, or intentions experienced as 
obligations, are responded to by resentful 
compliance or are blocked or sabotaged, 
with the loss of the sense of being able to 
choose or want. This is often associated 
with: 


3. (a) 


3. (b) problems of access to feelings and of 
self-control, experienced as having to be 
either in tight control of behaviour and 
feelings or in chaos. 
4, Instrumental/expressive dilemmas: these 
are usually experienced in relation to 
 sex-roles, the person feeling forced to 
choose between strength and sensitivity 
or between thought and feeling. 
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5. Traps: traps are usually the acting out of 
dilemmas with others, who maintain the 
system by playing- the complementary 
role in the dilemma. Any of the above 
dilemmas may be.involved, 


6. Snags: the common pattern here is of 
feared. consequences for, or from, a 
parent or sexual partner. 

P e. j b 


The relation of dilemmas, traps, and snags 
to psychoanalytic theory 


The dilemmas listed above can be directly 
related: to formulations derived. from psycho- 
analysis (e.g. Erikson, 1959; Mahler et al, 1975). 
Thus, Nos. 1 and 2 can be seen to relate to the 
issues of separation, individuation, basic trust, 
and the oral stage; No. 3 to autonomy versus 
shame and doubt, and the anal stage; and No. 4 
to the oedipal stage. The order in which they 
are listed follows early to late stages of infantile 
development; their intensity and pervasiveness 
varies greatly. The first dilemma, for example, 
caf present in an extreme form in a schizoid, 


or in a mild form as part of a more or less” 
Traps, in’ 


normal . adolescent identity crisis. 
psychoanalytic terms; would represent inter- 
personal manifestation of intrapsychic processes, 
in particular of the more primitive, defences of 
splitting and projective: identificatiorg and snags 
would be related to fantasy and to ego defences 
against both id and super-ego forces. Psycho- 
analytic. theory would postulate. that more“ 


_severe difficulty- reflects earlier infantile conflicts 


and more rigid and generalized defences;.in 
practice, the judgment of the infantile stage is 
based on the intensity. and extent to which 
behaviour and experience are restricted. 

The description of neurotic difficulty in ‘the 
terms suggested here does not conflict with the 
psychoanalytic model, It differs in that it aims 
only to give an account of process and not of 
genesis, and hence uses-a language that is simple 
and accessible to patients. In any case, to accept 
that the origins. of these:patterns gre to be found 
in infantile modes. of conceptualization and 
relationship does not imply that this explanation 
need be communicated to thg patient. Such 
explanations are not necessarily helpful for 
interpretation of the origins of a problem can 


» 
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represent, as Hurvitz (1975) argues, a terminal 
hypothesis with no implication for change or 
action; patients are more helped by instru- 
mental hypotheses indicating possible alternative 
paths. When the patient’s problem is described’ 
as being limited within a dilemma, caught in an 
interpersonal trap, or blocked by a snag, the goal 
of treatment is clearly to achieve a change in the 
terms through which his expefence is construed. How 
this change is to be achieved is not preder- 
mifted by the fermulation ; interpretive, rational- 
emotive, cognitive, behavioural, individual, 
conjoint, family, or group methods of therapy, 
or magic may all be effective and more than one 
approach may be employed. 


Dilemmas, traps, and snags in the clinical setting 


The definition of treatment goals, in terms of 
target problems and of dilemmas, traps, and 
snags, and the rating by the patient of his status 
at intervals as therapy proceeded has been 
carried out on a series of patients. accepted for 
time-limited therapy; some data from cases 
followed up for four months or more from first 
contact are reported “below. Selection of cases 
for treatment was on the basis of similar criteria 
to those teported by Malan (1976), notably 
evidence of high motivation, early involvement 
between patient and therapist and evidence of 
the patienf’s ability to make use of the therapist’s 
comments during*the two to four assessment 
interviews that preceded the offer of therapy. 
Target problems. and dilemmas, traps, and 
snags were formulated on the basis of the first. 
three or four sessions. and were sometimes 
supplemented by evidence from repertory grid 
testing. These were then discussed with the 
patient and modified where necessary in order 
to be fully relevant and comprehensible in the 
patient’s own terms. Ratings on these scales 
were repeated at intervals for three to six 
weeks; most of the patients were seen either 
weekly or fortnightly for therapy. 


The formulation of target problems and 
dilemmas, traps, and snags 

The process of defining TPs and DTSs may 

be illustrated «by considering the first four 

sessions of Case 1. Two target problems, two 

dilemmas, and one snag were identified in the 
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course of the first four sessions with this patient, 

as follows. 

1. (TP) ‘I am depressed and out of touch, my 
feelings are shut-off”. 

Goal: to be in touch with feelings and 
reasonably happy. 

2. (TP) ‘1am muddled and undecided’. 

Goal: to be reasonably decisive. 

3. (Dilemma) ‘In relationships, I am either 
close and over-dependent, or cut-off and 
scared’, 

Resolution: to be able to relate mutually 
without loss of self. 

4, (Dilemma) ‘If I feel I must do something, I 
feel I can’t or won't’. 

Resolution: to be able to choose, and to 
do what I choose. 

5. (Snag) ‘If I really have a life, I will dis- 
appoint, harm, create envy in, or in some 
way damage, my father’. 

- Resolution: to confront and become free of 

this fear. 

The sources whereby these were identified are 
indicated in the following summary of the first 
four sessions, numbers in brackets referring to 
the five targets listed above. 


Case | (details are altered to preserve anonymity) 


A.B., a 19-year-old first year student, came feeling 
depressed (1) and confused (2) and unhappy at consulting, 
the latter because of his previous dependence upon a 
psychiatrist (3) whom he had seen, at times daily, for 
support during his last term at school. He said he was not 
working effectively, and part of the time felt like dropping 
out and hitch-hiking round Europe (4). He had tried to 
find a context in the student body, but was disillusioned 
after attending some anarchist (?4) meetings, and felt 
isolated. He was the only child of parents who were 
divorced when he was 16; he lived with his father, with 
whom he felt angry, and for whom he felt responsible; 
his father seemed. to be a depressed, and rather neurotic 
and dependent person. (5). He had left a steady girl- 
friend at home, on whom he felt dependent and of whom 
he was jealous, and he felt he ought not to have those 
feelings (3). He came to the second session announcing his 
recovery, a declaration of independence (3), following 
letters from his girlfriend and his joining a sympathetic 
group of environmentalists. His polarization of depen- 
dence and independence and his alternations of compliance 
and defiance were noted and. further contact was left to 
him to initiate. He came a week later for a third session, 
feeling blocked and emotionally blank (4) and quite 
unable to work, debating giving up his degree and, in 
fantasy, seeing himself as being looked after by his girl- 
friend, but also aware of'a fear of losing himself in such a 
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relationship (3). Ideas of possible change seemed actively 
blocked in a way which suggested a fear of recovery which, 
it was interpreted, might be related to the sense of his 
unsuccessful, damaged and, in some ways (as he then 
confirmed) actively envious father (5). At the fourth 
session, he reported that he had been almost entirely inert 
in the intervening days, had not thought about the issues 
discussed in the session, (4) nor done any work (4); he 
had been involved in preparing a poster for the environ- 
* mental group, but’ had stopped on running into a minor 
difficulty, had not returned to thit task, and had let them 
down (4). At this session, the target problems were 
agregl, and the contract was made for time-limited 
therapy. 

This patient remained in therapy for a further 5 
months, A further dilemma was identified after two 
months in therapy; this related to his long-term history of 
being a psychiatric patient and was formulated as follows: 
‘If I get better, I Will be found to be ordinary or no good’, 


Rating target problems and dilemmas, 
traps, and snags through a six-month 
therapy 

Case 2 


A woman graduate student from overseas was seen six 
weeks after her arrival in Britain, complaining of agitation, 
depression, poor sleep, compulsive eating, emotional 
blankness and inability to work. Her symptoms had 
started as she left the home country. She was a highly 
driven, high-achieving perfectionist, who had passed top 
of her year as an undergraduate. Her family role had been 
that of care-giver to her severely alcoholic, though now 
abstinent mother, Her response to this had been manifest 
in a phase of marked delinquency in mid-adolescence, 
following whieh she had become a compliant, conformist 
and successful student. Hitherto unacknowledged resent- 
ment towards her mother appeared to have played-a 
darge part in her symptoms, having started on her leaving 
home. Therapy took place in fortnightly sessions for six 
months, and focussed on dilemmas stemming from this 
situation; the TPs and DTSs are listed in Fig 1, where 
serial ratings are graphed. The DTSs were derived from 
the clinical interviews, except for the dilemma: ‘either 
angrily controlling or respectfully submitting’, which was 
deduced from a dyad repertory grid. The dyad grid 
completed by this patient was repeated at the end of 
therapy and change can therefore be related to changes in 
this DTS rating. Construct correlations relevant to this 
formulation on the two testing occasions are summarized 
in Table I; correlations between being cross and con- 
trolling and between respect and submission are positive on 
both occasions. Correlations across the dilemma ‘have all 
increased, showing that the rating on the DTS, indicating 
a resolution of thi®dilemma, is reflected in an appropriate 
reorganization of the construct system. (The only other 
substantial changes in construct correlations were in 
respect of the construct ‘is forgiving to’, where strong 
negative correlations with ‘is cross with’ changed from 
~ .9 to — .23, and with ‘blames’ changed from — .85 to 
- 08). 
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Summary of remaining cases 


At the time of writing, ten cases in addition 
to the two described above had completed 
TPRs and DTSRs through part, or all, of time- 
limited therapy. None of these patients found 
any difficulty in the expression of their problems 
and treatment goals in these terms. The degree 
to which the formulations were referred to in 
the therapy sessions varied considerably, how- 
ever; some patients found them particularly 
valuable and would refer their experiences 
between sessions to them. One patient, for 
example, found the recognition of how much he 
was constrained by the dilemma ‘either harsh 
and dominating (like grandfather)’ or ‘gentle 
and ineffective (like father)’ of continuing value, 
as he faced difficulties in relation to work and 
in his marriage. Others, however, while finding 
the rating-scales meaningful, did not in fact ever 
refer to the dilemma, trap, or snag formu- 
lations. This was particularly true of the two 
patients who registered least change. One of 
these patients was much trapped in the ‘must/ 
won't’ dilemma, which had led to academic 
difficulties and which was manifest also in 
resistance to and finally the, abandonment of 
therapy. The other patient had had drug 
therapy for four years for panic attacks and 
travel phobias, which were based upon under- 
lying narcissistic personality problems. This 
patient was able to stop drugs and recognise 
intellectually the meaning of his symptoms, but 
was not able, in the course of brief therapy, to 
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experience the underlying depression or anger: 
referral for more intensive therapy was accepted. 


Discussion 


The aim of this paper has been to demon- 
strate a way of formulating dynamic issues with 
patients in brief therapy. These formulations 
represent generalizations. or provisional hypo- 
theses about some of the mental constructions 
underlying the patient’s difficulties and inability 
to change. They serve, in this sense, to focus 
attention on cognitive processes—beliefs, 
assumptions, and modes of construing—and to 
emphasize that the revision of these is a central 
task of therapy. The focus of therapy, defined in 
this way, is not seen as a prescription for guiding 
or restricting its course, but represents rather the 
early recognition of its themes by. therapist and 
patient——a recognition which, if achieved, is 
likely to augur a successful therapeutic relation- 
ship. : , 

The proposed method is intended in parti- 
cular to assist therapists working in the psycho- 
analytic tradition who, up until now, have not 
achieved a definition of focus that is fully 
effective in guiding clinical work, or that is 
applicable to research into therapeutic effective- 
ness. The DTS formulations make no reference 
to psychoanalytic concepts, but their relation- 
ship to such concepts is apparent and has been 
briefly indicated. The crucial difference is in the 
level of abstraction involved; DTS formulations 
are best couched in the simplest available 
language, using the patient’s own terms where 
possible. This fact also makes the method of 
potential interest to workers in other traditions. 
The cognitive therapist may find here ideas not 
adequately expressed in Beck’s (1976) descrip- 
tions of automatic thinking and irrational ideas, 
or in Raimy’s (1975) concern with misconcep- 
tions about the self and the behaviourist 
committed to ‘cognitive restructuring’ as part 
of his brief may also find the definition of goals 
in these terms useful. Workers in marital and 
family therapy will find some of the ideas 
familiar, but they too may see that shared 
cognitions, defined in this way, play a central 
role in maintaining interpersonal systems. 

Although high therapist activity is usually 
appropriate in brief therapy, there are some 
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dilemmas that can be identified’ which may 
point to the need for therapist inactivity and 
sometimes for long-term therapy. These cases 
are those, so well described by Winnicott 
(1971), who lack thecapacity to act creatively, 
trapped perhaps in the dilemma ‘either passively 
receptive or passively resistant’. Other patients 
may only be able to work on DTS formulations , 
after experiencing gspects of themselves more 
directly—a common example would be the 
problems associated with incomplete mourping. 
More generally, it would obviously be a mistake 
to deduce, from the fact that DTS formulations ° 
are a useful way of focussing many issues in 
psychotherapy, that the conduct of therapy 
should be solely directed to the consideration of 
the issues so named. If the DTS formulations 
are well selected, therapy will follow a course 
that can be referred to them, even. though the 
therapist is non-directive; even then, patients 
(mercifully) will also continue to be surprising. 
Non-directive therapy can, however, be non- 
directional (i.e. getting nowhere) and inter- 
minable and it is argued here that the avail- 
ability of simple explanatory concepts, such as 
the DTS formulations, is of major assistance in 
preventing this sterile outcome. i 

The demonstration that this is so must await 
further work, in which changes in independent 
patient and therapist TPSs and DTSRs are 
correlated with other measures of change, 
including construct correlation changes as in 
Case 2. Potentially, however, it would seem that 
the approach described can offer simultaneously 
a basis for clarifying the goals of therapy and for 
measuring how far these goals are achieved. 
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Behaviour Therapy in Anorexia Nervosa * 


By ELKE D. ECKERT, SOLOMON C. GOLDBERG, KATHERINE A. HALMI, 
REGINA G. CASPER and JOHN M: DAVIS 


SUMMARY In three collaborating hospitals, 81 anorexia nervosa 


patients were randomly assigned to behaviour modification or its 
. absence and followed over 35 days. There 


was no overall significant 


difference in weight gain in the two groups except in a subset of 
patients: those with no prior out-patient treatments. 


Anorexia nervosa is an illness for which a 
variety of controversial treatments have been 
used. Behaviour modification is one such 
treatment. It seems well suited for this disorder, 
especially in the acute phase when abnormal 
eating behaviour and low weight are strikingly 
evident. 

Brady and Rieger (1972) have described 
anorectics as behaving as though they suffer 
from an eating or weight phobia—eating or 
weight gain generates anxiety and failure to eat, 
or weight loss, represents avoidance of the 
anxiety. From this analysis two behavioural 
procedures are suggested: systematic de- 
sensitization to reduce the anxiety and thus 
allow normal eating habits to emerge, and 
operant conditioning by using powerful re- 
inforcers contingent on eating or weight gain, 
thus allowing the anxiety to take care of itself. 
There are very few reports on the use of syste- 
matic desensitization for the treatment of anorec- 
tics (Hallsten, 1965; Lang, 1965; Schnurer et dl, 
1976) and only one case report where de- 
sensitization is used alone (Schnurer et al, 1976). 
Operant conditioning procedures have been 
extremely effective and have been increasingly 
utilized recently, with powerful negative re- 
inforcement such as bed rest, isolation, and tube 
feeding, and positive reinforcement such as 
increased. social and physical. activities, con- 
tingent on food intake or weight gain (Brady 
and Rieger, 1972; Halmi et al, 1975; Blinder 
et al, 1970; Bachrach et al, 1965; Bhanji and 


* This study was supported by Public Health Service 
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Thompson, 1974;. Leitenberg ‘et al, 1968; 
Garfinkel et al, 1973). 

Bachrach, Erwinand Mohr (1965) reported 
an anorectic patient who learned to vomit and 
stopped gaining weight when food intake was 
reinforced, but stopped vomiting and gained 
weight when -reinforcement was made con- 
tingent on weight gain. Most later reports 
indicate use of reinforcements contingent on 
weight gain rather than on eating behaviour. 
The latter approach makes sense, not only 
because it avoids teaching the patieng to vomit, 
but because it reduces the anxiety around 
eating by decreasing the emphasis on eating. 
It is also easier to monitor daily weights 
accurately . than to monitor 24-hour. food 
intake, and there is less chance for power 
struggles and. arguments... a 

Agras ef al (1974) were able to demonstrate, 
by using the technique of systematic analysis, 
the strong effect of regular feedback of weight 
and caloric intake information on weight gain. 

Evaluation of behaviour therapy in anorexia 
nervosa is complicated by several factors. There 
is virtually no controlled study ‘evaluating its 
therapeutic’ effectiveness. Often, medications 
are used concurrently with behaviour therapy. so 
that it is impossible to see which treatment is the 
effective one. Diagnostic criteria are often not 
carefully specified, resulting in the inclusion of 
patients suffering primarily from phobias, 
hysteria, or schizophrenia in the treatment 
studies. Most studies have small numbers of 
patients. Halmi’s report of eight cases success- 
fully treated with a- systematic behaviour 
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modification programme, using no medication 
and meeting strict diagnostic criteria remains 
the largest and purest patient sample described 
in the literature {Halmi et al, 1975). 
Recent controversies (Feinstein, 1974; Agras 
et al, 1974) over the efficacy and safety of using 
behavioural contingencies in treating anorexia 


nervosa have by their lack of objectivity 
certainly. provided no jnsight but rather 
distorted “impressions of effective treatment 


programmes for anorexia nervosa. Thus in order 
to test the effect of behaviour modification on 
` "weight gain, we thought it worthwhile to design 
and conduct a controlled treatment study 
comparing an operant conditioning paradigm 
with a ward milieu therapy programme 
containing virtually no behavioural contin- 
gencies related to weight gain. 


Behaviour modification programme 


Forty patients were treated with the same 
operant-conditioning programme with negative 
reinforcement of. isolation and positive re- 
inforcement of increased social and physical 
activities contingent on weight .gain. After the 
7-day observation period they were isolated and 
restricted go their rooms except for the time 
when they ate meals in the unit dining rooms. 
While in isolation they were allowed occu- 
pational therapy projects, radio and reading, 
but no television. Only hospital staff were 
allowed in the room. 

Privileges for weight were earned or with- 
drawn at the end of 5-day periods. During the 
first five days, the patients were required only to 
maintain their weight to obtain increased 
privileges. For the next two periods, they were 
required to gain at least 0.5 kg per five days. 
Thereafter, they were required to gain 1.0 kg 
per 5-day period. If they did not meet the 
required weight contingency at the end of any 
5-day period, they lost some of their privileges. 

For the first 5-day period, the patients 
received no: visitors, phone calls, or mail. If the 
patients obtained the appropriate weight, on the 
sixth day (or the beginning of the next 5-day 
period) they were allowed to make one phone 
call, receive their mail, have one visitor for one 
hour, and be out of the room for one hour 
each day for the next five days. By the end of the 
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next and each succeeding 5-day period, if the 
weight contingercy was met, they could have an 
additional hour of visiting privileges, receive 
their mail, make an additional phone call, and 
be out of their room each day for an additional 
hour. Phone calls, visitors, and mail were 
received only on the day privileges were earned. 
The patients chose which hours they spent out 
of their rooms. 

Each patient received two hours a week of 
individual re-educative psychotherapy with 
emphasis on her interaction with others. The 
staff, relatives, and visitors were instructed not 
to discuss food and weight with the patients. 
Family counselling was given if appropriate. 


Programme for patients without behaviour modification 
The 41 patients who were not treated with 
behaviour modification were treated in the 
milieu particular to each collaborating hospital, 
Each patient received the same personal therapy 
programme as given to patients in the behaviour 
therapy groups. No privileges were contingent 
on weight, and each patient could receive 
visitors twice a week for two hours. Mail and 
phone calls were not restricted. The staff, 
relatives, and visitors were instructed not to 
discuss food and weight with the patients. Note 
that by the design of the whole experiment (see 
paper I of this series) half the patients in each 
programme also received cyproheptadine. 


Results 


We addressed ourselves to two different 
questions in this research. The obvious first 
question was whether patients with behaviour 
modification gained more weight over the 35- 
day treatment period than patients without 
behaviour modification. The second question 
was whether or not there were specific sub- 
groups of patients in which behaviour modi- 
fication was more effective than no behaviour 
modification, 

The effects of the two programmes, behaviour 
modification and no behaviour ‘modification on 
weight was analyzed by a fixed effects analysis of 
covariance using the post-treatment weight as a 
dependent variable and the pretreatment weight 
as a covariate. The adjusted post-treatment 
weight could be interpreted as a measure of 





ELKE D, ECKERT etal 57 





TABLE I 


Possible predictors of weight gain 
Means and standard deviations 














N = 81 
Variable s Mean Standard deviation 
Pretreatment weight 35.96 kg 5.23 
Normal weight for age and height 51.05kg 4,84 
Normal minus pretreatment weight 15.80 kg 5.67 
Percent below normal weight on admission 319 .9 
Hyperactivity in childhood (1 = absent, 4 = severe) 1.40 0.81 
Delivery complications i . 
(score range 6-12, lower score = more complications) 11.68. 0.59 

Number of prior hospitalizations 0.93 1.15 j 
Number of prior out-patient treatments 0.53 0,65 
Prior hospitalizations of adequate duration (4 weeks) 0.35 0.66 
Prior outpatient treatments of adequate duration (12 weeks) 0.29 0.51 
Prior hospitalization failures (less than 2 kg gain) Ar * 0.67 
Prior outpatient failures (less than 2 kg gain) ; 0.40... 0.54 
Prior hospitalization of adequate duration that failed 0.09 0.28 
Prior out-patient treatment of adequate duration that failed 0.22 0.42 
Pretreatment hyperactivity on ward (1 = no, 2 = yes) PAg 0.33 $ 
Sleep disturbance (self-rated, 1 = absent, 4 = severe) 2.19 0.98 

* Denial* (self-rated, 1 = absent, 4 = severe) 1.79 0.68 
Loss of appetite (self-rated, 1 = absent, 4 = severe) 2.63 0.63 
Psychosexual immaturity* (self-rated, 1 = absent, 4 = severe} 1.88 0.51 
Body image distortion (N = 79) perceived size :actual size, 

sum of 5 measures 6906.73 





* From Anorectic Attitude Scale 
tie à 

.20).. However, it must. be-noted 

that patients overall -gained a fair amount. of 

weight in both groups over 35 days. « 


NO = 
BEHAVIOR ficant T 
BEHAVIOR MOD (N = 13) 


MOD (N= 8 


BEHAVIOR 


In order to test whether a’specific subgroup 
of patients responded selectively to behaviour 
modification, social and psychiatric history and ` 
pretreatment variables shown ‘to be possible 
predictors of weight: gain in- prior research 
(Goldberg et al, 1977) were assessed. These 
variables, together’ with their means and 
standard deviations, are presented in Table 1. 
Tests for homogeneity of regression between 
behaviour modification and  non-behaviour 
modification for the regression of weight gain on 
each of these variables revealed an interaction 
approaching significance’ between ` behaviour 


WEIGHT GAIN IKG} 
DPBBPB 





NONE 


ONE OR. MORE 
NUMBER OF PRIOR OUTPATIENT TREATMENTS 
OF ADEQUATE DURATION 


Fic 1.—Interaction between behaviour modification and 
number of prior outpatient treatments of adequate 
(12 weeks} duration, 

(P = .065; N = 81). 


change. This analysis revealed the average 
weight gain for the 35-day treatment period was 
5.0 kg for patients treated with behaviour 
modification, and 4.1 kg for patients without 
behaviour modification. Although patients with 
behaviour modification gained somewhat more 
weight, this result was not statistically signi- 


modification and the number. of prior out- 
patient treatments of adequate dyration. Figure 
l shows the interaction between’ behaviour 
modification and the number of prior outpatient 
treatments of adequate duration, An outpatient 
treatment was considered adequate if it was at 
least 12 weeks in duration. There was a differ- 
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ence approaching significance (P .065) 
favouring behaviour modification in patients 
with no prior out-patient treatment of adequate 
duration. Of all patients with no prior outpatient 
treatment, patients with behaviour modification 
gained an average of 4.9 kg during the 35-day 
treatment period, while patients not treated with 

. behaviour modification gained an average of 
3.3 kg. For all patients wish one or more prior 
out-patient treatments of adequate duration, 
these was a, negligible difference between 
„treatments: those on behaviour modification 
gained 5.3 kg and the non-behaviour modi- 
fication group gained 5.8 kg. 


* Discussion 


This is the first controlled randomized 
treatment study testing the efficacy of behaviour 
modification in the treatment of anorexia 
nervosa. These results must be considered 
preliminary since they are based on only 80 per 
cent of the total expected sample and the 
consistency of the results among the three 
collaborating hospitals has not been examined. 

Behaviour modification for anorexia nervosa 
has been widely supported as producing rapid 
weight gain in the acute phase of the illness. 
This study shows that there was weight gain in 
both behaviour modification and non-behaviour 
modification groups. However, contrary to our 
expectations, although patients on behaviour 
modification gained somewhat more weight 

“than patients not on behaviour modification, 
the difference was not significant. It will be 
interesting to see if analysis of the total expected 
sample of 106 patients will change this differ- 
ence to. significant levels in the expected 
directions. 

Possible explanations for our results must be 
considered. It may be that another behaviour 
modification. programme would be more effec- 
tive than the operant conditioning programme 
used in this study. Individualized reinforcers, 
rather than constant. reinforcers in all patients 
have been used and may be more effective 
(Brady and Rieger, 1972; Blinder et al, 1970; 
Bhanji and. Thompson, 1974; Garfinkel et al, 
1973). The schedule of reinforcements can be 
varied, and it may be that a schedule of more 
immediate daily reinforcements would be more 
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effective than a schedule of delayed reinforce- 
ments given only every fifth day. It is known 
that the longer the time between the completion 
of a behaviour and the delivery of a reinforcing 
consequence, the less effect the reinforcer will 
have (Rimm and Masters, 1974). A preliminary 
analysis of an uncontrolled study at the Uni- 
versity of Minnesota indicates that anoretic 
patients may gam more weight on a daily 
reinforcement schedule than on a delayed 
schedule (Eckert, m preparation). 

In this study there was no difference in the 
efficacy of behaviour therapy and the ward 
milieu programmes for inducing weight gain. 
It is conceivable that our various ward milieu 
programmes and isolation may have produced a 
maximal possible weight gain so that behaviour 
therapy could not be expected to do any better. 
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_ Disturbances in Body Image Estimation as Related to 


Other Characteristics and Outcome in Anorexia Nervosa” 


By REGINA C. CASPER, KATHERINE A. HALMI, SOLOMON C. GOLDBERG, 
ELKE D. ECKERT and JOHN M. DAVIS 


. 


SUMMARY Body image distortion in 79 female anorexia nervosa 
patients were examined on a visual-size estimation apparatus during 
the emaciated stage of illness. Both they and an age-matched female 
control group overestimated their body widths, so this overestimation 
cannot be considered unique to anorexia nervosa. Among anorexia 
patients the degree of overestimation was associated with less weight 
gain during treatment, greater denial of illness, and several other 
pretreatment characteristics indicative of poor outcome. 


One of the most puzzling yet fundamental 
characteristics of anorexia nervosa, namely 
changes in body image, was described by 
Lasègue (1964) over a century ago: ‘The 
patient when told that she cannot live upon an 
amount of food that would not support a young 
infant replies that it furnishes sufficient nourish- 
ment for her adding that she is neither changed nor 
thinner’. Yet it did not become widely recognized 
until Bruh (1962) from her extensive experi- 
ence with anorexia nervosa again took notice of 
. this phenomenon and postulated a ‘distorted 
inner image’ as pathognomonic for this disease, 
noting that normalization of the body image was 
necessary for recovery in anorexia nervosa, 

Various efforts have been made in recent 
years to measure the body image objectively. 
Glucksman and Hirsch (1969) have used a 
photographic technique using slide projections 
of patients. These could be optically distorted by 
way of different lenses. Allebeck et al (1976) 
made use of a remote control T.V. monitor 
whereby the picture of the patient could be 
modified in different directions. As Slade and 
Russell (19734 pointed out, these techniques do 
not allow separate measurement of distortions in 
different parts of the body. In order to determine 
body image changes in anorexia nervosa, these 
* This stady was supported by Public Health Service 

Grants MH26218, MH26310, and MH26409. 
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authors therefore adopted a visual size esti- 
mation method from Reitman and Cleveland 
(1964) whereby the imagined body contours are 
projected on to a screen. Such a method has the 
added advantage that estimated size can be 
compared directly with real size. 

The most striking body image disturbance in 
anorexia nervosa is the patient’s failure to 
recognize her starved body as too thin and to 
insist that she is just right. She seems unaware 
of her changed bedily proportions. Conversely, 
when comparing herself to other emaciated 
anorexic patients the anorectic will over- 
estimate her own size and assert that she is by 
no means ‘as skinny as they are’ although 
objectively she might be far more emaciated 
than the other patients. Another example of 
this can be seen when anorectic patients buy 
clothes. They are usually surprised to discover 
that they can wear an even smaller size than 
they anticipated. It is this latter aspect, the 
disturbance in size estimation, which has been 
tested experimentally by three groups of 
different investigators. In a study of Slade and 
Russell (1973) patients with anorexia nervosa 
were found to overestimate the width of their 
own body by 25 to 55 per cent. In contrast, 
patients were reported to be remarkably 
accurate in assessing their height or other 
physical objects. This tendency to see them- 
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selves as abnormally wide decreased as the 
patients progressively gained weight. 
- - Using essentially the same instrument as 

Slade and Russell (1973), Crisp. and Kalucy 
(1974) confirmed this tendency to overestimate 
body width in anorexia nervosa; however, they 
failed to find a significant difference between six 
anorectic patients and five controls. Two 
patients who recovered and remained well 
eventually misjudged their body sizes by only 
10 per cent. Garner et al (1976) compared 
anorectic patients to three different control 
groups: (1) normal weight controls, (2) thin 
controls, and (3) psychiatric patients. All 
groups overestimated their body width by 12 to 
27 per cent. Thus, it remains controversial 
whether this disturbance in size estimation is 
limited to anorexia nervosa or whether a similar 
disturbance can be found in the young female 
population. 

The first part of our study was designed to 
extend and confirm the reports of other investi- 
gators on body image distortions in anorexia 
nervosa. The second part was to ascertain if a 
relationship was present between body image 
distortion, weight gain during treatment and 
other selected pretreatment characteristics. 


Methods 
Subjecis 
Seventy-nine female patients with anorexia 
nervosa meeting the criteria described in paper | 
of this series and participating in the colla- 
borative treatment study mentioned in that 
paper were tested for body image distortion. 


Controls 


In order to qualify as a normal weight female 
control, each participant had to weigh within 
ten percentiles from her predicted percentile 
score for height and age obtained from the 
Iowa Girls’ Growth Chart (Iowa Child Welfare 
Research Station, 1971). Eighty-six female 
volunteers were studied from the Iowa City 
schools. There were 10 girls at each age level 
(10-18) except ages 14 and 17 for which we 
could obtain only 7 and 9 volunteers, respec- 
tively. Forty-four women representing all age 
levels from 20-40 and falling within the normal 
weight range for age and height completed the 
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sample of 130 controls. All subjects were without 
medical or psychiatric illness and none were 
dieting (Halmi et al, 1977). 


« Outcome measure 

Total weight gain, i.e. the change in body 
weight within a treatment period of five weeks 
was used to assess outcome. Typical anorectic 
attitudes such as denial were assessed by the 
self-rating anorectic attitude scale described 
elsewhere. Items from this scale,were grouped 
by factor analysis into eight categories: (a) 
denial of illness, (b) loss of appetite, (c) inter- 
personal control, (d) thin body ideal, (e) hypo- 
thermia, (f) hyperactivity, (g) psychosexual 
immaturity, (h) independence-seeking. Patients 
were tested on the visual-size estimation 
apparatus on the fifth day of pretreatment. 


The visual size estimation apparatus and procedure 

The visual-size estimation apparatus, an 
adaptation of Slade’s, had a horizontal bar, 
117 cm long, and was supported by two tripods 
at a height of 113 cm, Two vertical metal 
markers, 19 cm long, were fixed to a chain pulley 
so that the experimenter who sat behind the 
apparatus could move the markers apart and 
together. A black cloth curtain hung from the 
horizontal bar providing a uniform contrasting 
background for viewing the vertical markers and 
concealing the experimenter. Distance between 
these markers was read from a millimeter scale 
on the back of the horizontal bar. The apparatus ` 
was situated 183 cm in front of the seated 
subject so that the vertical markers were at eye 
level. 

The participants were asked to give their 
best estimate of the horizontal length of the 
control object, a block of wood, and the various 
body parts listed below. Each was asked to look 
continually at the markers as they slowly moved 
and tell the experimenter to stop them and/or 
adjust them until the distance between the 
markers represented the participant’s best 
estimate of the width or length of,the body part 
being measured. Each volunteer was given a 
practice trial on the control object to learn the 
procedure. d 

The four size-estimation trials were given for 
each body part and the control block. On the 
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first and third trials the experimenter began 
with both vertical markers together, moving 
them apart until the subject said stop. On the 
second and fourth trials the experimenter began 
with the markers at their greatest width and' 
gradually moved them together. The mean of 
the four trials was taken as the participant’s 
estimate of the size of that body part. The size 
estimation was made in the following order: 


1, the length of the right foot (shoe off) 

2. the width of the face at the level of the 
zygomas 

3. the width of the chest from one axilla to 

the other 

the width of the waist at its narrowest point 

the width of the hips at their widest point 

. the length of the right arm from axilla to 

fingertips. 

7. the greatest depth from front to back of the 

body below the waist 

8. the length of a control block of wood 

25 cm long. 

Following the estimation procedure, the 
experimenter measured on each subject with 
tape and callipers the actual sizes of every 
distance that was estimated. A distortion ratio 


was calculated as follows: estunated pze x 100. 


Dore 


actual size 
Thus, a sgore over 100 indicates overestimation 
and one under 100 underestimation. 


` Mean body image distortion scores in anorexia nervosa 
and normal females on the slade visual estimation task 

.The body image distortion scores were 
calculated for a group of 79 patients and 130 
control subjects matched for age and height. 
A block of wood served as a control object and 
arin and foot length were obtained for com- 
parative self judgement. The two groups were 
compared on perceptual distortion by means of 
an analysis of covariance using age and weight 
as the two covariates. The results are sum- 
marized in Tables I to IV. Body width esti- 
mated in diffgrent parts of the body such as the 
face, the chest, and the waist exceeded the actual 
size by 19 to 27 per cent in both patients and 
normal controls with no significant difference 
between the groups. Body depth estimated 
below the waist showed the largest over- 
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estimation in both groups (+24 per cent in 
anorexia nervosa: and an even larger over- 
estimation, +37 per cent, in controls). Likewise 
the hip width overestimation was greater in the 
controls than the patients. Both groups accu- 
rately judged the control object and thus 
confirmed Slade and Russell’s observation 
(1973) that the distortion is limited to body 
regions and is not a function of a general 
perceptual disorder. It can be seen that arm and 
foot length were judged to be shorter than the 
actual length in both groups with the added 
peculiarity that patients when compared to 
controls estimated less on arm length and 
greater on foot length. 


Intercorrelations between the body image overestimation 
index and other variables 


In a previous study Halmi et al (1977) 
showed it was justifiable to form a composite 
score from the means of a subject’s four body 
width and one body depth distortion ratios. 
This composite score, which is referred to as the 
body image overestimation index, was corre- 
lated with weight gain during treatment and 
other selected variables (Table II), 

The tendency to overestimate body size is 
associated with: 


l.A smaller weight gain over a 5-week 
treatment period; thus the greater the 
patients’ tendency to overestimate, the 
more difficult it was for them to gain 
weight, and conversely patients with con- 
siderable weight gain over this period 
tended to judge their bodily dimensions 
more accurately during pretreatment. 

2. A lower pretreatment weight, indicating 
that the larger the weight loss prior to 
beginning treatment the greater the in- 
clination to overestimate width:and depth 
of body parts. 

3. Fewer out-patient treatments of adequate 
duration indicating indirectly that out- 
patient therapy with adequate duration 
may have produced some insight in the 
patient into her actual body state. 

4. More frequent previous hospitalizations 
that were treatment failures, suggesting 
this group was the more seriously ill and 
more resistant to treatment. 
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Tase I 
Real and perceived measures of body parts for anorexia nervosa patients and controls 





Real measures* Perceived measures* 





79 patients ‘130 controls 79 patients ` 130 controls 





Mean SD Mean SD p Mean SD Mean SD Pp 





Face 113,2 10.4 113.9 10.0 NS . 147.4 33.4 138.8 31.9 NS. 
Chest 226.9 15.5 249.1 25.2 .01 (257.3. .50.6 270.2 “44.4 NS 
Waist 186.4 17.6 222.3 24.3 .O1 229.6 54.5. 251.7 42.1 .055 
Hips 277.1 24.1 292.2 35.4 .01 284.4 57.6. 312% 50.9 .01 
Foot 233.3 16.4 241.1 12.5 .01 9 217.9 30.9 213.5 28.2 .01» 
Arm | 665.5 45.8 653.5 49.7 NS 552.2 76.8 592.5 69.4 .01 
Body depth 164.3 17.8 192.8 24.7 .01 220.8 65.5 250.4 42.5 .01 





Block of wood 250.0 251.0 28.0 248.3 30.9 NS 


* Measures are recòrded in millimetres 


Taste II i , 
Mean body image distortion scores* for 79 female anorexia nervosa patients and 130 female controls matched for age and weight 








Patients (N= 79) Controls (N = 130) 























Mean + SD : Mean + SD p 
Block of wood 98.5412.01 100.04 12.34 NS 
Waist 119.0 + 34.38 = EIT,2- £17.97 01 
Chest 109.5 + 26.22 114.4417.66 , NS. 
Face 122.3 + 31.31 127.1 429.66 06 
Body depth 124.4 + 44.28 — 1387.5 +. 26.28 NS 
Hips 99.6 + 23.04 109.6 EIAI e NS 
Arm 82.8 + 11,80 -91.3 + 10.04 01 
Foot 93.4 + 13.74 88.8 + 11.17 01 


* The means reported here are the adjusted means in the analysis of covariance. 








Taste ITI 


Intercorrelations of body overestimation with pretreatment variables and weight gain during treatment in anorexia nervosa 
, (N = 8l; ros = 0.217) : 








1 2 3 4 5 6 7 8 

1. Weight gain 
2. Body overestimation index — .393 
3. Pretreatment weight .101 = — .244 
4. Outpatient treatment of 

adequate duration (12 wks) .167 —.248 —.139 3 
5, Prior hospitalization of adequate 

duration (4 wks) that failed — .297 .248 —.100 .082 
6. Denial — .330 .482 —.132  — .226 .003 
7... Loss of appetite — .287 465 —.101 —.190 112 500° | 
8. Psychosexual immaturity — .225 439 —.072 —.152 -059 464 388 


f 
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Tase IV 


Mean body image distortion scores for 79 female anorexia 
nervosa patients and 130 female controls 











Patients Controls 

(N = 79) (N = 130) 
Mean + SD Mean + SD 
Block of wood 100.4 11.2 99.2 12.3 
Waist 124.6 3#.6 113.7 17.9 
Chest 114.1 25.5 108.9 17.7 
Face e 130.8 30.7 122.4 29.7 
Body depth 136.0 43.4 131.5 26.3 
* Hips 103.2 22.8 107.7 17.7 
Arm 83.2 11.8 90.8 10.0 
Foot 93.6 13.7 88.6 11.2 





5. A greater degree of denial into the serious- 
ness of the illness as indicated on the 
Anorectic Attitude Scale by the patient. 

6. A greater loss-of appetite (self-rated on the 
Anorectic Attitude Scale). There was a 
highly significant correlation between 
denial of the seriousness of the illness and 
loss of appetite which suggests that loss of 
appetite expressed by anorectic patients 
might be interpreted as denial of appetite or 
hunger feelings. 

7. Greater psychosexual immaturity as asses- 
sed by the Anorectic Attitude Scale. The 
less igterested patients were in sex, the 
more they overestimated their bodily 
proportions. In turn, the more psycho- 
sexually immature patients tended to deny 
their illness and reported more loss of 
appetite, indicating again that denial might 
play an important role in the disturbed 
awareness of hunger and sexual feelings, 
and both might be related to the severity of 

* the illness. 


Discussion 


We have measured one aspect of the body 
image disturbance in anorexia nervosa, namely 
the patient’s conviction that her body is larger in 
appearance than it is in actuality. 

Our results indicate that patients with 
anorexia nervosa, before beginning treatment, 
indeed overestimate their body width and 
depth in the visual size estimation task. This 
finding is in agreement with three other studies 


on the subject (Slade and Russell, 1973; Crisp 
and Kalucy, 1974; Garner et al, 1976). Body 
depth, which was included to account for the 
three-dimensional aspect of the body image was 
overestimated the most. That this misjudgement 
of body dimensions is a personally significant 
one and probably related to concern about the 
largeness of certain body regions is supported by 
our observation that the patients accurately 
appraised a control object. 

The patient group studied by Slade and 
Russell (1973) showed a substantially larger 
body width overestimation, between 28 and 
59 per cent, than did our group. This difference 
might be due to the modification in our tech- 
nique in which measurements were not taken in 
a darkened room but in daylight. This may 
have enabled patients to correct visually to some 
extent their imagined bodily proportions. 
However, Garner et al (1976), who used 
Slade’s original design also reported a more 
moderate overestimation between 12 and 27 per 
cent, closer to our data. 

The more interesting result, however, is our 
finding that a large age-matched female control 
population showed a similar tendency to over- 
estimate their bodily dimensions. In some 
instances such as hip width and body depth they 
overestimated more than anorectic patients. 
This finding contradicts reports by Slade and 
Russell (1973) whose normal controls (not 
age-matched) correctly estimated their bodily 
self. Our findings are in agreement with 
Garner ei al (1976), who failed to show a 
difference between patients with anorexia 
nervosa and different control groups. Button ef 
al (1977) also failed to show significant differ- 
ences in body perception indices comparing 20 
anorectic females with 16 normal age-matched 
control females. In this study the anorectics 
perceived hips more accurately than other body 
parts whereas a fair amount of variation in 
accurately perceiving various body parts was 
present in their control group. The results of 
this study, our investigations and those of 
Garner et al (1976), indicate that the tendency 
to overestimate per se cannot be considered a 
feature unique to anorexia nervosa. 

It is important to note that an inaccurate 
apparaisal of body dimensions constitutes a 
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more serious disturbance in anorexia nervosa, a 
condition in which a wasted body is seen as 
normal, than in healthy subjects who over- 
estimate a normal body. 

Another interesting finding is our observation 
that even in the anorectic group individual body 
image estimates range from a few who see 
themselves as smaller to some who perceive 
themselves accurately, with the majority show- 
ing different degrees of overestimation’ of body 
width and depth. Button et al (1977) also found 
large individual differences between patients 
in their individual body image estimates. They 
were able to determine that a subgroup of 
patients, those who vomited, overestimated their 
size more than the non-vomiters. Our data 
indicate that the degree of body image distur- 
bance was related to the severity of the illness. 
Patients who overestimated themselves the most 
were also the most malnourished and had 
repeatedly failed to umprove during previous 
hospitalizations. This observation might explain 
the self-perpetuating nature of the illness; the 
thinner patients become, the more they lose 
sight of how wasted they really are and continue 
to curtail their food intake even further. 
Conversely, patients who showed less body 
image distortion tended to gain weight more 
successfully than patients with a more distorted 
body image. 

Relating the degree of overestimation in 
patients to different measures on the self-assess- 
ment scale yielded additional findings: distur- 
bances in the admission of other bodily feelings 
were found to be related to the body image. 
More specifically, the: patients who overesti- 
mated their dimensions to a larger degree also 
professed a more pronounced loss of appetite. 


This expression of loss of appetite was in turn ' 


associated with denial of illness, implying that 
patients who say they are not hungry are 
denying it. This agrees with observations by 
„Garfinkel (1974) who, with the use of a hunger 
and satiety questionnaire, determined that hunger 
feelings were experienced by the majority of 
anorectic patients. Another implication of our 
findings is that appetite stimulants would not 
be useful in inducing anorexia patients to eat 
more, since they already have an appetite, even 
though it is strongly denied. 


The fact that there is such a strong relation- 
ship between denial of the seriousness of the 
illness and body image distortion suggests ‘that 
denial plays a substantial role in the disturbed 
self-perception. Crisp and Kalucy (1974) have 
provided some experimental evidence for the 
observation that denial is involved in the body 
image distortion. In their design, body dimen- 
sions were assessed twice, once in the usual way 
providing only information about the procedure, 
and once after ‘undermining the patierft’s 
denial’ by means of statements such as: ‘drop 
your guard for a moment and tell me again how 
wide you really judge yourself to be at various 
levels’, with the result that patients substantially 
reduced their overestimates in the second 
procedure compared to the first one. It seems 
likely that, depending upon the severity of the 
illness, the patient is partially aware of her thin 
appearance as well as feeling hungry but that 
these sensations are denied since the conse- 
quences are conflictual and evoke anxiety. 

Our data provide evidence that although 
overestimation of body width and depth is a 
common phenomenon in the young female 
population and not limited to anorexia nervosa, 
the degree of the body image distortién in the 
individual anorectic patient is related to the 
severity of the illness and has value as a pre- 
dictor of weight gain. Our results suggest that a 
psychological defence mechanism such as denial 
plays a role in the conceptual integration of 
body image in anorexia nervosa, 
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Cyproheptadine in Anorexia Nervosa* 


By SOLOMON C. GOLDBERG, KATHERINE A. HALMI, ELKE D. ECKERT, 
REGINA C. CASPER and JOHN M., DAVIS 


ae Ce ie 
SUMMARY In three hospitals 81 female patients satisfying rigorous 


diagnostic ‘criteria for anorexia nervosa were randomly allocated to 


one of four treatment combinations of cyproheptadine and placebo 
with behaviour therapy and no behaviour therapy. Cyproheptadine 
was found to be effective in inducing weight gain in a subgroup of 
anorexia nervosa patients who (a) had a history of birth delivery 
complications, (b) had lost 41-52 per cent weight from norm and 
(c) had a history of prior outpatient treatment failure. This subgroup 
may represent a more severe form of anorexia nervosa. 


Treatments for anorexia nervosa reported in 
the literature have included psychotherapy 
(Rollins and Blackwell, 1968; Bruch, 1970), 
family therapy (Liebman et al, 1974), behaviour 
therapy (Blinder et al, 1970), bed rest (Dally.and 
Sargent, 1960), nursing therapy (Russell, 1973), 
and a variety of drugs (Crisp, 1965; Kuhn, 
1969; Zubiate, 1970). Few if any of these 
treatments have undergone controlled evalua- 
tions, primarily because_of the extremely low 


incidence of the disorder. Moreover, in case 


reports of various treatments, the treatment in 
question is usually not the only one the patient 
receives so that it is impossible to attribute 
clinical change to any one treatment. 
Therefore, we felt it justified to conduct a 
controlled treatment study as described in the 
previous two papers. Cyproheptadine (Peri- 
actin) was selected. for this study for three 
reasons. (a) It is already marketed in Europe for 
weight restoration, (b) it is the only drug to 
have undergone a controlled trial with anorexia 
nervosa patients (Zubiate, 1970) and (c) its 
, side effects are relatively benign compared to 
other weight-inducing drugs such as chlor- 
promazine and amitriptyline. 
Cyproheptadine was given in the form of a 
liquid concentrate. Patients were started on 
12 mg per day and were increased by 4 mg 


* This study was supported by Public Health Service 
Grants MH26218, MH26310, and MH26409. 


67 


every five days if they did not gain at least 0.5 kg 
over the previous five-day period. Cypro- 
heptadine was increased if necessary to a 
maximum dose of 32 mg per day. Identification 
of the medication, active versus placebo, was 
blind to both patient and doctor. 

a Results è 

The- first analysis was a three-factorial 
analysis of covariance in which the factors were 
(a) drug vs. placebo, (b) behaviour therapy vs. 
no behaviour therapy, and (c) the three 
participating hospitals. The dependent variable 
was weight gain and the covariate was pre- i 
treatment weight. The overall difference be- 
tween drug and placebo in weight gain when 
matching treatments for pre-weight was small 
and non+significant in favouring drug treat- 
ment. (Drug mean = 5.11 kg; placebo mean = 
4.32 kg). The results of the analysis for homo- 
geneity of regression between drug and placebo 
for the regression of weight gain on each of the 
measures listed in Table I (previous paper) are 
depicted as bar graphs in Figs 1, 2 and 3. 

The most significant result concerned a 
history of birth delivery complicatjons. Mothers 
were asked to indicate which of the following 
had occurred in the birth of the patient: 
(a) respiratory complications, ,(b) prolonged 
labour beyond 24 hours, (c) breach or other 
abnormal presentation, (d) medication com- 
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Fie 2. —eeedian between periactin and degree of emaciation on entering study. (P = .063; N = 81) 


' plications, (e) mechanical complications such as 
difficult forceps delivery, and (f) complications 
of medical illness. Patients were scored according 
to the number of complications that were present. 
The maximum number any of our patients had 
was two and most patients had none ‘at all. 
Figure 1 shows the largest drug-placebo 
difference favouring drug in patients with two 
complications. Patients with a history of one 
complication also show a difference favouring 
drug but not as marked as patients with two. 
Patients with no complications show a negli- 
gible treatment difference. 

_ Figure 2 shows the same kind of result with 
regard to the degree of emaciation shown by the 
patient on entering the study. Degree of 
emaciation was indexed by per cent weight loss 
from a norm weight for age and height. The 
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Fia 3—Interaction between periactin and number of ` 
outpatient treatment failures. 
(P = .067; N = 81) 


greatest drug benefit was for patients with the 
greatest per cent weight loss., 

Figure 3 shows the greatest drug effect in 
patients with a greater number of prior out- 
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patient treatment failures (less than 2 kg weight 
gain). * i 

The intercorrelations among the drug rele- 
vant patient characteristics are at best modest. 
Per cent weight loss is uncorrelated (— .094) 
with delivery complications and with prior 
outpatient treatment failures (.133) but de- 
livery complications and outpatient failures are 
significantly and modestly correlated (— .225). 
The data do not suggest a single underlying 
factor. 


Discussion 


The results presented in this paper are based 
on the first 81 patients from a total expected 
sample of 106 anorexia nervosa patients, and 
should therefore be regarded as preliminary. 

Our strongest and most unexpected finding is 
that cyproheptadine induces more weight gain 
than placebo in a subgroup characterized by a 
history of birth delivery complications. A 
plausible hypothesis is that delivery complica- 
tions make the individual more vulnerable to 
the development of the disorder anorexia 


nervosa. When the disorder does develop, it is, 


not different in kind but rather in severity. 
Similar ‘potentiating’ effects of delivery com- 
plications are suggested in schizophrenia (Pollin 
et al, 1966; Quitkin et al, 1976). It is of interest 
to note that the drug was more effective in those 
patients who had the greatest degree of emaci- 
ation on entering the study and in those 
patients that had a greater number of prior 


‘outpatient treatment failures. This may indicate 


that the drug is effective in a more severe form 
of anorexia nervosa. Similar observations have 
been made in schizophrenia with neuroleptics 
which have their greatest effect on the more 
severe Bleulerian fundamental symptoms and 
less on the accessory symptoms (Goldberg et al, 
1965). In depression the antidepressants have 
been noted as primarily effective in the more 
severe ‘endogenous’ types (Raskin and Crook, 
1976). Thus, there is a precedent for drug 
treatment being primarily effective in more 
severe forms of psychiatric disorders. 


In this study we encountered virtually no 


complications with cyproheptadine. There is no 
known reason to withhold this medication from 
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any anorexia nervosa patient, and there is 
evidence that it is beneficial for inducing weight 


gain in some anorectic patients. 
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Pretreatment Predictors of Outcome in Anorexia Nervosa" 


By KATHERINE A. HALMI, SOLOMON C. GOLDBERG, REGINA C. CASPER, - 
ELKE D. ECKERT and JOHN M. DAVIS 


SUMMARY ` The relationship of selected pretreatment characteristits 


to weight gain during treatment was examined in 81 anorexia nervosa 
patients. Good prognostic indicators correlating positively with weight 
hospitalizations for anorexia nervosa, 4.great 
before treatment, less denial of illness, less 


gain were: no previous 
amount of overactivity 


psychosexual immaturity and’the admission to feeling hunger. A 
perinatal history of delivery complications was associated with: the 
poor outcome predictor-of prior hospitalizations. 


Specific pretreatment characteristics of ano- 
rexia nervosa patients have had a stronger 
association with outcome of the illness than have 
different therapies. Morgan and Russell (1975) 
found the long-term outcome in a series of 41 
anorectic patients related more to the number of 
previous admissions to psychiatric hospitals 
than to the method of treatment. In another 
study previous treatment failures were the 
strongest factor pointing to outcome (Halmi and 
Larson, 1977). Various pretreatment behaviours 
have presaged good or poor prognosis in other 
investigations of anorexia nervosa (Halmi et al, 
1973; Kay and Leigh, 1954; Seidensticker and 


Tzagournis, 1968; Theander, 1970). Thus, we 


thought it pertinent to measure a wide variety of 
pretreatment characteristics in anorexia nervosa 
patients participating in a collaborative treat- 
ment study so that we could sensitize our 
ultimate treatment comparisons by holding 
constant those variables related to weight gain 
and outcome. This report is an analysis of the 
relationship of selected pretreatment char- 
acteristics to weight gain during treatment in 81 
anorexia nervosa patients participating in a 
multi-centre collaborative treatment study. 


Methodology Design 
In order to participate ‘in the study the 
patients had to be female and meet the criteria 


* This study was supported by Public Health Service 
Grants MH26218, MH26310, and MH26409. 


in Table I. Independent agreement on diagnosis 
was made by two psychiatrists before the patient 
was accepted into the study. An informed 
consent signature was obtained . from each 
patient after the study had been fully explained 
to them. The patients were assessed during a 
seven-day pretreatment period after which they ’ 
were randomly assigned to one of four pro- 
grammes: (a) cyproheptadine and pehaviour 
modification, (b) cyproheptadine and no be- 
haviour modification, (c) placebo and behaviour 
modification and (d) placebo and no,behaviour 
modification. The treatment assignment sche- 
dule was devised at the National Institutes of 
Mental Health so that the randomization - 
between patients with behaviour therapy and 
patients without and between patients’ with 
drug and with placebo was achieved in each of 
the three collaborating hospitals. The hospitals 
(the University of Iowa Hospitals, the Univer- 
sity of Minnesota Hospitals and, the IHiròis 
State Psychiatric Institute) had somewhat 
different milieus including (l), a clinical 


-research centre which was primarily a medical 
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ward, (2) a psychiatric research ward with a 
token economy milieu, and (3) a psychiatric 
research ward with a general psychiatric milieu. 
After raridom assignment the ‘patients were 
followed for 35 days and assessed periodically 
for typical anorectic behaviour and attitudes. 
All patients were weighed each’ morning in the’ 
same hospital gown prior to breakfast and after 


ie Ps 
E Taste I 
Operational criteria for anorexia.neroosa 





` lL Onset between ages 10 and 30 years. Actual. age of 

+ patients.10 through 40 years: -, f 

: 2. Weight loss of at least 25 per cent of original body: 

- weight; or if under 18 years of age, weight loss from 
original body weight plus projected weight gain 
expected on pediatric growth charts-combined to 
comprise the 25 per’ cent. Patients had to’ be at 
least 15 per cent below nosmal weight forage and 


height. (Normal weights. obtained from ‘the ` 


Metropolitan Life Insurance . Company height 


SN Di ow e g. 
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. voiding. | It is necessary to emphasize that 


although patients were assessed systematically 
for 35 days they were not necessarily discharged 
from the hospital at the end of that time. All 
patients participating in this study had to: be 
hospitalized for a minimum of 35 days. The 
patients were discharged from hospitalization at 
the “discretion ‘of the individual investigators. 
Systematic follow up evaluations continued on 
all patients but these are not included in the 
present analyses. Thus, the weight gain over a 














means ae and the’ Iowa Growth Charts, for. . 35-day period „should be conceptualized as a 
Refusal ts thaintain body’ weight over'a minimal’ -Tate of weight gain, since the weight on the 35th 
normal weight for'age and height. -° ` treatment day did not represent the final weight 
Disturbance of “body: image with inability to attained by- many, patients. A general descrip- 
petceive body size accurately. a : . , tion of the 81 anorexia nervosa patients partici- 
: aah ee eee ponies y fear did not ` pating in these:studies is-given in Table II. ` 
No known medical illness that would account for ' 
loss. : 2 Tn ve AY ; Measurements 
Amenorrhea. ` EN - ` o i eat ion’ ased : 
..No.other known psychiatric disorder, excluded by Pretreatment evaluation Dis b on 
using the Researćh Diagnostic Criteria. i (a) the _ Structured psy. chiatric and _ Social 
— oe on interview conducted by a social worker with the 
patie Dion = ; : t 
: , © o Taiz’ I ; 
o © "> Description ‘of 81 anorexia'nervosa patients’ “ae 
We ee i ee Drug ` , Behaviour therapy/. -Body weight Body weight Duration 
‘Patient _ , '- Placebo.- No behaviour therapy TA on admission on test day ofillness 
number Hospital (D/P) (BT/NBT) Age Height . (kg) ' (kg) (months) 
1’ lowat’ PS NBT ‘15 167+ ` °34.3 35.8 6 
- 2 — Jowa SPs E BT ` 27 156.. 31.6 e 31.1 14 
-2 3 '. Towa ` D: ' -NBT . 'l5 170 42:9: 43.6 © 7 
-4 Iowan P, = NBT,. ~. 16 170 . 37.8 38.3 12 
-'5 Iowa- Di - BT. 20. 160 29.1, 29.2 24 
"6 "Towa" D- NBT : 17° 163 37.2 - 37.5- 5, 
7o "Towa D` erie- BT ’ 16' +160 31.9. 31.2 - 9° 
8 ` . Iowa -,P BT `` 22. 165 » 41.1 40.8 18 
~ 9 , Towa ee di BT 23 163 36.6 - -36 9, .. 22 . 
<10 ` Iowa P - NBT 20 + 155 25.8 .. 27.8 48 
cll 'Īowi 0 D NBT’ |. 18 162 36.6' 37.1 24 
2412 “Towa aa tt BT - 15 158 ° 41.0, 41 6 “6 - 
18 + Towa D. NBT 34 ° 174 33 74: 34.7 36° 
Cle- Iowas ~“ 'D'> . BT: 15, 160. - . 359 35.0 6 
"AS Iowa... P. ' NBT i 21 158 40.9 41.3 10 
16 - Iowa 0°. D, ; - BT 20 163 45.4 43.1 5” 
<97 < Towa’ ~. YD], BT . -19 152" 34.0 . 33.5 12 
'18' ` Towa, "PR ' BT - 19 157" 37.6 37.9 22 
rage Iowa: OES D NBT 15 164 > 36.9 38.5 13 
< °20 , + Towa. D’ =s BT 17, 160 » -43.0 44.2 5 
n21 slowa; aP o O NBT. 12 150 *-, 33.3 34.6 48 
‘22 | Towa. PO L., NBT: < 20. ‘172 47.1 47.2 9 
23 .lowag, P $ oR Y 20. 186 "37.9 38.3! 24 
Iowa D: ` NBT: 25° 163 32 9 34.8 20 
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TABLE II1—continued 
Description of 81 anorexia nervosa patients 











Drug Behaviour therapy/ ‚Body weight Body weight Duration 
Patient Placebo No behaviour therapy . on admission on test day of illness 
number Hospital (D/P) (BT/NBT) Age Height (kg) (kg) (months) 
25 Iowa P NBT 19 157 34.1 33.6 21 
26 Iowa P BT 20 158 34.1 33.1 60 
27 Iowa P BT 20 160 36 % 36.0, 13 
28 Iowa D NBT 13 163 30.6 33.1 15 
29 Iowa P NBT 17 163 37.3 37.2 ` 19 
30 Iowa D BT 22 168 48.9 49.1 8 
3] Iowa D BT 14 157 39.7 39.5 9 
32 Iowa D NBT . > 27 162 46.0 47.2 30 
33 Iowa P NBT 27 160 39.6 39.5 72 
34 Iowa D BT 20 167. 34.0 34.1 10 
35 Iowa P BT 24 163 45.6 45:3 72 
36 Iowa _P BT 2] 158 38.5 38.5 40 
37 Iowa D NBT 18 166 * 38.6 38.0 "33 
49 ISPI? D BT -23 162 26.8 25.8 12, 
50 ISPI D NBT 20 165 39.0 38.1 3 
51 ISPI -P BT 17 15l 30.0 29.5 9. 
- 52 ISPI P NBT 26 155 31.5 31.8 12 
53 ISPI D BT 32 154 26.1 26.5 96 
55 ISPI D NBT 25 145 ` 31.2 32.1 22 
56 ISPI P NBT 19 155 33.6 32.8 10 
57 ISPI D BT g 21 158 29.6 30.0 24 
58 ISPI P BT 18 151 28.6 28.4 55 
59 ISPI D NBT 14 163 32.2 34.7 6 
60 ISPI P BT 20 158 33.1 33.5 18 
61 ISPI P NBT 15 156 31.2 31.1 °° 24 
62 ISPI P NBT 16 156 43.2 42.8 18 
63 ISPI D NBT . 13 160 33.6 34.3 6 
64 ISPIT’ D BT 14 153 , 30.1 30.0 , 6 
65 ISPI D NBT ' 17 160 38.9 38.0 12 
66 ISPI P BT 17 15 37.3 37.5 Tit ha 
67 D BT 19 163 40.4 38.3 a 
68 P NBT 25 156 31:2 32.0 -15 
69 „P NBT 22 168 31.1 31.4, 24 
70 P BT 15 152 31.7. 32,6 14 
97 D BT 24 160 | 27.8 7.8 1e 
98 P BT 25 170 33.2 1.2 4 
99 P NBT 36 167 38.6 39.7 2 
100 P NBT 15 160 27.7 30.1 8 
101 D NBT 22 160 39.0 > 36.2 45 
102 Mi D NBT 19 160 31.5 30 8 18 
103 Minnesota D BT 17 150 32.9 ' 33.1 30 
104 Minnesota P BT 27 160 31.4 . 32.1 36 
105 : Minnesota P BT 25 160 37.9 38.2 96 
106 Minnesota P NBT 14 163 33.8 . 33.3 5 
107 Minnesota D BT 18 160 38.7 ` 38.9 36 
108 Minnesota D NBT 18 160 33.2 32.5 30 
109 Minnesota P BT 21 160 30.0 30e 3 12 
110 Minnesota P NBT 20 168 46.4 47.9 18 
Itl Minnesota D NBT 21 160 39.9 40.8 7 
112 Minnesota D, BT 26 160 33.2 33.5 6 
113 Minnesota D NBT 16 160 40.3 ` 9.3 8 
114 Minnesota P NBT 20 170 40.3 | 43.5 12 
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TABLE [1—continued 
Description of 81 anorexia nervosa patients 


Drug Behaviour therapy/ Body weight Body weight Duration 
Patient Placebo No behaviour therapy, on admission on test day of illness 
number Hospital (D/P) . (BI/NBT) Age Height (kg) (kg) (months) 
115 Minnesota P BT 15 147 25.9 26.3 60 
116 Minnesota D NBT 27 160 32.5 33.9 6 
117 Minnesota P . BT 18 160 37.8 37.6 24 
118 Minnesota P ° NBT 35 163 32.0 32.9 12 
120 Minnesota D ` BT 14 157 32.9 33.1 24 
Mean 20.1 160.5 35.5 35.7 21.1 
SD 51 6 5.3 5.2 19 9 
Range 12-36 145-186 25 8-48 9 25.848.1 1-96 


1 University of Iowa Hospitals, Iowa City, Iowa. 
3 Illinois State Psychiatric Institute, Chicago, Illinois. 


3 University of Minnesota Hospitals, Minneapolis, Minnesota. 


patient’s family and the patient, (b) the Slade 
Anorectic Behaviour Scale (Slade, 1973) which 
is a nurse’s rating of specific anorectic be- 
haviours, (c) the Hopkins Symptom Check List 
(HSCL) consisting of 61 signs and symptoms 
which provide six factor scores (Derogatis et al, 
1974) and was completed by the patient and by 
two nurses concerning the patient, and (d) the 
Anorectic, Attitude Scale (see Appendix I), 
containing 63 attitude statements representing 
eight attitude categories typical of anorectic 
patients wes completed by the patients (Gold- 
berg et al, 1977). 

In order to evaluate carefully and compare 
“the effect of previous hospitalizations or out- 
patient therapy for anorexia nervosa (AN) on 
the outcome of our treatment study, it was 
necessary for us to construct some definitions 
for minimal improvement. 


l Hospitalization for at least four weeks was 
regarded as necessary’ to expect some 
definite weight gain.’ 

2..A weight gain of less than 2 kg was to be, 
regarded a treatment failure. 


3. Outpatient therapy for at least 12 weeks 
was regarded as necessary to expect some 
weight gain. 


In this study we have correlated pretreatment 
characteristics measured on day 5 of pre- 
treatment with weight gain over a 35-day 
treatment period. Weight has the advantage of 


being an objective measure. In a recent study 
it was demonstrated that the closer the anorectic 
patient was to her normal weight, the better 
were her scores on psychiatric, sexual and 
socio-economic adjustment scales (Morgan and 
Russell, 1975). Thus indirectly change in weight 
reflects change in general adjustment of the 
anorectic patient. . 


Results 


Significant pretreatment predictors of weight 
gain are shown in Table III. The greater the 
number of prior hospitalizations for anorexia 
nervosa, irrespective of their immediate out- 
come, the less weight gain occurred in this 
treatment study. This finding is commensurate 
with that of the Morgan and Russell (1975) 
study and is a poor prognostic sign. 

Greater overactivity of the patients during 
pretreatment was associated with greater weight 
gain during treatment. Although this finding 
was counter to our expectations, it is consistent 
with that in a preliminary analysis (Goldberg 
et al, 1977). Perhaps the most overactive women 
form a subgroup of patients that are not as 
seriously ill. 

The patients’ denial of illness, proclaimed loss 
of appetite and psychosexual immaturity were 
all obtained from the Anorectic Attitude 
Scale (see Appendix I). It is likely they represent 
the common factor, denial, and as shown in 
Table III correlate negatively with weight gain. 
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Taste III 
Pretreatment predictors of weight gain 
Predictors Correlation coefficient (r) p 

1. Number of total hospitalizations for AN prior to the treatment 

study — .385 01 
2. Number of prior. hospitalizations of adequate duration, 

irrespective of outcome — 349 01 
3, Number of prior hospitalization treatment failures — .297 01 
4. Patient’s overactivity during pre-treatment as rated by the ° . 

nurses 325 01 
5. Patient’s denial of illness, self rating scale — ,330 å Ole 
6. Patient’s loss of appetite, self rating scale — 287 .01 
7. Patient’s psychosexual immaturity, self rating scale — .225 .05 7 

Taste IV 
Association of prior hospitalizations with pretreatment assessment 
salad Correlation 

Pretreatment characteristic Type of hospitalizations coefficient (r) p 
1. Weight before treatment Hospitalization of at least four weeks — .356 01 
2. Percent weight loss from _ 

a norm weight Hospitalization of at least four weeks 416 01 
3. Delivery complications Hospitalization of at least four weeks 

at birth _with treatment failure , 508 01 
4." Overactivity of patients ‘Hospitalization of at least four weeks — .226 05 
5. Sleep disturbance Hospitalization of at least four weeks 348 01 
6. Psychosexual immaturity Hospitalization of at least four weeks 224 .05 





Since previous hospitalizations had an asso- 
ciation with weight gain in our present study, 
we thought it reasonable to expect an association 
of prior hospitalization with other patient 
pretreatment characteristics that correlated 
negatively with weight gain. These relationships 
are presented in Table IV. The association of 
greater pretreatment weight and less per cent 
weight loss from a norm weight with fewer prior 
hospitalizations of adequate duration indicates 
a lesser severity of illness in this subgroup of 
patients. 

A perinatal history of delivery complications 
was positively correlated with the poor prog- 
nostic factor of prior hospitalizations of adequate 
duration and treatment failures. Other prog- 
nostic indicators associated with number of 
prior hospitalizations of adequate duration 
were pretreatment overactivity and psycho- 
sexual immaturity. Specifically, the greater the 
pretreatment overactivity and the less the 
psychosexual immaturity, the fewer the number 





—e— 


of prior hospitalizations of adequate duration. 
The latter predictor was correlated positively 
with amount of sleep disturbance. 

Of special interest is the relationship of the 
number of prior outpatient treatments of 
adequate duration that failed, to the patient’s 
self-rated items (denial, loss of appetite and 
psychosexual immaturity) which are a reflection 
of the patient’s insight into her illness (Table V). ' 
Despite the association of outpatient therapy 
with less denial and thus increased insight, there 
was no concomitant increase in weight reflecting 
change in anorectic behaviour. 


Discussion 


In this study we have analysed a selected 
number of outcome predictors dgscribed in the 
anorexia nervosa literature. Other prognostic 
indicators not examined in this patient group 
include: age onset of illness, duration of illness, 
vomiting, bulimia, laxative abuse, psychoso- 
matic complaints, depressive and obsessive- 
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TABLE V 
Comparison of ‘prior outpatient treatments with pretreatment assessment 








- ‘Correlation 

Pretreatment characteristic Outpatient treatments coefficient (r) p 
l. Delivery complications at i 

birth Outpatient treatment failures .225 .05 
2. Denial of illness Outpatient treatment of at least ' 

(patient-rated) Pas 12 weeks — .266 05 

at Outpatient treatment of at least : 
12 weeks that failed — .321 01 

3. ‘Loss of appetite Outpatient treatment of at least 
. (patient-rated) 12 weeks that failed — .269 05 
4. Psychosexual immaturity Outpatient treatment of at least ee . 

(patient-rated) 12 weeks that failed — .270 .05 





compulsive symptoms, premorbid personality 
and social class (Morgan and Russell, 1975; 
Halmi et al, 1973; Kay and Leigh, -1954; 
Seidensticker and Tzagournis, 1968; Theander, 
1970; Kalucy et al, 1975; Beaumont et al, 1976). 

‘From our preliminary analyses it is apparent 


a good prognostic subtype of anorexia nervosa is ' 


emerging and is characterized by: no previous 
hospitalizations for that illness, a great arhount 
of overactivity before treatment, less denial of 
illness, les psychosexual -immaturity, and a 
ready admission to having an appetite. Even 
though a perinatal - history positive for delivery 
complicatians is not directly correlated with 
weight gain, it is associated.,with the poor 
prognostic indicator .of prior hospitalizations. 
Therefore, a history which, is negative for 
` „delivery complications may indirectly be con- 


sidered a characteristic of the good prognostic ` 


subtype of anorexia nervosa. 
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, APPENDIX I ' 
ANORETIC ATTITUDE SCALE 
Denial 
1. There was nothing really wrong with me that a 

few days rest couldn’t cure. 

15. If I hadn’t been hospitalized, I think my life 
would really have been threatened. ‘ 

22. My problems are more mental than piyaa. 

24, It wasn’t really necessary to hospitalize, me for 
this illness. 

36. Yes, I did lose some weight but not PAE for 
everybody to get as worried as they did. © - i 

41. I don’t know why I lost all that weight; I didn’t 
eat a lot, but I ate enough. tal as ` 


45. 


60. 
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My real problem was not loss of weight, but 
fatigue and overwork. 


. My mother is taking my illness too hard. 


My problems have nothing to do with my 
mental condition. 

I lost all that weight because some parts of my 
body are not working right. 


Psychosexual Immatunity 


2. 


3. 


5. 


If I could choose an age to be, it ; would be 10 or 
ll. 

One of the nicest things that can happen to a 
woman is having a baby. 

Young men my age are usually silly fools. 

I wouldn’t have this problem if my mother 
weren’tso demanding. ` 


. A child shouldn’t be allowed to go out on her own 


before she 1s really ready. 


. When you get right down to it, a girl’s best 


friend is her mother. 


. Sex appeal in men ıs vastly over rated. 
. I wish I knew how to be more independent of my 


parents. 


Loss of appetite 


4, 


I feel hungry by the time mealtime comes 
around. 


. If] eat too much, I just can’t hold it down. 

. Most people eat way too much. 

. Even the smallest amount of food fills me up. 

. Most people eat too quickly. 

. I have the urge lately to stuff myself with sweets. 
. I feel hungry right now. 

. Sweets and starches are really bad for you. 

. A person has to be very careful in what she eats 


- because of so many things that are fattening. 


. If I eat too much I get sick to my stomach. 
. I rarely feel hungry during the day. 
. I wouldn’t mind learning to cook very well as a 


hobby. 


Interpersonal control 


7. 


16. 


23. 


28. 


31. 


32. 


I have complete confidence in the way the 
medical staff is treating me. 

Frankly, the treatment I am getting here seems 
confused and inconsistent. 

A few of the medical staff here are OK, but the 
rest don’t seem to know what they’re doing. 
Many of my problems can be traced to my 
father. 

The trouble with parents is they butt into your 
business. 

They’re treating me almost like a criminal here. 


33. 
37, 
< 39. 
40. 
42. 
46. 
50. 


51. 
53. 


56. 
59. 


6l. 
62. 


I think my illness will make my parents sorry 
about how they have treated me. 
My mother is usually helpful when giving me 


„advice. 


The medical staff is overly suspicious of every- 
thing I do or don’t do. 

My mother is an important source of my prob- 
lems. 

The medical a here has gone out of its way to * 
help me. 

The medical staff here seems more intent on 
giving me a hard time than ın trgating me. ə 
The medical staff makes me feel my medical, 
problem is all my fault. , 

I wish my parents would leave me alone. 

The medical staff often blame me for their own 
goof ups. 

The medical staff try to take advantage of my 
weaknesses. 

The medical staff ‘butters me up’ just to get their 
way. 

The medical staff here often makes me angry. 

The medical staff here don’t give me any respect. 


Thin body ideal 


8. 


34. 


54. 


63. 


My figure looks much better now than when I 
was heavier. 

I wouldn’t mind having a baby but I don’t like 
the idea of being pregnant. 

It 1s far better to be underweight than “overweight. 

If I didn’t really watch my diet, I’m afraid I 
would get fat. 


Hypothermia 


11. 
27. 


J have trouble keeping warm. 
I feel cold much of the time. 


Compulsivity 


12. 


19. 


35. 


I have to work harder than others to accomplish 
things. 


Fate pretty much determines what happens,to a ` 


person. 
I accomplish a lot without too much work 
because things come easy to me. 


Hyperactivity 


13. 
20. 
55. 


Exercise is excellent for preventing overweight. 
Most people don’t get nearly enaugh exercise. 
I just can’t get enough exercise here. 


Purgatives 


21. 


It’s a good idea to regularly dead yourselt out of 
excess water. 
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49. It’s a good idea to clean out with a laxative fairly . how much each statement is true of your 
regularly. 7 , own feelings. 
Instructions: Here is a series of statements which may g 
or may not describe your feelings and l 2 3 i 4 


attitudes about things. Please indicate , Notatall A litte Quiteabit — Extremely ` 
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Comparisons of Weight Concepts in Groups of Neurotic, 


Normal and Anorexic Females 


ʻ D e 
By FAY FRANSELLA and A. H. CRISP 


SUMMARY A group of normal women and a group of women. in 


hospital for treatment of a neurosis but without a disorder of eating 
were compared with a group of anorexic patients in terms of their 


attitudes to weight. All subjects 


completed a rank order form of 


repertory: grid. Differences in construct patterning between the 
anorexic patients and the other female groups could not be accounted 
for by social class, age or neurotic disorder. The most psychologically 
significant finding was a positive correlation between the constructs 
self at normal weight and ideal weight instead of a negative correlation which 
clinical experience would lead one to expect. Four explanations are 
proposed to account for this finding. 


Introduction 


Results presented are part of a larger study 
in which a form of repertory grid technique 
(Kelly, 1955) was used to measure changes in 
concepts to do both with weight and with the 
individual’s personal world in those with and 
those without weight disorders. 

One clinical concept of anorexia nervosa 
embraces the notion that the disorder is rooted 
in the biological and consequent experiential 


aspects of normal adult body weight for the 


individual concerned. It is characterized by a 
pursuit of thinness and thereafter a continuing 
desperate avoidance of normal body proportions. 
Biologically the disorder pivots around the 
changes of puberty and this may provide the 
psychosomatic basis to the condition (Crisp, 
1965, 1967, 1970, 1973; Palmer ei al, 1975). 
However, although such attitudes to body 
weight and shape are extreme in the anorexic, 
they are also present to some extent in the 
majority of adolescent females (Huenemann et 
al, 1966; Crisp, 1967; Nylander, 1971; Crisp 
ei al, 1976), who also strive to reduce their 
weight. Furthermore, the group of tense and 
neurotically depressed psychiatric patients is 
characterized by a significant degree of thinness 


(Rees and Eysenck, 1945; Crisp and Stonehill, 
1976). 

An earlier report from which this ongoing 
study (Crisp and Fransella, 1972} provided 
repertory grid data suggesting that in some 
anorexic patients there is a pervasive concern 
with body weight. In one patiént ‘studied 

throughout the process of restoration of weight 
we found marked variation with respect to, 
constructs describing her view of herself at 
various weights. For instance, at one stage she 
differentiated markedly between her view of 
herself at 7st 8lbs, which was an early pubertal 
weight (Crisp, 1973), and 8st, which is the mean 
weight for her height and the weight at which 
she menstruated normally. Whilst she was still 
underweight and attempting to comply with the 
treatment aims she sometimes idealized her 
target weight (matched population mean 
weight). However, as she approached it she came 
to see it in opposite terms and promptly 
relapsed. This happened twice ebut she ‘main- 
tained her restored weight after she had revealed, 
in construct terms, that she no longer attached 
such importance to normal: body weight. 
Another patient showed this ‘same conceptual 
polarization, in the context of weight gain and 
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psychotherapy, in her attitude to herself and 
her husband, whilst at the same time displaying 
a radical reorganization of such constructs as 
maturity and likely to become pregnant. Such 


polarization of the ‘self’ in relation to weight ° 


constructs has also been described in obese 


people (Fransella and Crisp, 1970). 


Population andsMethods 


The present report complements such single 
pattent studieseand sets out to study systematic- 
sally attitudes to weight and shape of a group of 
anorexic patients who were compared, for this 
purpose, with a group of 20 females of normal 
weight with no psychiatric history, and a group 
of 20 females in a psychiatric hospital diagnosed 
as having some form of neurotic disorder. These 
two groups of women were chosen because they 
matched most nearly the sample of anorexic 
patients in age and social class. Details of 
weight and age are given in Table I. 


TABLE I 


Mean values and standard deviations of weight and age for 
20 female neurotic, 20 female non-psychiatric and 12 female 








anorexic patients 
° Weight (kg) Age (years) 
Mean S.D. Mean SD. 
Normals (N =20) 57.46 789 20.95. 1.72 
Neurotics (N = 20) 59.18 8.46 27.50 8.53 
` Anorexics (N = 12) 37.80 509 22.70 4.52 





The 12 patients with anorexia nervosa were 
in-patients involved in the treatment programme 


for patients with this condition at St George’s - 


Hopital. This involves a combined behavioural 
programme of re-exposure to normal body 
weight (matched population mean weight) 
within the context of a strictly controlled 
refeeding regime, together with individual and 
family psychotherapy aimed at helping the 
patient deal with the psychological problems 
presented by maturity (Crisp, 1967, 1970; 
Kalucy et al, 1977). All patients had agreed to 
come into hospital with a view to experiencing 
and trying to learn from the radical experiential 
changes which inevitably followed such major 
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weight change. Two of the 12 patients failed 
to complete all tests, so the data presented here 
are based on the remaining 10 patients. 


The repertory grid 

A rank order form of repertory grid was used 
(Fransella and Bannister, 1977). For the 40 
control subjects this consisted of eight supplied 
and three elicited constructs and ten elements. 
In Kelly’s personal construct theory (1955), a 
construct is any way in which two events, 
people, objects and so forth are seen as being 
alike and thereby different from a third. A 
construct is thus-one dimension individuals use 
to construe or make sense of the events or 


~elements confronting them. If an individual 


uses the construct reliable as opposed to unreliable, 
she will categorize each person she meets as 
either reliable or unreliable. From this she will 
anticipate that the person will have certain 
other qualities and exhibit certain types of 
behaviours. If she construes a person as un- 
reliable she might expect him to be untidy, 
thoughtless and lazy or whatever is implied by 
being unreliable for her. In this sense, constructs 
are personal. 

The elements to be construed in these grids 
for all 40 subjects were :— 


(a) four individuals known to the subject who 
fit role titles of ‘an admired person’, 
‘someone not liked’, ‘someone pitied’, 
and ‘someone in whose presence I feel 
anxious or uneasy’ ; 

(b) four self constructs—‘like me at my 

present weight’, ‘like me if I were fat’, 

‘like me if I were much thinner’ and ‘like 

I'd like to be’; and 

parental figures—‘like my father in 

character’ and ‘like my mother in 

character’. 

As rank grids for the 10 anorexic patients were 
administered serially while in ‘hospital, the 
elements for them were not identical. 

Three of the 11 constructs were elicited from 
each of the 40 control subjects from triads of 
elements; the subject being instructed to state 
some important way in which two of the three 
people are alike and thereby different from the 
third. The purpose of eliciting such constructs is 
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to ensure that there is no doubt about the 
positive and negative evaluations of the sup- 
plied constructs. Six of the eight supplied 
constructs were the same as the elements, ie. 
four ‘self? constructs, two ‘parental’ constructs 
and the other two were attractive to the opposite sex 
and ideal weight. The anorexic patients also used 
these supplied constructs with the exception of 
like me if I were much thinner. 


Methods of grid analysis 

The rank order grids were first analysed by 
Slater’s INGRID programme (1972). The data 
used from these analyses were (i) correlations 
between constructs, (ii) loadings on the two 
main principal components and (iii) distances 
between constructs and elements. 

The INGRID outputs for the group of 20 
psychiatric and the 20 non-psychiatric subjects 
were then analysed by the SERIES programme. 
This combines a number of grids with the same 
constructs and elements to produce a consensus 
or averaged grid. Consensus grids were also 
obtained for subgroups of psychiatric and non- 
psychiatric subjects, (i) those who were content 
with their weight, combined with those who 
would like to be fatter, and (ii) those who 
wanted to be thinner. 

Lastly, these consensus grids were compared 
by the DELTA programme which provides a 
measure of the degree of agreement between the 
groups and subgroups having the same elements 
and. constructs. The anorexic patients’ grids 
were analysed by the ADELA programme, as 
this can deal with a number of grids having the 
same constructs but different elements. 
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Results 
(a) Relationships between ages and weights l 


The difference in ages (see Table I) is 
significant between the normal and neurotic 
groups but not between the anorexic and 
neurotic groups. The normal and neurotic 
groups did not differ significantly from each 
other in weight but, as would be expected, the 
anorexic group differed significantly from both 
other groups. P 

Finally, Table II shows that there is no 
significant correlation between actual weight 
and age for the neurotic sample (— .41) nor for 
the normal group (— .05). 

Apart from obtaining actual weights from 
these women, they were asked what weight they 
would ideally like to be (ideal subjective 
weight). There are, not unexpectedly, significant 
positive correlations for both the neurotic and 
normal groups (+ .68 and + .86 respectively). 
However, there is a significant difference 
between actual weight and expressed ideal 
weight for both neurotics (P <.001) and 
normals (P < .01): 

The weight discrepancy measure (ideal 
minus actual weight) is not significantly 
correlated with age for the neurotic patients nor 
for the normal women (—.41] and +.21 
respectively). 


(b) Relationship between weight and grid measures 


As a check on the validity of the grid used in ~ 


this study, it was predicted that the size of the 
discrepancy between the actual and desired 
weight should be reflected in the discrepancy 


r Taste IT 
Intercorrelations for a group of neurotic and. of normal female subjects between age, actual weight and desired weight j 











Actual Subjective Actual Subjective 

weight ideal weight AW/SIW weight ideal weight AW/SIW 

(AW) | (STW) discrepancy (AW) (STW) discrepancy 
Age — 41 7 — .41 — .05 06 21 
Actual weight (AW) .68 .68 86 : 54 
Subjective ideal weight 

(SIW) — .04 . .26 
neurotics normals 
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between the constructs me now and ideal weight. 
That is, the larger the actual vs. desired weight 
discrepancy, the lower or more negative would 
be the correlation between ‘self? and ‘weight’ 
constructs on the grid. This was shown to be the’ 
case, with a correlation of —.61 (P < .01) for 
the neurotics and —.39 (P <.05) for the 
normals, (Spearman’s rank order correlations 
are used for. all grid compafisons). 

It might be expected that those who expressed 
a desire to bethinner would have a significantly 
+ greater discrepancy between the constructs on 
the grid me now and ideal weight than those who 
were satisfied with their weight or wanted to be 
fatter. That is the case for the neurotic sub- 
groups (t = 4.70, P < .001) but not so for the 
normal subgroups {t = 1.35) although it is in 
the expected direction. 


(c) Loadings on principal components analyses 
Loadings from the ‘consensus’ grid enable 
constructs to be plotted for the group of subjects 
as a whole. Fig 1 shows the first component for 
the normal group to be described by the 
women’s ideal self, how they view themselves at 
present and being sexually attractive. The opposite 
pole is inferred as being not like their ideal self, 
not like they are now and fat. In other words, they 
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ideal weight @ 
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Fic 1.—The aver&ge construct relationships in a repertory 
grid plotted along the first two principal components for a 
group of normal female subjects. 


COMPARISONS OF WEIGHT CONCEPTS IN GROUPS 


seem reasonably satisfied with their weight in 
grid terms. There is no contradiction here with 
the finding that there was a statistically signifi- 
cant difference between actual and ideal weights. 
In the grids they were asked to think of them- 
selves as much fatter or much thinner. 

Constructs to de with weight are given a little 
more importance in the neurotics’ plot (Fig 2). 
Both ideal self and ideal weight are highly loaded 
on the first component and being fatter is clearly 
very undesirable. There is also a considerable 
discrepancy between the self and ideal self which 
was not present for the normals. This is in 
accord with findings by other workers using very 
different measuring techniques. 


f+ 
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Fic 2.--The average construct relationships in a repertory 
grid plotted along the first two principal components for a 
group of neurotic female subjects, 


The pattern of constructs for the subgroups 
of neurotics wanting to be thinner does not 
differ from that for the total group, except that 
the actual present self is more clearly unsatis- 
factory and to be thinner more clearly desirable. 
The plot of constructs for the subgroups of 
neurotics satisfied with their present weight or” 
wanting to be thinner show them to have a 
greater general satisfaction with themselves as 
they are at present. Constructs for both the 
subgroups of normals differ hardly at all in plot 
placement from the group as a whole. 

Fig 3 shows the plot of constructs for the 





28 Mother 
ideal weight @ | 24 Like Pd like to be 
Me normal weight | 99 
5 


-9 © 
Sexually attractive 16 
12 @ Father 





Tl. 2 B wm We 128 440 4 8 12 16 WM B R We 


® : 
Me at present weight 12 


t- 


Fic 3.—The average construct relationships in a repertory 
grid plotted along the first two principal components for a 
group of anorexic subjects. 


* anorexic group. They are similar to the neurotic 
group in showing dissatisfaction with the self at 
present, but are like the normal group in seeing 
mother as ‘good’, in fact, in idealized terms. 

Plots such as these give little more than a 
general description of the data. Correlations 
between the constructs provide more detailed 
information. For instance, the average corre- 
lation for the 10 anorexic subjects between the 
rankings for the constructs mother and ideal self 
is -+-.72. Bearing in mind that this is itself the 
average of 10 correlations (each with an N of 
8), it is very high indeed. 

All groups and subgroups except the anorexic 
patients consider being much fatter than they 
are to be undesirable. For the anorexics, to be 
fatter than they are now tends to mean being 
sexually attractive and to be moving in the 
direction of their ideal self and their view of an 
ideal weight. To be sexually attractive is a very 
desirable thing for both normals: and neurotics 
whatever their attitude to their present weight, 
more so for the normal women than the 
“neurotic ones (correlations between ideal self 
and sexually attractive range from +.38 to 
-+-.86). The general personal dissatisfaction of 
the neurotic patients shows itself in their not 
seeing themselves as sexually attractive at the 
present time (—.10), nor do the anorexic 
patients (+.02), but the normal women do 
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(+.90). Being an ideal weight is a vital com- 
ponent of sexual attraction. 

In this grid, using these constructs, there is a 
very close relationship between the notion of 
ideal self and ideal weight for both neurotic and 
normal women (range +.72 to +.88). There 
is a positive but not so substantial a relationship 
for the anorexic patients (+.45). The only 
other point of interestein the intercorrelations is 
that the normal women identify themselves as 
they are now and as they are ideally. with 
mother (-+.74 and + .49 respectively).* 


(d) Distances between constructs and elements 


Nothing is essentially a construct nor an 
element. Sexual attractiveness can be used as a 
construct dimension with its opposite sexual 
unatiractiveness. Individuals can be placed at one 
pole or other of this dimension as elements. But 
sexual attractiveness can also be an element 
within the range of convenience of the construct 
sex kitten vs. homely. It has been suggested that in 
grids in which the same item is used as both 
construct and element these should occupy 
roughly the same part of the conceptual space 
when analysed by one of Slater’s principal 
components analysis programmes (Feansella, 
1970; Fransella and Crisp, 1970). It was argued 
further that where considerable discrepancies 
occur, this could indicate some ambivelence or 
conflict in the mind-of the subject. 

In these grids the construct/element pairs 
were: ‘self much fatter’, ‘self at present’, ‘ideal 
self’, ‘self much thinner’, ‘mother’ and ‘father’. 
Not only would one expect larger differences 
overall for the neurotic group, but also that the 
construct/element pairs to do with weight would 
not be discrepant. when, the women stated they 
had no weight. problems (which included those 
few wishing to be fatter) but would be dis- 
crepant where the women wanted to be thinner. 

An analysis of variance was used to examine 
the predictions that, if this distance measure 
between a construct/element pair is an indi- 
cation of conflict or ambivalence, the neurotic 
group would have greater distances than 
normals on all construct/element pairs; further- 
more the construct/element pairs would differ in 


* A full table of intercorrelations for group and subgroups 
can be obtained from the first author. 
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size of distance (for example, there would be less 
distance between the ‘ideal self’ pair than pairs 
to do’ with weight); and finally there would be 
an interaction between construct/element dis- 
tances (measures) and subgroups of subjects. 

The total neurotic group did not differ from 
the total normal group in construct/element 
distances over all the construct/element pairs. 
However, the differences Between the size of the 
distances for the six construct/element pairs 
differed significantly (P < .01) and there was a 
significant interaction between the pairs and the 
total groups (P < .01). 


Total neurotic 
f) subjects 


Total nor mal 
Subjects 


A È & & = 


x se 8 


i l 2 3 4 


me tat now ideat thinner 


Fic $i Se element/construct mean differences (in 
degrees) in a repertory grid for a group of female neurotic 
and normal subjects. 

e. 

Fig 4 shows the relative pair distances for the 
two groups on the six constructs. Whereas the 
group of normals have considerably less distance 
between construct and element on all the ‘self? 
pairs (that is, they are less discrepant) this is not 
so for the ‘parent’ pairs. When the differences in 
distances between all the ‘self’ pairs is analysed 
for the two total groups, those for the neurotic 
group are consistently larger, but not signifi- 
cantly'so owing to great intra-group variation. 

When ‘the 40 subjects are divided into those 
who are satisfied with their present weight 
(including the few who want to be fatter) and 
those who want to be thinner, no significant 
differences gmerge between groups or between 
construct/element pairs. Nor is there a sig- 
nificant interaction between groups and pairs. 


(e) Comparison between the ‘consensus’ grids 
The correlation between the averaged grids 


for the total neurotic and normal groups was 
+.78; when sub-divided into those wanting to 
be thinner and those satisfied with their present 
weight or wanting to be fatter, the correlations 
were +.76 and +.74 respectively. When 
sub-divided within groups, the correlation for 
normals was +-.84 and for neurotics + .72. On 
the basis of this evidence it can be concluded 
that there is no overall difference in how this 
grid was completed between a group of normal 
and a group of neurotic women. 

The DELTA programme is not applicable 
when grid elements are different. Therefore, 
Bannister’s (1960) method for assessing the 
similarity of construct patterning was used for 
comparing the control and anorexic groups’ 
constructs. The construct intercorrelations are 
ranked from highest positive through zero to 
highest negative for each group and a Spear- 
man’s rank correlation calculated. Whereas 
there is no demonstrable difference between 
normals and neurotics in how they used these 
constructs, no matter what their attitude to 
weight, the anorexics used them in a sub- 
stantially different way. The intercorrelations 
between the averaged grids of the anorexic 
patients and the groups and subgroups of 
normals and neurotics ranged from — .24 to 
zero. 

In view of the fact that the method of 
analysing change in element placement from 
grid one to grid two (the basis of the DELTA 
analysis) has been shown to differ markedly from 
Bannister’s method of construct pattern stability 
(Fransella, 1970a), a check was made by 
employing Bannister’s method to compare the 
grids forming the ‘consensus’ grids for the normal 
and neurotic groups. The comparison yielded a 
correlation of + .62. While this is lower than 
the +-.78 yielded by DELTA, it is still sig- 
nificant (P < .01). 


Discussion 


The data show that the group of anorexic 
patients used the constructs in a way that was 
substantially different from the normal and 
neurotic groups. It is therefore concluded that 
the construct patterning obtained by the 
anorexics in this and other studies cannot be 
simply accounted for by their being neurotic, 
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nor are they typical for females of their own age 
and social class who do not have weight dis- 
orders. 

The normal women did not differ in any 
substantial manner from the neurotic women in 
the way the constructs were used. They were, 
however, more extreme in seeing sexual 
attractiveness as being an important aspect of 
being an ideal weight. The neurotic women 
were more extreme, construing being fat in 
negative terms. They also expressed greater 
dissatisfaction with their present weight and 
with themselves; they tended to have a greater 
discrepancy between construct and element 
pairs. 

Perhaps the most unexpected result is the 
positive, although not significant, correlation 
of + .41 between self at normal weight and ideal 
weight for the anorexic group. The prediction 
normally is that these will be substantially 
negatively correlated for these patients. There 
are at least four explanations of this result: 


(i) it is a chance finding. Only replication will 
show whether or not this is the case. But, 
although a correlation of +.41 is not 
statistically significant for a sample of 10, 
it is certainly so if clinical experience 
would lead one to expect a negative 
correlation ; 

(ii) the anorexic patients are lying. But it is 

difficult to distort results deliberately on a 

rank grid, and we can find nothing to lend 

support to this explanation; 

(iii) they have persuaded themselves that this is 

the case. They have either already changed 

in their attitudes since admission as a 

result of treatment, or at the least are now 

ambivalent about recovery and expressing 
the positive aspect of this, or are prepared 
to conform to what people want of them 
and so get out of hospital as soon as 
possible. Thus Crisp (1967, 1977), who 
sees the disorder as primarily adaptive for 
the individual, has emphasized that it is 
only to be expected that the patient will 
often deny, sometimes to herself but 
certainly to others, the fact that she is ill or 
has any unusual attitudes to her body 
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weight (Crisp, 1967a). He and his co- 
worker (Crisp and Kalucy, 1974) have also 
shown that emaciated anorexic patients, 
reporting that they judge themselves to be 
normal and hence very much larger than 
they actually are in respect of their body 
widths, can be induced to change their 
reported estimates to a much more realistic 
level by the adeption of an appropriate 
therapeutic attitude by the investigator. 
Thus, this latter explanation invokes the 
idea of two levels of construing. One 
concerned with what the patient really 
thinks and the other with what is expedient 
for the moment. If some such explanation 
were valid, then one would predict a 
negative correlation between self at a 
normal weight and ideal weight when anorexic 
patients leave hospital; 


the anorexic patients are behaving like 
several other groups of people with long- 
standing disorders in showing the ‘if only’ 
syndrome (Fransella, 1972). ‘If only’ I 
were not an alcoholic, life would be fine 
and I would be such an excellent chap— 
‘If only’ I were not a stutterer I would be a 
great success in the world or a great 
politician, the life and soul of the party— 
‘If only’ I were not 20 stone, I would be 
physically attractive and desirable to men. 
But we know that each of these groups of 
people is very resistant to change. And 
we have evidence that for some, at least, 
it is the implications of being normal that 
makes it impossible for them to live that life 
and so the status quo is maintained. To 
take simple examples:—for the alcoholic, 
temperance may imply loss of masculinity; 
for the stutterer, fluency may mean having 
to be aggressive (and he does not know if 
he would be able to keep it under control) ; 
for the obese woman, to be slim may imply 
having the unwelcome attentions of men. 


(iv) 


What we must look for now, usigg the above 
technique, is a further amplification of clinical 
views concerning the implications of being a 
normal weight for the anorexic patient, a state 
which she can only achieve with great difficulty 
and one which she seems to fear greatly. 
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Psychotic and Neurotic Depression: 1. Some Points of Method 


By MAIRE NI BHROLCHAIN 


ote 


SUMMARY Testing hypotheses on classification could be made more 
precise by using only clinical symptoms and signs as its basis. Analyses 


based on a mixture of clinical, aetiological and background variables 
give ambiguous results since they incorporate the assumption that 


aetiological and symptomatological patterns are related in a one-to- 
one manner. A set of simplified models of possible relationships 
between aetiology and symptomatology is used to discuss these 
problems of interpretation. The clinical variables to be used for dis- 
criminant analyses may be chosen by testing for the existence of 
lower-order and higher-order differences between groups. 


This series of papers is concerned with three 
distinct but related questions, which are often 
confused with one another: 


(1) What, if any, are the clinical differences 
between patients diagnosed*as psychotic 
and neurotic depressives ? 

(2) Do diagnosed psychotic and neurotic 

depressives have different aetiological 

features? 

(3) Are there any clinical grounds for the 

endogenous-reactive dichotomy in de- 

pression ? 

The first of them is discussed in Ni Bhrolchain, 
Brown and Harris (1978) and the second and 
third questions in Brown, Ni Bhrolcháin and 
Harris (1977); this paper discusses some 
methodological points. > 

It is unnecessary to summarize the numerous 
recent contributions to this subject, as these have 
been reviewed comprehensively by Kendell 
(1976) who appears pessimistic about the 
benefits to be gained from using multivariate 
methods in the search for a more generally 
acceptable grouping of depressive illnesses. The 
opposite view is taken here—that the only hope 
of solving existing problems lies ultimately in the 
correct use of appropriate multivariate proce- 
dures, after some conceptual and methodological 
points have been clarified. It is now generally 
recognized that, for classification purposes, 
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patient samples must be selected truly randomly 
and that the reliability of clinical ratings needs 
improvement, though this second point can be 
exaggerated (Foulds, 1965; Bedford and Foulds, 
1975). However, little attention has been given 
to the fact that hospital patients are almost 
certainly not a random selection from their 
population of origin (the psychiatrically ill in 
the community at large) or to the fact that this 
is likely to have serious consequences for 
classification. Some possible effects of selection 
are discussed in Ni Bhrolcháin, Brown and 
Harris (1978). But current confasion may be due 
even more to the vagueness of the hypotheses ` 
usually tested in this field; the conceptual roots 
of this imprecision have been discussed by 
Foulds (1965), Bedford and‘ Foulds (1975), 
Derogatis, Klerman and Lipman ( 1972) and 
Blumenthal (1971). 

Blumenthal focuses on the distinction betwen 
three types of heterogeneity present among 
depressive patients—variation in aetiology, in 
clinical symptomatology and in outcome or 
response to treatment. The variables in 
these three categories belong to different 
domains of discourse, though it,is possible to 
argue that, while logically distinct, they covary 
in practice. This may be either in pairs or as a 
whole to virtual coincidence, giving rise to the 
classic disease-entity model: a unique set of 
aetiological features and a unique set of pre- 
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senting clinical features, both of which indicate 
a unique treatment. The assumption in its 
weaker form—that aetiological and clinical 
features vary together—is implicit in any study 
which bases classification on an undifferentiated: 
mixture of clinical and aetiological data. 
However, no investigator is free to make this 
assumption. Whether clinically similar condi- 
tions have a common agtiology or clinically 
different conditions have correspondingly differ- 
eng aetiologies is an empirical matter, requiring 
empirical verification. Investigations based on 
the assumption that aetiology, symptoms and 
treatment response vary together are bound to fail 
if it is not in fact valid, but those designed 
along more Conservative and logically coherent 
lines, i.e. assuming the independence of these 
three types of heterogeneity will not fail due to 
this aspect of the design, though they may of 
course be unsuccessful for other reasons. In other 
words, while there are no risks in adopting the 
strategy advocated, in different ways, by 
Blumenthal, Foulds and Derogatis et al, con- 
siderable risks—of muddled and uninterpretable 
outcomes—are present in the alternative. These 
points apply to all classificatory studies, whether 
based om factor or component analysis, dis- 
criminant function analysis, cluster analysis or 
numerical taxonomic methods. 

Foulds ¢1965) has cogently argued the case 
for dealing independently with the personality 
variable in classification and diagnosis and the 
` above observations apply just as strongly to this. 
Demographic data such as age and social status 
also deserve independent status and a strong 
case could be made in addition for treating 
separately (at least initially) duration of the 
condition, chronicity/acuteness and previous 
eptsodes. However, treatment response, per- 
sonality and demographic variables will be 
ignored for the moment in order to examine the 
complexity revealed by adherence to these 
logical strictures. 


Possible Models 


Let us suppose that there are at most two 
aetiological patterns giving rise to depression 
and at most two clinically homogeneous groups 
within the depressed population. We use the 
term ‘clinical’ throughout in a restricted sense to 
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refer to the symptoms and signs of illness. Even 
with these highly simplified assumptions there 
are, as depicted in Fig 1, at least six distinct, 
logically possible ways. in which aetiology and 
symptom patterns could relate to each other. 
Model | gives the simplest case: a single clinical 
picture, caused by a single set of aetiological 
factors; in Model 2, one set of aetiological 
factors gives rise to two distinguishable types of 
depression, Model 4 gives the (modified) two 
disease-entity case in which there are two 
clinical groups, each of which has a distinct 
aetiology. A fairly chaotic state of affairs is 


MODEL No. 
L Aey ————————____» 5; 


i SY 


2. Ae 
Ae; 

3. 54 
Aez 


ip eneeeaeeees | 
Aez MM S2 
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Fio 1.—Six hypothetical models depicting possible 
relationshps between aetiology and symptomatology 
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described by Model 6 in which there are two 
aetiological patterns, each giving rise to two 
symptom patterns. This model might apply if, 
for example, aetiology 1 combined with 
personality trait x or in a certain age-range 
gives rise to symptom pattern 1, but combined 
with other personality traits or in other age- 
groups, gives rise to symptom pattern 2. The 
number of possibilities could be increased 
further by including treatment, personality and 
demographic variables in the present simplified 
scheme. 


If allowance is made for processes as complex 
as those suggested by Blumenthal (1971, e.g. 
Fig 4), possible models would be infinitely 
numerous. While complex models may be 
needed eventually, present knowledge does not 
allow a choice even between the six simplified 
models presented in Fig 1. Furthermore, the 
fairly common use of mixed-variable designs in 
classification studies makes it impossible to 
choose between them. 


In recent multivariate studies, clinical symp- 
toms are represented to varying degrees in the 
data analysed. For example, Hamilton and 
White (1959) and Kay et al (1969) base their 
studies on mental state items only while, in 
contrast, clinical features constitute fewer than 
half (28 out of 58) of the variables analysed in 
Roth et al’s (1972) examination of depressive 
and anxiety states. 


Problems of Interpretation 


The models given in Fig 1 can be used to 
show how, in two well-known studies, serious 
problems of interpretation are caused by mixed- 
variable analysis. In their original set of thirty- 
five items Carney, Roth and Garside (1965) 
included seven that do not describe current 
mental state (i.e. age, no precipitants, adequate 
personality, no psychogenesis, previous episodes 
and two family history items). 


A subset of 18 items, on the basis of which a 
bimodal distribution of regression scores is 
obtained, includes three of these non-clinical 
items together with ‘self-pity’ and ‘hysterical’ 
features. These two characteristically ‘neurotic’ 
items, along with ‘phobias’, may reflect con- 
stants of personality as much as acute symptoms, 


the rating system as described not being entirely 
clear on this point. 

Assuming that the bimodality of the distri- 
bution were verified by an independent sample 


‘of patients, we might conclude that, in some 


sense, there are two distinguishable groups of 
depressed patients. However, since background 
and clinical variables are analysed together, 
this result would onlwallow us to rule out Model 
l of the six possibilities given in Fig 1. We could 
be dealing with clinically different groups 
having a common aetiology (Model 2), or with , 
aetiologically differing groups having identical 
clinical profiles (Model 3), or with groups 
distinct in both respects (Models 4, 5 or 6). 
Carney et al’s analysis, even if it had the backing 
of an independent sample, would still leave us 
with five possibilities. 

Kendell’s (1968, 1970) discriminant analyses 
provide a second example; of a total of 41 
discriminators used, approximately 17 are non- 
clinical items. Accepting, for the sake of 
argument, Kendell’s one-group conclusions we 


. are nevertheless left with a choice between 


Models 1, 2 and 3 of Fig 1. The one group in 
question could be aetiologically homogeneous 
(Model 2) or clinically so (Model 3) or homo- 
geneous in both respects (Model 1). The design 
of the analysis aimed at testing the two-group 
hypothesis, as in the Carney, Roth ard Garside 
study, does not permit us to choose between the 
available alternatives. Various arguments could 
be advanced to modify these points (e.g. only ` 
three of the 18 variables in the Carney et al 
regression were non-clinical and only items on 
which there were fairly large group differences 
were used by Kendell) but the fact remains that 
mixed-variable studies such as these are 
fundamentally ambiguous in both conceptfon 
and outcome. Their design is such that they can 
choose only between a one disease-entity 
model and a two disease-entity model, i.e. 
between Models | and 4 of Fig 1. In testing the 
two-group hypothesis, therefore, the use of a 
mixture of aetiological and clinigal items can 
be considered legitimate only if Models 2, 3, 5 
and 6 are known to be invalid. 

The ambiguity inherent in mixed-variable 
analyses can be avoided very simply by restrict- 
ing the basis of classification, in the first instance, 
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to mental state items. Having done this, one 
may go on to examine whether and how 
aetiological and background factors, age, per- 
sonality traits, etc., are associated with the 
clinically-defined classes, scales or factors arrived 
at; this was done, for example, by Kay et al 
(1969), Rosenthal and Klerman (1966) and 
Rosenthal and Gudeman (1967a, 1967b). This 
might appear to imply thaténformation valuable 
for diagnosis and prognosis will be wasted; on 
the contrary, the information content of 
available data is enhanced in this way, since 
more specific questions can be investigated and 
more precise answers obtained. Although the 
general argument has been illustrated by 
reference to discriminant function analyses— 
partly because discriminant analysis is used 
extensively in the second paper of this series— 
these points apply equally to other forms of 
multivariate analysis. 


Levels of Classification 


Even if we agree to limit what Derogatis et al 
have called the ‘primary variable domain’ to 
clinical symptomatology, problems in choosing 
the variables by which to classify are by no 
means atan end. If we wish to factor analyse the 
data, the selection of variables is fairly straight- 
forward; we simply ensure that the various 
symptomseand signs of depression are adequately 
covered by the data. If, on the other hand, our 
aim is to test the two-group hypothesis, we 
“might do so by means of the discriminant 
function. Let us suppose that the modality of 
the score distribution is to be the criterion of 
whether one or two groups are present and that 
an independent sample is available to test the 
modality. We have the same data as in the 
factor analysis above, but find that some of the 
items do not in fact discriminate very well, if 
at all, between the diagnosed psychotic and 
neurotic depressives. Should we include these 
items or not in our discriminant analysis? If we 
are inclined a priori to the one-group view we 
might, as Kendell (1968 and 1970) did, exclude 
the poor discriminators in order to maximize 
the chances of finding the alternative (two- 
group) hypothesis to be true. If on the other 
hand we tend to the two-group view we may, 
on the same principle, include them to minimize 


the chances of finding the two-group view to be 
correct. These decisions would be strategic in 
nature. If the two analyses give the same result, 
we probably need not look any further. How- 
ever, what happens if the ‘maximizer’ does 
indeed find a bimedal distribution and that the 
‘minimizer’ does indeed find a unimodal 
distribution ? 

We should then be in something of a quan- 
dary and there are two possible ways out of it. 
The first would require a theory about the 
nature of the clinical differences between the 
groups, which would identify the clinical 
features expected to distinguish between them, 
and we would base our analysis on these, 
regardless of how the groups actually differ. The 
second solution involves specifying further the 
nature and extent of the differences sought; in 
this, the ‘maximizing’ and ‘minimizing’ ap- 
proaches can be seen to have something more 
than a strategic function. Are we prepared, 
then, to accept any independently confirmed 


bimodal distribution as indicative of two 
groups, no matter what clinical items it is 
based on ? 


An analogy—though an imperfect one—may 
be useful. If we were asked to decide whether 
Cox’s Pippins differ from Golden Delicious, we 
might reply that the answer depends on what is 
meant by ‘differing’. In one sense, Cox’s 
Pippins and Golden Delicious do not differ at 
all, both being varieties of apple; in another 
sense,. they are different in that they are 
different kinds of apple and vary in size, colour, 
texture, etc. They are the same fruit, sharing 
general characteristics that distinguish them 
from other fruit such as pineapples, oranges or 
peaches, but within this overall similarity there 
are differences large enough to distinguish them 
as varieties. If we were not already aware of this 
we might, on being asked the question, have 
attempted to answer it through a ‘maximizing’ 
and ‘minimizing’ discriminant function analysis. 
The ‘minimizing’ analysis, based on all the 
measurable, fruit-like characteristics of the 
apples, would provide an answer to the question 
whether Cox’s Pippins and Golden Delicious 
are different fruit and the ‘maximizing’ analysis, 
based on a subset of more specific characteristics 
which differ between the two, would be relevant 
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to the question whether they are different types 
of apple. Of course the analogy is imperfect, 
being drawn from a field in which a hierarchical 
nosological structure is established as valid and 
workable, having phyla, orders classes, etc. The 
notion of ‘levels’ of psychiatric nosology is 
analogous to the biological concept of taxono- 
mic ‘rank’, but need not imply a hierarchical 
arrangement of clinically-defined syndromes; it 
could be understood in a purely statistical sense 
to refer to varying degrees of similarity, quanti- 
fied by some measure of the distance between 
diagnostic groups. 

By analogy, therefore, we can ask whether we 
are looking for two kinds of psychiatric illness or 
two kinds of depressive illness in the issue of 
psychotic and neurotic depression. At what level 
is the question being posed? The ‘minimizing’ 
analysis may be considered a test of the hypo- 
thesis that the groups differ at a general, illness 
level and the ‘maximizing’ one a test for 
differences of a less global kind. It may be said 
that it is universally understood that studies in 
the classification of depression are testing for the 
existence of sub-groups within the depressive 
population and are therefore interested in the 
second question. While this may well be so, it 
seems useful to point out the different possible 
ways of construing the sorts of analysis commonly 
employed. The ‘maximizing’ and ‘minimizing’ 
strategies suggested here are no more than ad hoc 
procedures, which may be informative in initial 
attempts to test for the existence of group 
differences. Numerical taxonomists have more 
systematic and elegant ways of dealing with this 
kind of question: see, in particular, Jardine and 
Sibson (1971) and Sneath and Sokal (1973). 
See also Foulds’s (1962, 1965) discussion of 
differentiae and specific differentiae. 

That these points have practical relevance can 
be seen by taking a critical look at a study by 
Gurney et al (1972) who investigated the 
distinction between anxiety states and depressive 
conditions and employed, among other multi- 
variate procedures, the discriminant function, in 
the form of a multiple regression analysis. They 
began by regressing the diagnostic dichotomy on 
a set of 58 clinical, aetiological and personality 
features. The 13 items having the greatest 
coefficients of individual determination were 


identified, their weights in the 58-item analysis 
applied to the patients’ scores on the 13 items in 
question and the resulting distribution given is 
bimodal. A number of points may be made 
about this set of procedures:—(1} The 58 items 
and the subset of 13 items include a mixture of 
background (aetiological, personality) and clini- 
cal features and interpretation of the analysis 
is thus uncertain, dor the reasons discussed 
earlier; one cannot say whether the separation 
achieved is due to symptoms, background 
factors or both. (2) If it is true that subgroups 
corresponding to the ‘psychotic’ and ‘neurotic’ 
stereotype are present within the depressed 
group, and it is agreed that anxiety states are 
‘neurotic’? rather than ‘psychotic’ conditions, 
then the analysis is. contrasting two groups 
differing at more than one level—depressions 
(psychotic and neurotic) vs. anxiety states 
(neurotic). It might be thought preferable to 
examine the differences between diagnosed 
neurotic depressives and (neurotic) anxiety states; 
such a comparison would be clearer in meaning. 
(3) Since the numbers in the groups are small, 
relative to the total number of variables 
analysed (68 anxiety states, 62 depressives and 
58 items used), the values of the weights will be 
extremely unstable. A re-run of the regression, 
using only the subset of thirteen items, would 
have provided more reliable estimates of their 
weights. It would also be informative to have a 
plot of the score distribution based on all 58 
items or, rather on the 28 or so clinical items i 
(a minimizing analysis). (4) Gurney et al’s 
reliance on the thirteen items with the largest 
coefficients of individual determination might be 
criticized on the grounds that the items have 
been identified post factum, Apart from its use in a 
maximizing/minimizing strategy, there are fwo 
purposes for which such selection can be 
considered legitimate: (i) Where the aim is not 
to test the two-group view, but to find an 
empirical predictor which will allocate new, 
previously unclassified individuals to one or the 
other group, substantially as the diagnosing 
psychiatrist would have done. This objective 
has nothing to do with the theoretical question 
of whether the two diagnostic groups are 
clinically distinct. Where a purely empirical 
predictor is sought, it does not matter what 
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variables are used (length of hair and eye-colour 
could be used if they were found to discriminate 
well, for example) nor how they are identified, 
as long as the predicting equation performs well 
‘with individuals from which it was not originally 
derived. This appears to be one of Gurney et al’s 
objectives. (ii) The second aim for which the 
- post factum selection of discriminators is allow- 
able is of a theoretical lind. Where an in- 
vestigator hypothesizes the existence of a 
dimension along which two given groups are 
. bimodally distributed, he is entitled to search in 
any desired way to find this dimension, This 
might involve, in the first instance, isolating a 
subset of variables from a regression equation. 
Its application to a group of depressives and 
anxiety states would however be a test of the 
dimension itself, rather than of the two-group 
hypothesis. On finding a dimension giving a 
bimodal distribution that separates the groups 
effectively, one would have to (a) show that the 
result is a stable, replicable one and (b) unless 
strict operationalist tenets were held, elaborate 
on the nature of the scale found. On this second 
point, it is clear that the interpretation of such a 
finding along a dimension that is essentially a 
scale of severity would be quite different from 
what it would be if the scale contrasts two 
groups having different sets of symptoms. The 
authors die not attempt to interpret the scale 
on which they found a bimodal distribution and 
one infers that the search for a hypothesized 
‘dimension was not one of their objectives. 


Gurney et al’s interpretation of their appa- 
rently successful separation of anxiety and 
depressive states is for these reasons open to 
question, 


. 
Conclusion 


There are few difficulties associated with 
designing analyses to take account of the 
points mentioned in this paper. The main 
requirement is that, to avoid bias and halo 
effects, data „are gathered by independent 
investigators for each of the distinct domains of 
variation which are considered here and of 
interest to the ştudy. The perfect study would 
be based on a random sample of the community, 
large enough to include substantial numbers in 
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the diagnostic categories under investigation— 
an extremely costly venture. 

The costs are financial and administrative; 
the advantages would, at a minimum, include a 
substantial increase in the precision and 
interpretability of empirical classification studies. 
Putting these principles into operation does not 
guarantee success in classification but, as 
Blumenthal has pointed out, neither does it 
preclude success, while the alternatives may well 
do so. 
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Psychotic and Neurotic Depression : 2. Clinical Characteristics 


By MAIRE NI BHROLCHAIN, G. W. BROWN and T. O. HARRIS 


SUMMARY Aeeries of discriminant function analyses based only on 
clinical symptomatology suggests that psychotic and neurotic de- 


pressives do not differ globally but at a fairly specific level and that 


the principal, if not only, clinical difference between the groups is one 
of severity. This interpretation is reinforced by the fact that there are 
few symptoms more common in the neurotic group. There is suggestive 
evidence that symptoms generally thought to characterize neurotic 
depression may conduce to referral to psychiatric services. The 
neurotic depressive syndrome as classically conceived may therefore 
be an artificial one, created by selective factors bringing patients with 
particular symptoms into hospital populations. 


In this paper, the second of a series of three, 
we examine whether the groups diagnosed as 
psychotic and neurotic depressives can be 
distinguished from each other by means of their 
clinical characteristics. To this end, we employ a 
number of discriminant function analyses. We 
ignore faetor analysis since it cannot be used as 
a test of the two-group hypothesis; this is 
because, as Maxwell (1971) has indicated, the 
statistical @equirements of the factor analytic 
model are contravened by the pooling of data, 
if there are two distinct homogeneous groups 

‘in the sample analysed. We have not used 
clustering methods, as we believe they will be 
profitable in this field only when good reasons 
are evident for choosing one particular target 
structure of clusters rather than another, 
There are many ways in which individuals 
might cluster with reference to one another; to 
search for groupings without taking this fact 
into account is a weak, not to say haphazard, 
strategy (Cormack, 1971). 

The approach taken here to interpretation of 
the discriminant function analysis of psychiatric 
data has beep discussed in detail in the pre- 
ceding paper (Ni Bhrolcháin, 1978) from which 
two general points may be summarized briefly. 
First, it has been argued that, to avoid ambi- 
guity, tests of the two-group hypothesis should 
be confined in the first instance to clinical 
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symptomatology. Whether the groups differ 
aetiologically is a distinct issue and is dealt with 
in the third paper of this series (Brown, Ni 
Bhrolchain and Harris, 1977). Second, in 
attempting to discriminate between two diag- 
nostic groups, one may test for differences of a 
higher and lower order. A ‘minimizing’ analysis, 
tending to minimize the chances of finding 
bimodally distributed discriminant scores, in- 
cludes all the symptoms and signs descriptive of 
depression and is conceived of as testing for 
differences at a general, illness level. A ‘maxi- 
mizing’ analysis, tending to maximize the 
chances of finding bimodally distributed scores, 
is based on the features which differ between the 
groups and is construed as testing for the 
existence of lower-level group differences. In 
current psychiatric terminology, convenient and 
well-understood terms are not readily available, 
to refer to these levels of similarity and dis- 
similarity, Essen-Méller’s (1973) distinction 
between ‘gross’ and ‘specified’ syndromes con- 
veys some of the intended meaning, as does 
Foulds’s notion of ‘classes’ and ‘groups’ (Foulds, 
1965; Foulds and Bedford, 1975), 

The notion of levels of psychiatric nosology 
has, of course, a direct parallel in biological 
classification in the idea of taxonomic rank. 
However, it does not necessarily imply a 
hierarchical arrangement of diagnostic groups. 
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Nosological studies of a large variety of diag- 
nostic groups would be necessary for further 
clarification; the extent of similarities and 
dissimilarities between two diagnostic groups 
could then be evaluated by reference to their 
closeness to and distance from other diagnostic 


groups. 


Design and Data Collection 


The patient group on which the study is 
based has been described fully in Brown, 
Sklair, Harris and Birley (1973). The records of 
female patients admitted as in-patients to the 
Maudsley, Bethlem and St. Francis Hospitals 
were screened regularly and those aged 18 to 
65, resident in the old borough of Camberwell in 
South London, were eligible for inclusion. To 
identify out-patients, psychiatrists at the clinics 
serving Camberwell were contacted regularly 
and asked for the names of patients recently 
admitted and presenting with depressive symp- 
toms. In- and out-patients were admitted to the 
study if an important change had occurred in 
their condition during the 12 months prior to 
admission (in-patients) or first out-patient 
contact {out-patients). In subsequent dis- 
cussion, ‘admission’ refers, for out-patients, to 
the first out-patient contact. In all, 114 patients 
were examined: 73 in-patients and 41 out- 
patients. There were two, and in some cases 
three, independent interviews: (a) the research 
psychiatrist, using a schedule based on the PSE 
(Wing et al, 1974), conducted the clinical 
interview without inquiring into social circum- 
stances such as life events and other social 
difficulties and on this basis diagnosed the 
patient as psychotically or neurotically de- 
pressed. The diagnosis was made, therefore, 
purely on the symptoms and impairment 
presented at interview and was unbiased by any 
halo effects resulting from the assumption of a 
greater constitutional component in psychotic 
depression. Sixty-two patients were rated as 
suffering from psychotic and 49 from neurotic 
depression; 2 patients with definite manic 
symptoms were excluded. (b) One of two 
research sociologists interviewed each patient 
about. her life events and other social circum- 
stances during the year prior to interview. 
Although this interviewer also obtained details 
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of the onset of the disorder, she was unaware of 
the psychiatrist’ s diagnosis. (c) The second 
sociological interviewer saw a close relative of 
the first 50 patients in the sample and collected 
‘the same social information, together with data 
on the timing of the onset of the patient’s 
condition (Brown et al, 1973). 

The clinical ratings comprise 74 distinct 
scales: a complete list of these is given in the 
Appendix. (Available on application to author). 
They fall into three groups: dsi) Symptoms: 
55 symptoms were rated present or absent; they , 
cover a wide range, descriptive of depressive 
conditions, and include most of the items 
generally regarded as characteristic of psychotic 
and neurotic depression. (ii) Severity ratings: 
15 severity scales, having from 4 to 7 points and 
measuring the severity of groups of symptoms, 
such as anxiety, retardation, sleep disturbance, 
etc. Two are ratings of the number of symptoms 
present. (iii) Onset and development items : 4 scales 
describing, e.g. fluctuating course of the disorder. 

The mental state of the patient was rated on 
all these scales, both for the time of admission 
and for each of the critical change points 
including initial onset, occurring in the year 
prior to admission. The pre-admission data were 
obtained by retrospective questioning. Their 
reliability may be gauged from the 86 per cent 
agreement, for the first 50 patients examined, 
about the dating of onset between the account 
of the patient herself and that of the relative 
interviewed. One of the present authors (G. W. ° 
Brown) subsequently repeated the diagnostic 
classification without knowledge of the research 
psychiatrist’s allocations. Overall agreement 
between the two sets of diagnoses was 78 per 
cent. Assuming the two raters have the same 
rate of error, the proportion of agreemehts 
between them is given, where p is the proportion 
of correct diagnoses made by each rater, by p° + 
(1-p)?. This quantity is equal to 0.78 so that p, 
the accuracy figure for each rater, is 0.87 or 
87 per cent. 


Some preliminary points 

In line with the arguments of the preceding 
paper, we have restricted our test of the two- 
group view to clinical items and have omitted 
aetiological variables as well as personality and 
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other background features such as age. But even 
within this area, it is important to distinguish 
symptoms as such from their interference with 
the patient’s daily life. It has been argued (e.g. 


by Wing, 1973) that severity of symptoms and: 
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degree of impairment are not strictly correlated 
and should be analysed independently. How- 
ever, when it comes to differential diagnosis, we 
believe that impairment is as much part of the 
clinical picture as symptomatology and for this 


TABLE I 


Admission data: 


items and their weights in the discriminant Junction analyses and incidences in the psychotic and neurotic 


e groups 


Doreen 


> ° 











% positive 








Weights Psychotics Neurotics P < * 

Analysis based on: ` 

(a) 8 items significantly associated with diagnosis at the 5 ber cent 
level (4.1) 
Retardation 2.102 73% 31% 001 
Waking early 1.518 56% 22% 05 
Severity of obsessions/preoccupations** 0.880 82% 63% .05 
Severity of impact on employment/household tasks** 0.628 84% 65% .05 
Loss of appetite 0.679 81% 63% 05 
Slowness of thinking/speech 0.189 44% 20% .05 
Overall severity**** — 0.340 16% 41% .O1 
Total number of symptoms** — 1.087 58% 39% .05 

(b) 17 items associated with diagnosis at the 20% level (A.2) 
Retardation 2.166 73% 31% .001 
Waking early 1.623 56% 22% 05 
Severity of obsessions/preoccupations** 1.047 82% 63% 05 
Severity of impact on employment/household tasks** 0.644 84° 65% .05 
Middle insomnia A 0.557 52% 37% 2 
Diurnal variation, worse am 0.532 45% 31% 2 
Initial insomnia 0.487 69% 55% 1 
Loss of weight 0.412 48% 31% -l 
Loss of appetite 0.147 81% 63% .05 
Severity of effect on day-to-day routine** —0.069 71% 55% l 
Slowness of thinking/speech —0.147 44% 20% .05 
Severity of appetite disturbance*** —0.253 35% 47% wl 
Overall severity**** — 0.538 16% 41% .01 
Decisions —0.545 60% 47% iz 
Verbal attacks —0.681 29% 43% 2 
Specific worry ~—0.762 53% 65% 72 

« Total number of symptoms** ~ 1.106 58% 39% 05 
N=62 N = 49 


(c) 39 items (A.3)—The reliability of the estimates is so low that the weights are not given here (see Table II). 











* This column gives the significance level of the association between the individual symptoms at onset and 


the psychotic/neurotic dichotomy, by uncorrected 72. 


** These items, originally 4-5 
other items are binary ratings. 


*** Dichotomized at marked and moderate loss vs little or no loss or some 


very rare. 


**** Severity is gated from | (severe) to 5 (mild) 
dichotomization 0 represents, therefore, 


rated in the intuitively obvious way—a high score representing high severity. 


s 


point scales, have been dichotomized at the best discriminating point. All 


gain in weight: weight gain was 


and dichotomized at the best discriminating point. On the 
high and | low overall severity. The other severity scales are 
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reason, we have included items such as impair- 
ment of the patient’s employment in the analyses 
to be described. 

Using the discriminant function to test the 


distinctness of two groups raises the question of 


what statistical criterion should be relied on in 
judging whether one or two groups are really 
present. Three possible criteria for the decision 
suggest themselves: 


(1) R?, the proportion of the total score 
variance accounted for by the two-group 
division, is the statistic most commonly used for 
evaluating the success of a regression equation in 
predicting a dependent variable (here, group 
membership). 


(2) The theoretical misclassification rate 
might also be considered; this allows an 
estimate of what percentage of errors would be 
made by the discriminant function in classifying 
new individuals into one or other diagnostic 
category. 

(3) The modality of the score distribution 
has been a popular criterion in this field, being 
used by for example, Carney, Roth and 
Garside (1965) and Kendell (1968, 1970). 
Nevertheless the bimodality criterion is, as 
Hope (1969) has pointed out, an arbitrary one 
since it requires that the group means be 
separated to an arbitrary extent. Hope (1969) 
points out further that diagnostic unreliability 
may have the effect of concealing bimodality in 
apparently unimodal distributions. Hope’s argu- 
ment and calculations require modification, the 
details of which are available on request from 
the authors. Modality is the criterion of all 
three about which least is known statistically. 

We shall consider all three criteria in judging 
the outcome of the analyses reported below. 
Analyses of this kind ideally require an in- 
dependent sample for validation purposes. Since 
a second sample is unfortunately not available 
in this study, our results must be considered 

* tentative and subject to confirmation. 


Discriminant function analysis 


In all, six discriminant analyses were carried 
out, based on data sets ranging from a 4-item 
set to a 4]-item set. The items were chosen for 
inclusion as follows: 
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O.1 (Onset) and A, 1 (Admission) : ‘Maximizing’ 
analyses: These are based on the clinical features 
having incidences of 15 to 85 per cent in each of 
the two diagnostic groups and associated with 
diagnosis of the 5 per cent level of significance at 
onset (4 items) and» admission (8 items). 
Significance levels are based on y? to which, in 
order to include as many potential discrimin- 
ators as possible, Yates’s correction has not been 
applied. The items and. their weights in the 
admission analysis are given in Table a. 
These analyses correspond to the ‘maximizing’ 
strategy, outlined earlier and discussed in the 
previous paper. 

Note that ‘maximizing’ is not strictly true of 
these analyses. Choosing e.g. the’ eight items 
most strongly associated. with the psychotic/ 
neurotic dichotomy at the zero order level does 
not ensure that these are the best 8 discrimin- 
ators taken together. Moran (1966) discusses 
this general regression problem in the psychiatric 
context and explains that there is no practicable 
way of finding ‘best’ jeint m discriminators of n 
possible variables, when n and m are large. 
‘Maximizing’ is used here in the sense outlined 
in the preceding paper, viz. that the object in 
using a given set of items is to maximize, 
within the constraints mentioned in this 
footnote, the chances of finding bimodality in 
the score distribution. . 


0.2 (Onset) and 4.2 (Admission) : ‘Intermediate’ 
analyses: These include the clinical items having 
15 to 85 per cent incidence and associated with 
the diagnostic dichotomy at the 20 per cent level 
of significance: 15 items at onset and 17 at 
admission. The items and their weights in the 
admission analysis are given in Table In. We 
refer to these analyses as ‘intermediate’. (For 
economy, items, incidences and weights for the 
onset analyses are not given; they closely 
resemble the admission results). 


0.3 (Onset) and A.3 (Admission) : ‘Minimizing’ 
analyses: These are based on symptoms and 
severity ratings which have incidences of 
between 15 per cent and 85 per cent in each 
diagnostic group, regardless of their association 
with diagnosis: 41 at onset and 39 at admission. 
They correspond to the ‘minimizing’ strategy 
outlined above. 
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The elimination of items with low or high 
frequencies in either group is necessary by virtue 
of the assumption of equal variance—covariance 
matrices for the groups involved in the derivation 


of the linear discriminant function. Maxwell- 


(1971) suggests the use with binary data of 
items having incidences in the range 20 to 80 
per cent. The number and nature of the items 
which would have been excluded thereby from 
the admission analyses were considered sufficient 
greunds for which to relax the range down to 
15 per cent and up to 85 per cent. It might be 
objected that this restriction in itself reduces the 
likelihood of discriminating successfully be- 
tween the groups, since some clinical items 
might be very common in one group and very 
rare in the other. This was not true of any of the 
items excluded on these grounds, all of which 
had either high or low incidences in both groups 
—for example 77 per cent of psychotics and 
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92 per cent of neurotics were positive on 
‘Crying’ at admission (p < .05) and 8 and 24 
per cent, respectively, on ‘Diurnal variation, 
worse p.m.’ (p <.05). There are, in fact, 
statistical procedures for the derivation of a 
discriminant function when the variance- 
covariance matrices are not similar in the two 
groups (cf. Anderson, 1975 and references), but 
these came to our attention too late to in- 
vestigate their applicability to data of the kind 
analysed here. 


Results 


The statistics associated with the six analyses 
are given in Table II. 

(1) Re: If we were to judge solely by Rẹ, 
interpretable as the ratio of between-groups to 
total variance, we should probably reject the 
two-group hypothesis out of hand. For the six 
analyses, R? ranges between 0.15 and 0.45 (see 


Taste II 
Statistics associated with the discriminant function analyses based on symptoms and severity ratings at onset and admission. 


N's are 62 psychotic depressives and 49 neurotic depressives 





Data sets include items with incidences of 15°%-85 % associated by z? with the psychotic/neurotic dichotomy at: 


All items with incidences of 








5% level 20% level 15%-85% 
. O.I A.l 0.2 A.2 0.3 A.3 
Onset Admission Onset Admission Onset Admission 
Number of items 4 8 15 17 4] 39 
0.15 0.29 0.23 0.35 0.41 0.45 
Corrected R2* 0.13 0.24 0.12 0.24 0.07 0.16 
F test p <.002 p<.0001 p <.05 p <.001 p> .3 p= .08 
ryo** 0.72 0.75 0.42 0.63 0.00 0.26 
x? goodness-of fit test*** 4? = 144.3 y2? = 22.1 = 24.4 xt =52 xy =4.7 (i) 2 = 15.46 
df = 5 df = 6 df = 8 df = 8 df =8 df =8,p = .051 
š =0.0 p<.002 p <.002 p>.7 p>.75 (ii) x? = 7.6 
df = 6, p > .25 
Theoretical mis-classification 
rates 
Psychotics 33% 24% 29% 21% 17% 16% 
Neurotics 34% 28% 30% 26% 25% 22% 
Total 33% 26% 29% 23% 20% 19% 








to differ from it at the 10% 


level of significance. It is, thus, a measure of 
discriminant function ; see Hope (1968) Chapter 7, 


* This corregtion is designed to adjust for capitalization on chance effects. See e.g., Guilford (1965) p. 401. 
** rio is the minimum correlation another discriminant 


function must have with a given function in order not 
the precision of estimation of the 
and Fisher (1940). 


*** The 7? testsare based on cells obtained by dividing the score distribution into intervals half a (total group) 
standard deviation wide. Cells with expected frequencies of less than 5 are combined. See text for dis- 
cussion of the two values of y? given fer analysis A.3. 


. 
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Table II}. By any standards, these figures are 
extremely low; at most, the diagnostic divide 
accounts for less than half of the score variance 
(45 per cent in analysis A.3). Furthermore, the 
‘raw’-R? is always an overestimate since R? 
will certainly decrease when the functions are 
applied to an independent sample: R? will be 
overestimated in any particular sample and, 
with a given sample size, the greater the number 
of items used the greater will its standard error 
be. The adjustment used here is that given in 
Guildford (1965) p. 401 and must be considered 
only an approximation. Some idea of how sharp 
the reduction of R? would be is given by the 
‘Corrected R” figures in Table II. These 
adjusted figures range from 0.07-to 0.24, 
indicating that we could expect less than a 
quarter of the score variance to be attributable 
to diagnosis if the best of these functions were 
used on a new set of patients. It is:true that the 
F test is significant in the maximizing and in 
the intermediate analyses (but not in the 
minimizing analyses): all this means, however, 
is that their R*’s differ significantly from zero. 
In summary, the very low R? figures give little 
or no support to the two-group view and clearly 
favour the one-group hypothesis. 


(2) Miselassification rates: The- theoretical 
misclassification rates in the six analyses range 
from 19 per cent for the minimizing admission 
data analysis to 33 per cent for the maximizing 
onset data analysis. The usefulness of the mis- 
classification rate as a criterion is doubtful, 
however, since there is no conventionally 
accepted level beyond which an error rate is 
considered ‘too high’. The 19 per cent and 
20 per cent figures obtained for the minimizing 
analyses (A.3 and O.3) may be fairly low for 
this kind of data, but some might argue that a 
20 per cent overlap is too large and that the 
separation could only be considered’ satisfactory 
if the overlap were, say, below 10 per cent. 
Besides, if the relatively low  misclassification 
rates of the minimizing analyses are taken as 
supporting the two-group view, these same 
analyses’ poor showing on the R* and modality 
criterions, as we shall see below, counteracts 
this support. 


(3) Modality: The x? goodness-to-fit test was 
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applied to test for departures from normality in 
the score distributions of the six discriminant 
analyses. This is a rather strong test of uni- 
modality since there is no reason to suppose that 
if there is only one mode, the null hypothesis 
distribution should be normal, at any rate with 
a fairly small sample. Since there appears to be 
no test for modality in existence, a test for 
normality is the only glternative to simple visual 
inspection. Results are given in Table II. The 
score distributions. for all six analyses are given 
in Fig 1. 

Both of the maximizing analyses (O.1 and 
A.l) have score distributions that depart 
significantly from normal and both tend fairly 
clearly to bimodality; this is seen in Fig la. The 
minimizing analyses (0.3 and A.3), on the 
other hand, are not significantly different from 
normal in their score patterns and appear fairly 
clearly unimodal (cf. Fig le). This conclusion 
might be questioned in the case of the minimiz- 
ing admission data distribution (A.3) which in 
the goodness-of-fit test with 8 df has a y? of 
15.459 and an associated probability value of 
.051. The main contributors to this x? are the 
three extreme cells at each end of the distri- 
bution where the observed numbers *substan- 
tially exceed the expectations from normality. 
Since this sort of departure fron unimodality is 
not critical, the test which excludes thee, having 
a y? of 7.6, 6 df and | p >0.25 is probably a 
better guide. ore 


The intermediate adye which may be 
considered, for those who would think the 
5 per cent significance level too restrictive, a 
possible alternative to the maximizing analyses 
—-are discrepant; the score distribution of the 
intermediate onset analysis (O.2) is significantly 
non-normal and that of the comparable ad- 
mission analysis (A.2) does not depart from 
normality (cf. Fig Tb). It will be seen, however, 
that the discrepancy in’ this respect between the 
two intermediate. analyses is probably of little 
consequence. pa 


In summary, the results of the minimizing 
analyses (O.3 and A.3), judged by both R? and 
the bimodality criterion, would suggest that the 
psychotic and neurotic groups cannot be 
distinguished at a general, ‘illness’ level. (The 
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Fic 1.—Distributions of discriminant function scores for onset and admission. The shaded area represents psychotic 
patients and the unshaded area neurotic patients. 
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reasons for dealing with such an apparently 
trite question are discussed in the preceding 
paper). Their misclassification rates are low 
enough to suggest the opposite conclusion, but 
this is very much a matter of opinion and, in 
view particularly of the low adjusted R2’s, we 
should be inclined to discount them. Taking 
modality as the criterion, the intermediate 
analyses give an equivocal result—distribution 
0.2 tending to bimodality and A,2 to normality 
-~but their low R®’s and fairly substantial error 
rates would seem, again, to give little support to 
the two-group view. The maximizing analyses, 
on the other hand, give clear evidence of 
bimodality and, despite their low R? values and 
fairly high error rates, might be interpreted on 
these grounds, in view of the popularity of the 
bimodality criterion, as giving limited support 
to the view that at some fairly specific level the 
groups are distinguishable. Nevertheless, the 
nature of the items with which these two bimodal 
distributions have been obtained points to the 
possibility that even a tentative conclusion in 
favour of two sub-groups would be ill-founded; 
this is because indices of severity predominate 
among the items included in the maximizing 
analyses which produce the bimodal score 
distributions. 

Three of the four items included in the 
maximizing onset analysis—i.e. those associated 
at onset with the psychotic/neurotic dichotomy 
at the 5 per cent level—are indices of severity. 
These are overall severity, severity of obsessions/ 
preoccupations and total number of symptoms; 
the fourth (retardation) might also be inter- 
preted as essentially a measure of severity of 
depression. Retardation could be seen as 
primarily a matter of severity if severity of 
depression is construed as an index of the 
degree of ‘hopelessness’ and of the ‘giving up- 
given up’ complex described by Engel (1967). 
Its association with the rating of ‘overall 
severity’ is 0.42, as measured by the phi 
coefficient: 90 per cent of patients positive on 
retardation are rated high on overall severity, 
compared with 53 per cent of the non-retarded 
patients. Similarly, four of the eight clinical 
items significantly associated with the dichotomy 
at admission, and included therefore in the 
maximizing admission analyses (A.1), are 
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severity measures (see Table Ia). Retardation is 
also among these eight and has in all the 
analyses reported the highest weighting. It is 
clear that severity indices are over-represented 
“among the statistically significant clinical differ- 
ences between the groups; four of the 15 severity 
items compared with 4 of the 55 symptom items 
are significantly associated at admission with 
diagnosis. We may &sk, therefore, whether the 
clinical difference between psychotic and neuro- 
tic depressions is either wholly or principally a 
matter of severity. (There are many possible 
concepts of ‘severity’, e.g. severity of hopeless- 
ness, severity as retarded quality, as depth of 
depression or degree of impairment. While it is 
probable that all of these are closely associated 
with one another, we must for the moment 
leave open which one or combination of these 
might be critical. Our rating of ‘overall severity’ 
has, in fact, been based more on the component 
of impairment and on the intensity of any 
psychiatric symptoms, not necessarily depressive 
in character, such as panic attacks. It is thus not 
simply an index of the severity of depressed 
mood). We refer to this proposition as the 
‘severity hypothesis’. 

One rather unsatisfactory way of dedling with 
this question involves the discriminant function; 
a second—simpler and more intuitive—is based 
on the raw data on symptomatology. We 
consider each of these in turn, 

(1) The argument from the discriminant function: 
The discriminant. function cannot tackle the 
question whether the only difference between 
the psychotic and neurotic groups is in the 
severity of disturbance. Discriminant function 
analysis can, however, establish how success- 
fully the groups can be separated by means of 
severity ratings. It might be suggested that 
confirmation of the severity hypothesis would 
require that the severity measures alone should 
perform better than symptom items alone in 
discriminating between the groups. While this 
is evident in a simple way from the fact that 
many more severity ratings, preportionately, 
than symptoms are associated with the diag- 
nostic dichotomy, this suggestion would impose 
a false dichotomy on the clinical ratings. The 
severity scales are partly presence/absence 
ratings, since a severity rating of nil is given if 
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none of the group of symptoms covered by a 
given severity scale is present. The symptom 
ratings, similarly, are partly measures of 
severity; they are rated present if above a 
certain threshold laid down by the rating 
criteria. 

Two further discriminant analyses were 
carried out based on (a) all but two of the 
severity indices—-a total of 13 items (A.4) 
(‘Severity of elated mood’ is excluded since only 
one patient ‘received a non-zero rating and 
‘number of new symptoms’ since it is a measure 
of acuteness of change in symptoms rather than 
strictly of severity), and (b) the 13 items in 
(a) above together with ‘retardation’ (A.5). 
Admission data only will be considered as the 
results for onset are similar. 

Do these analyses succeed in separating the 
groups? Analysis A.4, based on the thirteen 
severity items alone, does not perform parti- 
cularly well; its R? is low at 0.18 (0.08 correc- 
ted), it has a fairly high misclassification rate 
of 32 per cent and its score distribution does 
not depart significantly from normality (x? = 
7.51, df = 6, p >0.25). Adding retardation as 
a discriminator improves the separation; analysis 
A.5 hasan R? of 0.28 (0.18 corrected), an 
overall misclassification rate of 27 per cent and 
its score distribution is significantly non- 
normal fy? = 13.37, df = 6, p <0.05), 
appearing visually to tend to bimodality. 
(For the comparable analyses of onset data, the 
reverse is the case: the 13 severity items score 
distribution is significantly non-normal and the 
14-item score distribution (including re- 
tardation) does not depart from normality). 
In these three respects, analysis A.5 is compar- 
able to the maximizing admission analysis (A.1). 
In other words, the psychotic and neurotic 
groups can be separated as effectively by using 
the severity measures together with retardation 
as they can by choosing, post factum, the ‘best’ 
eight discriminators taken singly. 

It may be objected at this point that the 
separation athieved in analysis A.5 is never- 
theless not a particularly good one-—in that its 
multiple R? is low and the misclassification rates 
are fairly large. This is indeed so, but need not 
be fatal for what we have called the severity 
hypothesis. In fact, there are two forms that the 
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severity hypothesis might take: (1) that on a 
true scale of severity (which, of course, the 
discriminant function is not) there is a bimodal 
distribution, comprising a mixture of the 
(higher severity) psychotic and (lower severity) 
neurotic groups’ distributions; or (2) that on a 
true scale of severity, the total group of de- 
pressed patients is unimodally distributed and 
that psychotics tend to be drawn on average 
from the upper end of the distribution and 
neurotics from the lower end. If the first were 
the true state of affairs, we might expect to 
obtain a better separation with the discriminant 
function than if the second held. In either case, 
we should not expect the separation to be 
strikingly good, since the research psychiatrist 
diagnosed the patients on the assumption that 
other clinical characteristics besides severity of 
disturbance differentiate the groups. If severity 
is in fact the over-riding clinical difference 
between psychotic and neurotic depression, then 
diagnostic allocations based on other criteria 
would to some extent reduce the power of 
severity measures as discriminators. Further- 
more, one cannot assume that existing measures 
of severity are sufficiently sensitive to dis- 
criminate well. More and better-validated 
indices of severity would be necessary before 
the hypothesis could be tested at all adequately 
by means of the discriminant function. In all, 
the evidence for the severity view from the 
discriminant function analyses presented here is, 
in our view, as good as it can be with the present 
data--encouraging and, at minimum, not 
negative. 

Before leaving this approach, the role of 
retardation as a discriminator must be men- 
tioned. Its large weightings, together with the 
large mean difference between the groups, 
indicate that its ‘coefficient of individual 
determination’ is by far the largest of all the 
items used throughout these analyses. This 
does not necessarily mean, as Hope (1968, , 
Chs. 7 and 10) explains, that retardation is 
‘more important’ in separating the groups than 
the severity items. However, it is worth noting 
that the single retardation item alone is quite an 
effective discriminator; if all patients who are 
retarded at admission were classified as psychotic 
and all the non-retarded as neurotic, 27 per cent 
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of psychotics and 31 per cent of neurotics would 
be misclassified, giving an overall misclassi- 
fication rate of 29 per cent. This compares with 
an error rate of 35 per cent if overall severity 
were used alone as a discriminator. Whether the 
effectiveness of the retardation item reflects the 
greater reliability of presence/absence symptom 
ratings and how far its success is due to the 
fairly sizeable association between retardation 
and ‘the overall severity rating cannot be 
established here. Retardation might also, as we 
have mentioned, be seen as itself an index of 
severity. 

(2) The argument from symptomatology: If the 
difference between psychotic and neurotic 
depression is simply one of severity, then the 
incidence of all symptoms should be higher 
among psychotics than among neurotics. Of the 
55 symptoms rated in this study, there are only 
two on which the group differences reach the 
5 per cent level of significance and which are 
also more common in the neurotic group: 
‘Crying’ and ‘Diurnal variation, worse in the 
evening’. Table III gives the percentages of 
each group having, at onset and admission, 
these and other symptoms commonly held to be 
neurotic features. These figures give little 
evidence of specifically ‘neurotic’ signs or 
symptoms of depression and underline the 
remark of Pilowsky, Levine and Boulton (1969) 
that neurotic depression is often diagnosed by 
default. Kendell’s (1976, p. 18) characterization 
of Type B depression—as denoting ‘. . . milder 
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illness, prone to fluctuate from day to day and 
lacking the characteristic features of (Type A)’ 
—is in asimilar vein. Foulds (1973), in proposing 
a more general version of the severity hypothesis 
‘presented here—viz. that the relationship 
between psychotic and neurotic depression is an 
inclusive one—has cited as supporting evidence 
the results of Foulds and Caine (1959), Foulds 
(1965) and Garside ePal (1971), all of which are 
consistent in revealing few, if any, clinical 
features more common in neurotic than "in 
psychotic depression. The lack-of symptoms and 
signs characteristic of neurotic depression is also 
reflected in Kendell’s data: of the 39 clinical 
items‘ (including those covering ‘history of 
present illness’) given in Tables I and II of 
Kendell (1968), only two—‘duration before 
admission over 12 months’ and ‘serious suicide 
attempt’—are. significantly . more frequent 
among the neurotic depressives than among the 
psychotics. 

It could of course be argued that the present 
results are due to the absence from the present 
study of such traditionally ‘neurotic’ items ‘as 
reactivity of depression, self-pity, hysterical 
symptoms and hypochondriasis (e.g. Kiloh and 
Garside, 1963). However, there are ‘plausible 
grounds for supposing that even the marginally 
higher incidences among diagnosed neurotics of 
those ‘neurotic’ symptoms on which we do have 
ratings—those given in Table ITI below—may 
be artefacts of the selective factors bringing . 
some patients into treatment and allowing 


Taste III 
The incidence of ‘neuratic’ symptoms in the psychotic and neurotic groups 














At Onset At Admission ; 
Psychotics Neurotics p* Psychotics Neurotics p* 
(N = 62) (N = 49) (N = 62) (N = 49) 
% % % % 

Crying 65 78 ns 77 92 < .05 
Diurnal variation, worse pm 8 18 ns 8 24 < .05 
Specific worry 60 51 ns 53 65 ns 
Panic attacks 16 20 ns 21 29 ° ns 
Irritability 65 71 ns 74 80 ns 
Verbal attacks 22 33 ns 29 43 ns 
Violence/destructive behaviour 5 12 ns 8 18 ns 





* Uncorrected 7° has been used. The significance of the association between diagnosis and ‘Crying’ and 
‘Diurnal variation, worse p.m.’ at admission is not affected by applying Yates’s correction. 
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others to evade the treatment net. The argument 
here is that psychotic (or severly disturbed) 
depressives who reach psychiatric treatment are 
a more representative sample of their popula- 
tion of origin than are neurotics who reach 
hospital services. There are a number of 
reasons for this supposition: (1) Psychotics are 
more severely depressed and they are, because 
of this, les+likely to be suBject to the vagaries of 
the social selective factors which conduce to 
tréatment-seeking and referral. The vast majo- 
rity of schizophrenics, for example, are likely to 
receive hospital treatment at some time during 
their illnesses; their conditions being perhaps 
less ‘normal? and more severe than depressive 
ones they are more readily seen as needing 
psychiatric care. See Brown, Ni Bhrolchain and 
Harris (1975) for a brief discussion of some 
potential social selective factors. (ii) Psychotic 
depression is generally assumed to occur in 
patients with stable pre-morbid personalities 
and ‘neurotic’ depression among those with a 
previous history of neurotic traits. The appear- 
ance of psychotic symptoms among ‘normal’ 
personalities might, therefore, be seen as so 
unexpected and inexplicable that the problem is 
immedi&tely defined as ‘psychiatric’ and thus a 
matter for referral to psychiatric services. In the 
neurotically depressed, on the other hand, 
depressive symptoms may appear to be no more 
than an exacerbation of enduring personality 
problems. Those of the neurotics who do reach 
in- and out-patient status may, it would be 
predicted, have had psychiatric referral sug- 
gested to them by a person with some technical 
experience of psychiatric illness, who would 
have recognized the symptoms as such. In 
particular, it might be expected that certain 
kinds of symptoms may conduce to referral. 
Far-fetched though they may appear, these 
conjectures receive some support from our data. 

From the social interview, we have inform- 
ation on who first suggested to the patient that 
she seek psychiatric help. We have grouped 
these sources under four heads: (1) the patient 
herself (S); (2) the patient’s husband or boy- 
friend; (3) ‘official’ referrals, e.g. by a G.P., 
social worker, probation officer and (4) other 
sources, e.g. friends, relatives, workmates. 
Although psychiatric treatment was first sug- 
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gested to only 15 per cent of patients by ‘official’ 
sources, the suggestion came from an ‘official’ 
source more often in the neurotic (22 per cent) 
than in the psychotic group (10 per cent), as is 
seen in Table IVa. This slight difference is 
increased when neurotics and psychotics are 
compared according to their scores on a neurotic 
symptoms index: this index is the number of the 
seven ‘neurotic’ symptoms given in Table III on 
which the patient is rated positive. Neurotics 
having low ‘neurotic’ scores are no more likely 
than psychotics with low scores to have had 
treatment first suggested by an ‘official’ source, 
but of the high scorers, none of the psychotic 
patients, compared with one-third of the 
neurotic patients, were originally referred by an 
‘official’ source (see Table IVb). The same trend 
is evident when neurotic and psychotic patients, 
positive on each of the seven ‘neurotic’ symp- 
toms, are compared for the origin of referral: 

neurotic patients positive on these ‘neurotic’ * 
symptoms have had referral originally suggested 
to them by an ‘official’ source more frequently 
than psychotic patients positive on the ‘neurotic’ 
items. While only two of the individual symptom 
tables reach significance (‘irritability’ and 
‘verbal attacks’) such a result would be expected 
by chance among seven tabulations with a 
probability of less than 5 per cent and all seven 
tables go in the same direction. If the number of 
referrals which were originally suggested by an 
‘official’ source can be construed as an index of 
biased selection, then the proportions of 
hospital neurotics displaying features such as 
violence, irritability, verbal attacks and so on 
may overestimate the frequency of these 
symptoms among neurotic depressives as a 
whole—that is, among those in and out of 
hospital. The apparent existence of symptoms 
‘characteristic’ of neurotic depression may, in 
other words, be an artefact of selection, since 
these symptoms in themselves may bring about 
referral to psychiatric services of individuals not 
displaying psychotic symptoms. Three of the” 
seven symptoms considered here are un-social, 
acting-out features: ‘verbal attacks’, ‘irritability’ 
and ‘violence/destructive behaviour’—a_ point 
which raises the possibility that it is the social 
distress these symptoms cause which conduces to 
the overreferral of the non-psychotic patients 
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Taste IV 


Source of referral (a) by diagnosis, (b) by ‘neurotic’ symptoms score. Figures in. brackets are row percentages 





(a) 











Diagnosis Official Husband S & Other Total 
Psychotic 6 (10) 24 (39) 32 (52) 62 
Neurotic 11 (22) 10 (20) 28 (57) 49 
e 17 (15) 34 (31) 60 (54) 111 

= 6.06, df = 2, p: <.05 ġ $ 
Bhi (Official v rest) = .18; Maximum phi = 0.48 
(b) Patients with ‘neurotic’ symptoms Patients with ‘neurotie’ symptoms” 

score of 0-3 score of 4-7 





Source of referral 


Source of referral 





Official Total 





Diagnosis Official S, Hb & Other Total S Hb & Other 
Psychotic 6 (13) 40 (87) 46 0 (0) 16 (100) 16 
Neurotic 3 (13) 20 (87) 23 8 (33) 18 (67) 26 
Total 9 (13) 60 (87) 69 821) 34 (79) 42 
> .3* p <.02 
Phi = 0.0; Maximum phi = 0.55 Phi-= 0.38; Maximum phi = 0.62 





x Significance levels are based on Fisher’s exact test. 


who display them. Hysterical symptoms and 
other features commonly supposed to char- 
acterize ‘neurotic’ depression but not represented 
here might well conform to the same expectation. 
In short, the fact that some symptoms are 
marginally more common among neurotic 
depressives may be due to social selective 
influences on referral patterns. The evidence 
presented here is undoubtedly weak but does, 
we feel, give sufficient cause for (i) urging 
caution in assuming that diagnostic groups in 
hospital samples are equally representative of 
their populations of origin and (ii) raising the 
question whether the neurotic depressive syn- 
drome, as classically conceived, may be an 
artificial one created by selective factors. 


Conclusion 


We believe that the evidence for the severity 
hypothesis is highly sug ggestive. Our results 
cannot be definitive and require the confirm- 
ation of an independent sample, which un- 
fortunately has not been available to us. We 
hope that others will attempt to replicate our 
findings. 

For clarity, it must be mentioned that the 
view that severity is the principal if not only 


clinical difference between psychotic and neu- 
rotic depression..is not in conflict. with the 
recurrent finding that depressive phenomena 
require more than one factor to represent them 
adequately. While the severity view certainly 
implies that depressed patients form a clinically 
homogeneous group this does not imply, as 
Maxwell (1971) has indicated, that the matrix 
of clinical correlations should be resolvable into 
a single factor. The severity view may be taken ` 
to imply, however, that:factor solutions which 
incorporate a general severity factor might be 
preferable to. the simple structure solutions 
commonly presented. A further implication is 
that severity is probably the major source. of 
clinical differences between depressed patients 
and that, for prognostic and treatment purposes, 
it may be more useful in the long run to know 
how severely disturbed/retarded a patient is, 
providing other relevant details are also 
available, than to have a psychotic or neurotic 
diagnosis. 

These conclusions agree in broad outline 
with. the classic view of Mapother (1926) and 
Lewis (1938). We would be cautious, however, 
about Lewis’s apparent assumption (1938, 
p. 877) that the severe condition is usually 


. 
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acute and the mild condition usually chronic. 
This may tend to be true of hospital patients, 
but it may also be the case that, for example, 
acute mild conditions, although common in the 


community at large, do not reach hospital’ 


services. Similarly, psychotic or severe depres- 
sion may occur more frequently in older patients 
with more stable personalities and neurotic or 
mild conditions in younger patients with a 
history of neurotic traits. On the other hand, 
seléctive factors may be such that mild con- 
ditions in stable personalities, though common, 
do not reach psychiatric services. But even if it is 
true that the psychotically or severely depressed, 
in contrast to the neurotically or mildly de- 
pressed, are older, more stable and subject more 
to recurrent episodes, this is not incompatible 
with the proposition that severity of disturbance 
may be the clinical, symptomatological differ- 
ence between psychotic and neurotic depression. 

In conclusion, we would suggest that the 
relationships between chronicity, periodicity 
and symptoms, along with non-illness variables 
such as age and personality, need thorough 
investigation in unselected samples of depressed 
patients in the general community before valid 
and stabfe schemes of classification and diag- 
nosis can be arrived at. 
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Changes in Self-Rating of Symptoms: 


A Comparison of Questionnaire Graphic Scales with Test Cards 


By A. BEDFORD, A. EDINGTON and R. KELLNER 
w 


SUMMARY Forty-five in-patients, with primary diagnoses of neurosis 
or personality disorder, completed the test cards and booklet versions 
of the Symptom Rating Test—Day (SRT). In order to facilitate retro- 
active interference the Manifest Anxiety Scale (MAS) and the Maudsley 
Personality Inventory (MPI) were administered between the two forms 
of the SRT. On the next day the patients were given the SRT (Week). 
The initial SRT, MAS and MPI testing was repeated one week later. 

On the assumption that positional set is an important consideration 
predictions were made as to the expected differences between the test 
cards and booklet modes of SRT administration. i 

The results add support to the practical use of the SRT in its more 


recent standardized format. 


Introduction 


Changes in the self-ratings of symptoms are 
used frequently in research in therapeutics; for 
instance dhe self-rating of target symptoms was 
found to discriminate as effectively between the 
effects of treatment in drug trials as ratings by 
psychiatræts (Lipman et al, 1965; Park et al, 
1965; Kellner et al, 1968). Self-ratings on paper 
and pencil tests are a convenient, quick and 
cheap method of symptom assessment but may 
be influenced by positional set (Cronbach, 1946; 
Guilford, 1954). Such a response set is likely to 
make a test more stable, i.e. less sensitive and 
therefore less suitable for the measurement of 
changes related to treatment (Kellner, 1971 and 
1972). 

The present study seeks to compare self- 
ratings and changes in self-ratings obtained by 
graphic scales with those obtained by ran- 
domized test cards, in order to examine the 
relative sensitivity of the two methods of 
assessing neurotic symptoms. 


Method 
Subjects. Fifty-two consecutive non-psychotic 
admissions were seen of whom 45 completed all 
measures on all occasions. These were 27 men 


and 18 women (mean age 36.1 years, s.d. 10.4) 
with primary clinical diagnoses of neurosis or 
personality disorder. During the study the 
patients were treated with psychotropic medi- 
cation and supportive psychotherapy. 

Measures. The Symptom Rating Test (SRT), 
intended to be a measure of recently experienced 
neurotic distress (Kellner and Sheffield, 1973), 
consists of 38 commonly reported symptoms of 
which 23 are of a psychological nature and 15 
refer to somatic complaints. After affirming an 
item the patient then rates the intensity or 
frequency of occurrence of that symptom. Since 
the test was first produced the main develop- 
ments have been (a) administration, i.e. as a 
paper and pencil questionnaire booklet (PP) 
versus the use of test cards (TC) to rate intensity 
and frequency of symptoms and (b) the time 
span to which the items refer, e.g. in the past 
week or on the day of the test. All of these 
variations were employed for reasons partly 
outside the scope of the present study (see 
Bedford et al). 

The Manifest Anxiety Scale (Taylor, 1953) 
and the Maudsley Personality Inventory 
(Eysenck, 1959) were used between SRT 
ratings in order to increase retroactive inhibi- 
tion. 
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Procedure. In the late afternoon during the 
first week of admission each patient was 
individually given the paper and pencil form 
(PP) of the Day version of the SRT and asked 
to mark on the checklist those symptoms 
experienced on that day together with their 
intensity or frequency on graphic scales. This 
was followed by the administration of the MPI 
and the MAS. Next the patient again rated 
those same SRT symptoms previously affirmed 
on the checklist for their intensity or frequency 
but this time using randomized test cards (TC). 
Each of these four cards bore an identical cue to 
those employed in the PP form, e.g. slight— 
a little; bad—unpleasant; very bad—very 
distressing; unbearable--couldn’t have been 
worse. The cards were shuffled each time before 
being placed randomly in front of the patient. 

One week later, again in the late afternoon, 
the patients were retested using the same 
procedure. 

Overall a balanced design was employed 
except that the SRT measures always occupied 
the first and last places, ie. half the patients 
completed PP prior to TC and the other half 
vice versa. It was assumed that the intervening 
MAS and MPI questionnaires would facilitate 
retroactive interference and lessen the likelihood 
of patients recalling their initial SRT self-rating. 

Finally, in the evening of the day after the 
first testing each patient individually completed 
the paper and pencil version of the SRT (Week) 
booklet, i.e. the questions related to symptoms 
experienced in the last week. 

Hypotheses. On the assumption that a strong 
positional set was operating, the following SRT 
results would be expected: 
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l. Differences in mean score should be found 
between the two modes of administration both 
at test and retest. 

2. PP scores should be more stable over time 
than TC scores. 

3. The mean score per symptom for PP should 
differ from that of TC on each testing occa- 
sion and show less change over time. 

4. The PP (Week) score should correlate more 
highly with the other PP scores ghan with the 
TC scores. 


Results and Discussion 


The table ‘includes the mean,SRT Total 
Scores for TC and PP at test and retest. There 
are no statistically significant differences be- 
tween the modes of administration on either 
occasion. The corrélations between TC and 
PP scores at test and retest were +0.95 and 
+0.99 which are both statistically highly 
significant. 

Examining these same scores to assess change 
over time it can be seen that both methods of 
administration show a drop in reported sympto- 
matology. 

The Table also contains the mean store per 
symptom for both methods at test and retest. 
Precisely the same results obtain. There are no 
significant differences between TC and PP on 
either occasion and again PP scores show the 
higher significant reduction over time. 

The correlations between the SRT (PP) 
Week scores and the other SRT measures 
were:—SRT (PP) Day at test +.91 and at 
retest + .83; SRT (TC) Day at test +.87 and 
at retest +.83. All of these correlations are 
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Means, standard deviations and mean scores per onon of SRT TC (day) and PP (day) total scores at test and retest 
eee PG (ay) j = PP (Day) 
SRT i Test j “Retes Differences Test Retest 3 Differences 
i = M sD M SD t= P< M SD M SD t= Pe« l 
Total score 31.9 20.1 23.7 19.7 3.90 .001 32.7 22.3 23.8 19.8 5.27 .001 
Mean score per symptom 1.5 0.5 1.4 0.5 1.75 .05 1.5 ©5 1.4 0.5 2.46 Ol 
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statistically highly significant. Clearly the SRT 
(PP) scores do not correlate more highly with 
the other paper and pencil scores than with the 
test cards scores. 

The present results uniformly show a very’ 
high degree of congruence between self- 
reported symptomatology on the Symptom 
Rating Test using the test cards and graphic 
scales methods of admfistration. There is 
therefore no evidence to support the contention 
that positional set reduces the sensitivity to 
change of the SRT when this measure is 
employed as a paper and pencil test. The present 
findings add further support to the gradual 
evolution of, the SRT from an idiographic 
assessment technique to a standardized question- 
naire. 
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Treatment of Methadone Withdrawal with Cerebral 
Electrotherapy (Electrosleep) 


By EVARISTO GOMEZ and ADIB R. MIKHAIL 


SUMMARY The use of cerebral electrotherapy (CET) in methadone detoxifica- 


a 


tion was studied in 28 patients. Fourteen patients received active CET; the other 
14 acted as controls and received either simulated CET or only methadone 
detoxification therapy. One patient dropped out of the study. The Taylor 
Manifest Anxiety Scale and the Hamilton Anxiety Scale were administered before 
and after the study period. Nine of the patients receiving active CET were drug- 
free by the end of 8 to 10 days, and all experienced a marked reduction of their 
symptoms; the control group did not show significant changes. CET was clearly 
beneficial in the treatment of patients undergoing methadone withdrawal. 


We undertook a research project in order to 
develop a technique for dealing with heroin 
addiction and methadone withdrawal. In the 
present study, we report on the effect of cerebral 
electrotherapy (CET), in patients at the Drug 
Addiction Unit at the Veterans Administration 
West Side Hospital, which is affiliated with the 
University of Ilinois in Chicago. 

CET was introduced into use in the United 
States by S. Rosenthal and co-workers (1970, 
1972a, b and c) at the University of Texas 
Medical School at San Antonio, Texas. The 
technique had been used extensively in Russia 
for many years. It was given primarily to patients 
suffering from chronic anxiety, insomnia or mild 
depression. Recently other workers have been 
using it with patients during their withdrawal 
from alcohol (e.g. Hood, 1972). Nothing has 
appeared in the literature on the use of CET in 
heroin or methadone withdrawal. 


Method 


The objectives of the study were to determine 
(1) whether anxiety decreases clinically, as 
measured with anxiety rating scales, after CET; 
(2) whether the amount of methadone intake 
decreases gradually with the use of CET; and (3) 
whether CET improves (both clinically and 
subjectively) the patient’s sleep. 

The criteria for patient selection were: (1) 


i 


heroin addiction and enrolment in the 
methadone maintenance programme, ie. 
admission to- the hospital for voluntary 
detoxification (withdrawal); (2) the presence of 
anxiety as measured by the Hamilton Anxiety 
Scale (HAS) and by the self-administer€d Taylor 
Manifest Anxiety Scale (TMAS) test (Farber and 
Spence, 1955) in which the patient scored at least 
20 out of a maximum of 50 statefnents for 
anxiety; (3) difhiculties in sleeping; (4) willingness 
to participate in the study tor at least two weeks 
in a locked ward; (5) agreement not to take any 
tranquillizers or hypnotic medications while in 
the study; (6) aged between 18 and 60 years. 
Because of the nature of the hospital, all the 
subjects were male. 

The 28 patients were randomly divided into 
two groups. The treatment group was of 14 
patients who initially had TMAS scores ranging 
from 23 to 48, an intake of methadone of from 
20 to 60 mg per day, severe anxiety as indicated 
by HAS scores, insomnia, psychosomatic 
complaints, and mild depression. This group 
received CET with a current frequency of 100 
pulses per second and a pulse duration of 2 ms 
and with no base line direct current bias. Moist 
electrodes were applied to the forebead above the 
eyebrows and on the mastoid processes. The 
current was regulated so that the patient felt a 
slight, but not uncomfortable, tingling sensa- 
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tion over his supraorbital-trontal region and/or 
mastoid processes. This was usually produced by 
a current reading of 0.4 to 1.3 MA. Witha higher 
current the patient felt uncomfortable, but there 
were no skin burns. A treatment lasted for 30° 
minutes, and each patient was treated ten 
times (once a day, Monday through Friday, for 
two weeks). An attendant remained with the 
patient during the treatmeft, which was given in 
a darkened room where the patient usually 
reclined on a souch. 

The control group was randomly divided into 
subgroups, A and B, each containing 7 patients. 
Subgroup A patients initially had TMAS scores 
ranging from, 22 to 41 and an initial intake of 
methadone from 30 to 40 mg. Their HAS scores 
indicated severe anxiety, insomnia, psycho- 
somatic complaints and mild depression. 
The patients in Subgroup A received inactive 
(simulated) treatment. Simulated CET was 
administered by applying the electrodes in the 
usual way but without connecting the leads to the 
machine. The patient heard the loud clicking 
noise which usually indicates that the machine is 
on, but since it was not connected they did not 
feel any tingling sensation. 

Subgréup B patients initially had TMAS scores 
ranging from 28 to 40 and an initial intake of 
methadone of from 25 to 40mg. Their HAS 
scores sh@wed severe anxiety, insomnia, somatic 
complaints, and mild depression. They did not 
receive either active or simulated CET. 


Results 


Of the 14 patients who received active CET, 7 
had their anxiety reduced to normal levels, the 
mean TMAS score for the group falling from 31 
(before treatment) to 20 (atter 10 days). (Normal 
scores in the TMAS is in a range of from 8 to 18.) 
The other 7 patients showed a 25 to 50 per cent 
reduction in TMAS scores for anxiety. The 
methadone intake was reduced considerably in 
all. At the end of 6 to 8 treatments with CET the 
methadone intake for 9 of the patients was zero, 
and at the end of 10 sessions an additional 
patient was not taking methadone. Only three 
patients were taking methadone (from 10 to 
15 mg) at the gonclusion of 10 treatments with 
CET. in this group, one patient dropped out of 
the study after the first treatment. 


The subjective experience of the patients was 
that of being restful and of having a general 
feeling of well-being. They also stated that their 
sleep was good and undisturbed after the third 
treatment of CET. For these patients the scores 
of all HAS items were diminished. 

For the patients receiving simulated CET, the 
changes in TMAS score were very slight, the 
mean value falling from 29 to 27. The 
methadone intake did not change in 4 patients 
after 10 treatments; methadone reduction in the 
remaining 3 patients was from 5 to 10 mg. These 
7 patients complained of not sleeping well, had a 
number of somatic complaints, and were both 
anxious and depressed. The HAS score did not 
show much variation when compared with the 
initial score. 

Among the 7 patients who did not undergo 
either active or simulated CET and who were on 
methadone detoxification therapy only, the 
TMAS scores increased in 2 cases, was the same 
in one and was decreased 1 to 2 points after 10 
days in the remainder. The methadone intake 
was the same in 3 patients and decreased in the 
other 4 patients after 10 days. These 7 patients 
were anxious, complained of sleeping 
difliculties, and did not show significant changes 
in their HAS scores when compared with the 
initial scores. 


Discussion 


Addicts complain that it is easier to give up 
heroin than methadone. It seems as if the 
symptoms of methadone withdrawal linger on 
and on, and the craving for the drug persists for 
many days. 

In the present study the majority of patients 
receiving active CET were drug-free by the end 
of ten treatments, and in those who were not 
drug-free, drug intake had decreased by more 
than 80 per cent. Symptoms, as clinically 
observed or objectively measured by the rating 
scales, were markedly reduced. Although some 
patients went to sleep during the treatment * 
regardless of the level of current, this usually did 
not affect the outcome. 
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Reasoning About Madness. By J. K. Wine. 
Oxford University Press. 1978. Pp 248. £4.50. 


In this very readable book, aimed at the general 
reader, Professor John Wing considers the nature of 
psychiatric disorders in general and of psychoses in 
particular. He argues for a scientific approach, for the 
formulation of theories that can be and indeed are 
meant to be tested. He discusses the classification of 
psychiatric disorders in a lucid way and goes on to 
consider the usefulness of applying a disease theory to 
certain psychiatric disorders, particularly schizo- 
phrenia. His conclusion is that a psychiatrist’s concept 

-of ‘mental illness’ should be a restricted one, applied 
only to certain clearly defined disorders. The dangers 
that anse from the equation of deviance with madness 
are illustrated with particular reference to the Soviet 
Union and the United States. The book ends with a 
discussioneof present and future psychiatric services, 
in which he makes a plea for innovation and experi- 
ment and for greater co-operation between the caring 
professionsy 

Professor Wing’s view of the right-minded psych- 
iatrist is epitomized in a paragraph in his last 
chapter: ‘Psychiatrists . . . put forward disease 
theories concerning certain restricted psychological 
syndromes and apply them in individual cases when 
they think they can thereby reduce suffering and 
disability. They, do their best to test these theories and 
are ready to give them up if they do not prove useful. 
They do not think that a disease theory explains the 
tofal personality and behaviour of the patient but 
only very specific and restricted aspects. They’ will 
use many other types of “model” as well as that of 
disease’. 

The author has no time for those that he regards as 
non-scientific theorists, especially those who would 
extend the concept of illness to explain everything 
and those whodeny the existence of mental illness at 
all. It might be argued that he uses a too narrowly 
medical approach, but then he has set out to explore 
the usefulness and the limitations of just such an 
approach. Trainee psychiatrists will gain much from 
this book, particularly the splendid chapters on 
schizophrenia and on psychiatry and political 
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dissent. Indeed any doctor with an interest in 
psychiatry should read it. 


J. L. Gussons, Professor of Psychiatry, 
University of Southampton 


The Endorphins. Edited by E. Costa and M. 
Trasuccu. New York: Raven Press. 1978. Pp 379. 
$36.40. 


‘The existence in nerve tissue of specific opiate 
receptors that bind morphine and other opioids with 
an affinity proportional to their analgesic activity has 
suggested that endogenous ligands for these receptors 
may. be stored in neurons and function as putative 
neurotransmitters’. Thus reads the first sentence of 
this book and it is a representative one. As it is 
followed by a series of chapters published in un- 
attractive sans-serif type by authors who complete 
their contributions by a series of incestuous self- 
references to each other, and as the book is the 18th 
volume in a series on advances in behavioural 
psychopharmacology, the general reader is liable to 
discard the book as yet another in the mushrooming 
growth of specialist publications for a very few. The 
publishers have also anticipated this by setting a high 
selling price so the cost of publication will be covered 
by the sale of only a few hundred copies. 

This is a great pity, for there 1s much that is 
relevant to the psychiatrist and psychologist in the 
book, and its predecessor, volume 17 in the series, and 
they are pioneer publications. Endorphins are 
already important in’ clinical research, and their 


*sigmificance is such that in the future they could 


attract as much interest in psychiatry as catechol- 
amines do today. Catecholamines are important 


neurotransmitters but it has become clear that > 


absolute increase or decrease of their brain con- 
centrations or alteration in the sensitivity of their 
receptors is not enough to explain the many facets of 
psychopathology. Endorphins are included among the 
neuropeptides, substances that appear to be im- 
portant neurotransmitters affecting attention, memory 
and emotion, and as at least 20 of them are active in 
the brain (with more being discovered each year) 
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they could be involved in many of the more subtle 
changes in cerebral function. The endorphins are 
opioid peptides and many of the studies on them 
naturally have been concerned with pain but they 
also have other effects. Although the physiological 
role of the endorphins is not yet known they appear 


-to be important in maintaining normal pain responses. 


Early work has given some tantalizing glimpses of 
their activity in pathological states. Cerebrospinal 
levels of one of the endorphin fractions are low in 
chronic organic pain but raised in psychogenic pain; 
acupuncture may reduce pain by activating deep 
muscle receptors to release endorphins in the brain, 
injections of endorphins in the rat produce a catatonic 
syndrome and opiate (and endorphin) antagonists in 
schizophrenics may reduce delusions and hallu- 
cinations. Many of the leads followed will probably 
prove to be false but some are likely to be of funda- 
mental importance in psychiatric disorders. The 
recency of most of the contributors’ references 
illustrates the rapid expansion of a new branch of 
pharmacology, but perhaps it is best illustrated in the 
chapter by Drs Kosterlitz and Hughes from Aber- 
deen. They were the first to identify two of the 
endorphins in 1975-and from then onwards new 
discoveries followed almost at weekly intervals. They 
and their competitors discussed each. new finding 
openly and candidly so that all were appraised of 
each new development: an example of scientific 
collaboration that is becoming all too rare. E 
No, there 1s too much good stuff in this book to 
confine its readership to the behavioural pharma- 
cologist. Try and persuade your psychiatric library 
to buy a copy if there is any spare money available. . 


PETER Tyrer, Sensor Lecturer in Psychiatry, ` 
University of Southampton 
Depot Fluphenazines: Twelves Years of 
Experience. Edited by Frank J. Ayp, Jr. 
Baltimore: Ayd Medical Communications. 1978. 

Pp 160. $15.00. i aA, 
The twelve papers in this book were given as a 
section of the 1977 World Congress of Psychiatry. 
As a collection they almost undoubtedly provide a 
more. comprehensive introduction to the issues 
involved in the use of depot phenothiazines than will 
be found elsewhere in one volume. The spread of 


subjects includes: the setting up of a depot neuro-- 


leptic service, the long term efficacy of depot pheno- 
thiazines, their side effects, usage in high doses, blood 
estimation ,and pharmacokinetics, interaction with 
psychophysiological parameters, use as a treatment 
for alcoholism, and so on. None of the sections could 
be described as providing a full review of its topic 
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but references are plentiful. The emphasis by writers 
from several different countries on the importance of 
setting pharmacological management in a social 
treatment perspective is most salutory. 

The paper on the use of depot neuroleptics in the 
management of alcholism by Lambert et al is perhaps 
the most anecdotal (and consequently as interesting 
as any). If we accept a certain French impressionism, 
injectable phenothiazines in small doses should have a 
considerable role to lay in the management of 
alcohol dependent clients. The least anecdotal article 
is that of Leff. His finely tuned, expesimentally based 
review places Tarrier’s recent work on the psycho- 
physiology of schizophrenic subjects at home in the 
context of the past work in London on relapse rate, 
high and low expressed emotion families and neuro- 
leptic drug use. Perhaps he augurs‘a new age of 
sophistication in the management of schizophrenic 
disorder. 


CHRISTOPHER DE B. WHITE, Senior Psychiatric Registrar, 
The Maudsley Hospital, London 


Medical Sociology. A Comprehensive Text. 
2nd Edition. By Davm Mecuanic. New York: 
The Free Press. 1978. Pp 597. $15.00. i 

The scope of this new edition has been broadened 
especially in the fields of the organisation of medical 
care, health services research and the study of health 
professionals. The book is not restricted to the pure 


-discipline of medical sociology but overlaps with 


many others including epidemiology, sqgial psych- 
iatry and health economics. The book is enhanced by 
this approach since Mechanic shows a thorough 
grasp of these related disciplines and links them 
coherently. Research methods are considered briefly 
in a separate chapter but throughout the book the 
author discusses in depth the quality or otherwise of 
the supporting evidence for particular hypotheses; 
for example in the relationship of labelling theory to 
primary and sécondary psychiatric disabilities. The 
emphasis on psychiatric illnesses is retained dnd’ 
updated and includes a balanced discussion on the 
value of diagnosis in psychiatry. + 

` The book is slightly more American in orientation 
than the previous edition and, as the author states in 
his introduction, remains selective in emphasis. The 
gaps however’ are few and the book continues to be a 
most impressive and balanced seurce-book in 
medical sociology. It is important reading for doctors, 
particularly for clinical psychiatrists, general prac- 
titioners and community physicians. ` 


Dona tp P. FORSTER, Senior Lecturer in Community , 
Medicine, University of Newcastls-upon-Tyne. 
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Breast Cancer: Psycho-social Aspects of Early 
Detection and Treatment. Edited by P. C. 
Brann and P. A. van Keep. Lancaster: MIP 
Press. 1978. Pp 111; £4.95. 


Self-help organizations make a major contribution 
to contempory health care. It was surprising to learn 
from this book that such facilities are only recently 

« being developed in sọme European countries to help 
post-mastectomy patients. Alghough cancer of the 
breast is the commonest malignant disease in women, 
the psycho-social consequences have received rela- 
tively little attention in the past. This book, based on 

"the proceedings of a multi-disciplinary meeting 
arranged by the International Health Foundation in 
1977, contributes to correcting this imbalance. 
Studies are reported which show that the mutilating 
operation of mastectomy is associated with a high 
incidence of emotional disturbance. Another area 
dealt with is delay in seeking medical help. This book 
focuses attention on an important and neglected area. 
I hope that it is reviewed in journals read by those 
directly concerned with treating these patients. 


EDWARD STONEHILL, Consultant Psychiatrist, 
Central Middlesex Hospital, London 


Social Origins of Depression: A Study ` of 
Psychiatric Disorder in Women. By GEORGE 
W. Brown and Tirrm Harre. London: 
Tavistock Publications. Pp 374. £12.50. 

The Expérience ‘of Depression. By Dorotuy 
Rowe. Chichester: John Wiley. Pp 270. £10.75, 
£3.95 (paperback). f 

These two books throw new light on the Aetiology 
of depression; the first is clearly the more important 
in this respect. 

- Brown and colleagues’ main results have already 
been published in a number of articles. They found 
widespread depression amongst women in Camber- 
we, which is caused, at least in statistical terms, by 
social factors. However, for the first time their- 
questionnaire is published; it is extremely detailed 
and in its present form probably too long for others to 
replicate their work. This is unfortunate as there are 
important implications. There are methodological 
problems—the interviewers are not ‘blind’ and the 
Present State Examination is used to assess mental 
state in the past—but the authors discuss-fully the 
.problems of measurement of life events and their 
thinking in this area is extremely clear. Their model 
of depression haf not been so fully developed in their 
previous papers. Jt is remarkably simular to the 
conventional psychiatric framework of provoking 
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agents, vulnerability factors and symptom-formation 
factors. The first two have a strong social flavour 
but the last will be of interest to all psychiatriasts— 
‘psychotic’ depression is related to past loss by death 
whereas ‘neurotic’ depression to that by separation. 
These findings give the book an exciting feel of new 
hypotheses for psychiatrists to test. The detailed nature- 
of the text makes this book difficult to read but it is 
important for anyone involved ın life-events research 
and deserves a closer look by those biological psych- 
iatrists who might be put off by its title. 

Rowe’s book emphasizes cognitive set in terms of 
hopelessness and low self-esteem. She uses the 
repertory grid as a starting point for somewhat 
unconventional psychotherapy, but is most helpful to 
her clients by refusing to regard their depression’ as 
autonomous. This move away from the medical 
model is the book’s main contribution but is rather 
lost in its play on words and lengthy case histories. 


Francis H. Creep, Mental Health Research Fellow, 
The London Hospital 


Pain: A Source Book for Nurses and other 
Health Professionals. Edited by Apa -K. 
Jacox. Boston: Little Brown. 1977. Pp 535. 
$17.50. 


Nurses have always been intimately concerned 
with the care of people in pain, but, surprisingly, there 
has been little in the way of readily assembled 
information on the subject to serve as a guide for the 
profession. Ada Jacox’s excellent compendium on 
various aspects of pain adequately fulfils the need. 
I expect that her book will prove to be the 
acknowledged reference book on pain for nurses and 
other allied health professionals. 

The book is divided into four sections: general 
considerations of pain and ‘pain assessment, pain 
alleviation generally, pain and its alleviation in 
specific groups, and an annotated bibliography of 
pain literature. Considerable emphasis is devoted to 
psychological and social issues in pain. A selection of 
chapters comprise reprints of key summary articles 
by acknowledged authorities e.g. ‘Psychophysiology 
of Pain’ by Melzack and Wall, ‘Psychological Aspects 
of Pain’ by Merskey, ‘Operant Conditioning: An | 
Approach to Chronic Pain’ by Fordyce, ‘Biofeedback 
Procedures in the Clinic’ by Budzynski and ‘Conjoint 
Treatment of Chronic Pain’? by Greenhoot and 
Sternbach. Many of the other excellent chapters in 
the sections devoted to general and specific pain 
problems are written by nurses and nurse investi- 
gators. Two chapters are especially meritorious. 
They describe recent hitherto unpublished research 
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on pain assessment and patient care. Stewart’s 
chapter on ‘Measurement of Clinical Pain’ provides a 
very good review on current clinical assessment 
techniques and includes a description of her rather 
novel sensory matching method employing a colour 
scale, Eland and Anderson’s chapter on “The Exper- 
ence of Pain in Children’ is an outstanding contribu- 
tion to the understanding of nursing problems in the 
assessment and care of children in pain. 

In the section on ‘Pain and Its Alleviation in 
Specific Groups,’ the chapters on medical, obstetrical 
and surgical conditions adequately review the clinical 
features and practical approaches to management of 
special pain problems. The final section of the book, 
an annotated bibliography of summaries of 186 
references, is particularly useful for the reader who 
wishes to pursue further detailed study of special 
topics. Most of the references are from 1969 to 1975 
but include earlier significant contributions. 

More careful editing may have pruned such 
unnecessary repetitions as Melzack and Torgerson’s 
list of words for categorizing pain that appears in two 
chapters, and Sternbach’s definition of pain found in 
three chapters. Aside from these minor drawbacks, 
Dr Jacox is to be congratulated for assembling a 
superb resource book of benefit to all those involved 
in the study and management of patients in pain. 


Harvey Mo tporsry, Chief of Service, Psychosomatic 
Medicine Unit, Clarke Institute of Psychiatry, Toronto 


Long Term Care of Older People: A Practical 
Guide. By ELrame M. Bropy. New York: 
Human Sciences Press. 1977. Pp 402. $17.95. 


Counselling Older Persons: Careers, Retire- 
ment, Dying. By Dani Smicx. New York: 
Human Sciences Press. 1977. Pp 99. $6.95. , 

Elaine Brody writes of her own 20 years of experi- 

ence in the Philadelphia Center. This is a complex of 
extended care facilities, hospitals, residential homes 
and special housing, now caring ‘for’ more than a 
1,000 elderly people. The author also. reviews 
thoroughly with the aid of national statistics the 
characteristics of elderly people in institutions 
including their mental health problems. Thirty-three 
per cent of residents suffer from chronic schizophrenia 
and are mostly ‘graduates’ of State Mental Hospitals 
and 45 per cent of residents have organic dementias. 
Physical ill health especially cardiac disorders, 
cerebrovascular disease and musculo-skeletal impair- 
ment are very substantially represented. Deficits of 
functional capacity, the existing family status, the 
economic situation and ethnic differences are also 
examined. 
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Major issues of general interest are discussed 
including the thorny question of segregation: ‘most 
professionals agree that the relatively intact (those 
whose impairment does not require round. the clock 
supervision and are capable of self care) should not be 
mixed with the severely impaired’. I wish someone 
would tell that to some of our ‘professionals’ in the 
United Kingdom. 

Her discussion of the ‘prosthetic environment’ 
could usefully have béen expanded but the review of 
various therapies and management techniques was 
helpful; and the concept of ‘excess digability’, the gap 
between actual and potential function, appears to 
provide a valuable approach to measuring the 
results of rehabilitation programmes for severely 
impaired institutional residents. 

The lesson for us here is, not to ferget the elderly 
after we have recommended long term care. A walk 
round most of our institutions will dispel the idea 
that no more work needs to be done. Reading this 
book gives us many new ideas applicable to improving 
the quality’ of life of those elderly in long term care, 
who have often been placed there on psychiatric 
recommendation and may be under our nominal 
supervision in hospital settings. 

Dr Sinick’s book need not detain us for long; a 
typical section on counselling the dying illustrates its 
mindless, jargon-ridden, approach; ‘the challenge is 
surmounted, however, if counsellors have some 
understanding of pertinent principles and dynamics, 
self-understanding with respect to dying and death 
and sensitivity to interactions with dying persons and 
significant others’. Don’t buy this book. © 


Ktaus BERGMANN, Consultant Psychiatrist, 
The Maudsley Hospital, London 


Studies in Geriatric Psychiatry. Edited by A. D. 
Isaacs and F. Post. Chichester: John Wiley. 
1978. Pp 257. £10.50. 

This book comprises invited contributions from a 
number of eminent workers in and around the field of 
geriatric psychiatry. With a ring. of a Maudsley 
valedictory about its title it is perhaps appropriate 
that its high points are the chapters on functional 
illness by Felix Post and his successor Klaus Berg- 
mann. Drawing on a wealth of research and clinical 
experience they offer many pointers for treatment and 
future research, after which Marsden’s chapter on the 
diagnosis of dementia and Antonia ‘Whitehead’s on 
the role of the psychologist seemed rather narrow. 
The high prevalence of depression i is emphasized by a 
cohort study with ageing ‘norma volunteers from 
Duke University, and Copeland reports on its 
frequent under-recognition as demonstrated by the 


Action with the Elderly. 
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U.S./U.K. project. The evolution of psychogeriatric 
services in Britain is traced by Arie and Isaacs though 
this process would not be aided much if we followed 
the proposals in Kalkowski’s chapter on the academic 
task for geriatric psychiatry. 

Isaacs’ and Post’s book is a valuable addition to 
the psychogeriatric literature, and a fitting: tribute 
to Dr Post. ` 


Coun GopBER, Consultant Psychbgeriatrician, 
Moorgreen Hospital, Southampton 


A Handbook for 
Relatives and Friends. By Kennetu M. G. 
KEDDE. Oxford: Pergamon Press. 1978. Pp 163. 
No price stated. 

In the United Kingdom relatives and friends bear 
the major day to day burden of caring for the 
elderly mentally ill. Health professionals often lack the 
skills or the time to give them detailed advice. 
Unfortunately in spite of authorship by a psychiatrist, 
this general handbook will disappoint those in the 
mental illness field. The spouse who asks what she 
should do or say when her husband gets ready for 
work at 2 a.m., or insists his real wife is elsewhere, will 
get little satisfaction. There is no mention of out- 
patient or day hospital treatment for depressive 
illness, and residential accommodation for the 
elderly is dealt with in a few lines. There is ‘Tittle 
advice on how relatives can get fullest co-operation 
from health, -voluntary and social services. The 
‘Visitors Charter’ provides advice of value, but the 
weaknesses of this general book convinces me that 
there is a need for a handbook dealing specifically 
with the elderly mentally ill. 


PETER JEFFERYS, Consultant Psychiatrist, 
Northwick Park Hospital, London 


Psychosexual Problems: A Directory of 
, Agencies offering Therapy, Counselling and 
* Support. Edited by Francis Taytor. London: 
British Association for Counselling. 1978. Pp 69. 
£1.50. 

Over 120 centres for i treatment and counselling 
of individuals or couples with sexual deviation and 
dysfunction are listed, with details such as address, 
phone number, type of problem dealt with, type of 
therapy offered waiting period and qualifications of 
the staff. Over a quarter of the centres are in London, 
and there are only 5 in Scotland, 1 in Wales, and 
1 in Northern Ireland. There are some omissions, and 
a number of inaccuracies, but by and large the list is 
helpful. There is a chatty introduction by E. Christo- 
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pher which purports to cover the whole field of 
sexual problems in 20 pages. It contains a lot of 
useful guidelines as to therapy, but while mentioning 
most other deviations, it surprisingly totally omits 


. incest and paedophilia. This is quite a useful little 


book for the limited purpose for which it was intended, 
and as it is called the first edition, it will no doubt be 
brought up to date and improved. . 


M. J. Crowe, Sentor Registrar, 
The Maudsley Hospital, London 


Sex Law. By Tony Honoré. London: Duckworth. 
1978. Pp 180. £8.95. 

‘This is not a conventional law book; the use as 
sub-headings to each chapter of snatches of the 
lyrics of popular songs is one way in which the author 
has demonstrated as much. By exploring the law’s 
treatment of sexual matters in marriage, in extra- 
marital relationships and in circumstances of unequal 


cand ‘exploitative encounters Professor Honoré de- 


liberately cuts across the usual legal categories of 
criminal law, civil law, and so on. To this reviewer’s ` 
knowledge, it ıs the only English text-book to adopt 
this approach (although American works with a like 
theme are cited by the author) and Coote’s The Law 
of the Individual (1968) attempted a similar approach 
over a wider area. 

In addition to a thorough, entertaining and 
accurate review of the law, Honoré attempts to set 
each of his topics—sex in marriage, co-habitation, 
women’s rights (or lack of them), homosexuality and 
prostitution in all its forms—in a social and moral 
context, with copious references to sources for those 
who wish to follow up these aspects. Early on he 
declares his own moral stance, namely that the law 
‘should afford a guide to citizens but enforce only 
minimum standards’ and his concluding chapter on 
possible future trends is likewise moderate in its 
treatment of its emotive material. One gets the 


.distinct impression this was a book the author wanted 


to write, not merely one he was asked to write; could 
any writer ask for more? 


J. E. Avaus, Solicitor, Professor of Law, 
Queen Mary College, University of London 


Clinical Aspects of the Rapist. Edited by RICHARD 
T. Rapa. New York: Grune & Stratton, 1978. 
Pp 241. $15.50. 

. Rape is still statistically a rare offence, even 
allowing for the certainty that, like all sex offences, 
it is grossly under reported. In recent years, however, 
it has attracted considerable attention, particularly 
in relation to the role of the victim and how such 
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victims may .and should be, helped. This book, 
however, deals exclusively with the rapist and what is 
known about him. A major problem recognised by the 
authors is that rapists are not a homogeneous group. 


The authors attempt to examine the problem of | 


classification, but the literature they draw on for their 
general comments is- derived from studies of rapists 
considered as a whole, and not in terms of sub- 
categories. It is, therefore, not surprising that as a 
group they do not differ very markedly from any 
other groups of offenders. This book is essentially a 
series of review articles on different aspects of the 
rapist and his behaviour. There are chapters on 
psychological factors, social and biological factors 
both in respect of aetiology and treatment. The 
overlap between articles is small and the available 
literature is well and accurately presented. The main 
source of material is from North America and the 
chapter on legal issues is less relevant for those 
practising in the U.K. In all, however, this is a clearly 
written book that could be usefully read. ‘by all who 
have to deal with this problem. : ha 


Gav TENNENT, Consultant Psychiatrist, 
St Andrew’s Hospital, Northampton 


Unwanted Pregnancy and Counselling. By 
Juuet CHEeeTHaM. Henley on Thames: Rout- 
ledge & Kegan Paul. 1978. Pp 234. £2.50 
(paperback). 


Juliet Cheetham writes clearly and with, insight 
about the problems of coping with unwanted preg- 
nancy. Her experience as a member of the Lane 
Committee (which investigated the workings of the 
1967 Abortion Act) .and her practical and academic 
work make her well qualified to ‚write about this 
subject. The book was originally published as a 
hardback in 1977, and has appeared recently in a 
paperback edition. 

The author argues that unwanted pregnancy and 
reactions to it can only be properly understood in the 
context of changing male and female roles, of the 
functions of the family and of current beliefs about 
state and individual responsibility. She . carefully 
discusses these factors in chapters dealing with the 
social and the emotional aspects of pregnancy and 
parenthood, attitudes of the welfare services tọ 
unwanted pregnancies, kinds of help, available to 
couples, and with means and ends of counselling. 

Research results are often referred to, and .some 
case studies are used to develop particular themes. 


This book is an honest and successful attempt to” 


open up discussion of a difficult subject. It should be 
compulsory reading for all those who come into 
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contact professionally with people who may have 
unwanted pregnancies. My,only regret is that there 
are not more case histories. These can emphasize and 
uluminate points particularly well, and make the 
reader’s, job easier when the subject is as involved as 
this one. 


Ruts Levitt, Lecturer, School for Advanced 
Urban Studies, University of Bristol 
° 

Conduct Disorders of Childhood and Ado- 
lescence: A Behavioural eApproach® to 
Assessment and Treatment. By Martm, 
HERBERT. New York: John Wiley. 1978. Pp ‘343. 
£9.95. 

Behavioural treatments ' in childhood conduct 
disorder are being increasingly used'in a variety of 
settings—the home, schools, residential units—by a 
variety of professions. This lively book provides an 
excellent basis for those wishing to develop or extend 
their skills” in this area. There are chapters on the 
classification and diagnosis of conduct disorder, the 
development of social and anti-social behaviour, and 
principles of behaviour therapy. The detailed 
descriptions of therapeutic work” with specific 
problems are particularly useful. The author is well 
aware of the limitations of behaviour therapy and thé 
attacks against its ‘dehumanizing’ miethods. He 
expounds a sensitive approach to the whgle_ child in 
its environment which ‘should help to counter- 
balance these criticisms. | ` 
N. Ricnman, Senior Lecturer, Department of Child 
Psychiatry, The Hospital for Sick Children, London 


a 


Children Living in Long-stay Hospitals, By 
Maureen Oswin. London: William Heinemann. 
1978. Pp 159. £5.00. 


This. book makes both distressing and sobering 
reading. Miss Oswin, an experienced. teacher of 
severely handicapped children, spent eighteen 
months as an observer on eight long-stay mental 
hospital wards for children with., profound and 
multiple handicaps. Her descriptions of life on those 
wards are simple and direct, and require the mini- 
mum of embellishment, to indicate the chronic 
problems faced ,by both children and nurses alike. 
These are of the most fundamental kinds, and occur 
at every level, from severe understaffifig on the wards, 
to inadequacies in training, in, the provision of 
specialist services, and. in, the co-ordination of any 
overall plans for the care .and ,jreatment of the 
children. Underlying ,all of these, Miss, Oswin sees 
problems of attitudes,, the professional depression 


120 


frequently suffered by nursing staff, and the diffi- 
culties of setting appropriate aims in work with 
children suffering from such profound handicaps. 

' These problems are highly complex. Miss Oswin is 
anxious that all professional groups concerned with 
the care of children should consider the contributions 
they could make towards resolving them, and she 
concludes each chapter with a series of eminently 
* practical recommendations. 


e 
BarBARA MauaGuan, Research Worker, 
Instgute of Psychiatry, London 


* Violence and the Family. Edited by J. P. MARTIN. 
Chichester: John Wiley. 1978. Pp 369. £11.95. 


This volume sets out to provide a comprehensive 
picture of family violence. The editor, a sociologist, 
has invited colleagues from his own field as well as 
a number of social workers, a psychiatrist, a psycho- 
logist, and a criminologist, to contribute on various 
aspects. Such a mixture can prove unsatisfying with 
the subject being lost under a variety of competing 
theoretical frameworks. This has, however, been 
avoided here and it is pleasing to read a ‘multi- 
authored’ book in which the different approaches 
complement one another. The book is divided into 
three sections, The Experience of Family Violence, 
_ The Context of Family Violence and Social Policy 
and Action. The majority of chapters describe recent 
British experience, but historical and cross-cultural 
perspectives are also supplied. No startling solution is 
presented, but a comprehensive picture is given of 
current kn@wledge and some helpful guidelines for 
management emerge. The chapters are free from 
jargon and despite the sober approach a feeling of 
compassion emerges for the victims of this dark side of 
family life. An invaluable book for those wishing to 
increase their understanding of this depressing topic. 


Autism: A Reappraisal. of Concepts and 
Treatment. Edited by MICHAEL RUTTER and 
, Eric Scuorter. New York: Plenum Publishing. 

* 1978. Pp 540. $29.40. > 
This book has its origins in an international 
symposium on aùtism which was held in Switzerland 
in 1976. The international component is, however, 
fairly limited with all the contributions coming from 
either North America or the United Kingdom. The 
editors decided, to attempt to escape from the limi- 
tations ọf reporting the proceedings of a conference, 
‘and managed to persuade each of their authors to 
rewrite his paper so as to include both a review of the 
literature, and any relevant comments which arose 
during the discussions. Following an introduction by 
Rutter on the ‘definition and diagnosis of autism 
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there are a number of sections dealing predominantly 
with areas of aetiological research and the evaluation 
of treatment methods. The aim of the editors is to 
present a picture of the ‘current state of the art’. In 
this they have undoubtedly succeeded and any 
frustration the reader feels is probably a true reflection 
of that state. Many of the individual chapters provide 
authoritative accounts on particular topics such as 
advances in biochemical research, the language 
deficits or the genetics of autism, but there are few 
attempts to bring these together into any integrated 
whole, The basic problem of the nature of autism 
remains as difficult to reach as the sufferers them- 
selves. A variety of theoretical stances are represented 
here, but clearly to the majority of writers the 
psychogenic school are the ‘baddies’. Certainly the 
bulk of evidence presented here would support them 
in this. This is a solid book rather than an exciting 
one; not to be read straight through, but to be used as 
a source of information on specific topics. It definitely 
needs to be available in libraries used by child 
psychiatrists and psychology trainees. 


STEPHEN WOLKIND, Senior Lecturer in Psychiatry, 
London Hospital Medical College 


Fragile Families, Troubled Children: The 
Aftermath of Infant Trauma. By ELIZABETH 
ELMER. Pennsylvania: University of Pittsburgh 
Press. 1977. Pp 160. $7.95, $3.95 (paperback). 

All concerned with the sequelae of infant trauma 
will welcome this empirical follow-up study. Matched . 
‘abused’, ‘impact accident’? and ‘non traumatized’ 
groups were compared in terms of various indices of 
family functioning and child development. The two 
traumatized groups, selected from the earlier Infant 
Accident Study, differed in important ways when the 
children were identified during infancy, but, 8 years 
later, not only had most of these differences dis- 
appeared, but they closely resembled the non- 
traumatized comparison group. 

Follow-up studies in this field are difficult. The 
almost inevitable small N associated with matching 
is evident and, as the authoress points out, replication 
is needed. One wonders about the homogeneity of 
the traumatized groups and the criteria used e.g. four 
children in the accident group showed no physical 
sign of injury at the time of the initial identifying 
incident. Reliability coefficients are not always 
quoted and more use might have been made of well 
standardized tests, though the inclusion of a non- 
traumatized comparison group is very welcome. 

Despite its limitations, it is a pioneering contri- 
bution. The findings are consistent with the growing 
literature suggesting that oft repeated experiences 
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may have a greater long term effect on development 
than relatively isolated traumatic incidents. 


L. G. WALKER, Lecturer in Clinical Psychology, 
Aberdeen University Medical School. 


Statutory Registration of Psychotherapists: 
A Report of a Professions Joint Working 
Party. Chairman: Paul Sieghart. London: 
Mr S. G. Gray, Secretary of the Working Party, 
Tavistock Centre. 1978. Pp 27 + references. 85p. 

This report is a rather belated response to, the 
Foster Enquiry into the Practice and Effects of 
Scientology (1971). One of the main recommen- 
dations for legal restraints on those who practise 
psychotherapy is the adoption of ‘indicative’ controls 
where the law would protect the use of such names as 
‘psychotherapist’ and ‘psychoanalyst’. But what’s in a 
name? ‘Psychiatrist’ is an appellation that has no 
legal status and anybody can use it providing they 
don’t improperly represent themselves as Registered 
Medical Practitioners. Moreover, a medical prac- 
titioner whether or not he has any postgraduate 
psychiatric qualification can style himself a psych- 
iatrist. It is very doubtful if the ‘name game’ could 
ever protect more gullible patients from fringe 
therapists. 

The public deserves safeguards against un- 
scrupulous therapists but action to affect this should 
not be seen as amed at protecting the professional 
interest of elitist groups at the expense of more 
mundane therapists of limited training who may, 
nevertheless, help large numbers of people in distress. 
Psychotherapy can never become a closed shop. The 
note of dissent by the British Association for Be- 
havioural Psychotherapists suggests that while the 
report may stimulate heated debate it is very unlikely 
to lead to legislative action in the foreseeable future. 


Jonn A. Harrinoton, Consultant Psychiatrist and 
Medical Director, Uffculme Clinic, Birmingham 


To Be a Therapist. By Jerry M. Lewis. New York: 
Brunner Mazel. 1978. Pp 186. $10.00. ; 


This book describes a training seminar providing 
an opportunity for learning basic psychotherapeutic 
"skills before engaging with a patient, thus differing 
from the familiar ‘do it and talk about it later’ 
approach. The theme is that empathy, respect, 
warmth and genuineness can be learned, though they 
could perhaps equally well be seen as acquired by 
nurturing through the group processes of the seminar. 
It is the therapist’s skill in using these qualities to 
establish  affectively accurate therapeutic relation- 
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ships, in which exploration and awareness are 
fostered, that is the central concern of the seminar, 
not the unconscious meaning of communications or 
interpretations, Therapist self-disclosure, patient- 


«therapist interaction and interventions are also 


discussed in relation to differing schools of psycho- 
therapy. Altogether, a highly practical book useful to 
those contemplating ther own therapy and to 


psychotherapists establighing training programmes. 


James ATKINSON, Lecturer in POA, 
Unwersity of Southampton - 


Behavioural Treatment of Alcohol Problems: 
Individualized Therapy and Controlled 
Drinking. By Marx B. SoBELL and Linpa C. 
SoBELL. New York: Plenum Publishing. 1978. 
Pp 225. $20.34. 

Alcholism has proved to be one of the great 
theoretical battlegrounds of psychiatry in the 1970s. 
Development and progress of behavioural research 
has provided new concepts to challenge the con- 
ventional biomedical wisdom, and amongst the key 
proponents of this behavioural viewpoint are Mark 
and Linda Sobell whose book encapsulates the main 
points of the approach within their own specific 
research. The Sobells’ unique contribution lies in 
their redefinition of drinking problems and their 
attempts to treat it with an individualized Behaviour 
therapy programme. Their painstaking research and 
concern with the need for both effective and efficient 
treatment are almost as important as the re@ilts which 
show that individualized behaviour therapy and 
controlled drinking were successful and viable treat- 
ment methods. It is still uncertain as to how the 
precise components work and which clients respond 
best to them. These issues are described and illus- 
trated with case histories as is the applications of such 
methods to non-hospital settings. 


Howarp J. RANK, Clinical Psychologist, 
Addiction Research Unit, Institute of Psychiatry, London 


Problems of Drug Abuse in Britain. Cropwood 
Round-Table Conference, December 1977. 
Edited by D. J. West. Cambridge: Institute of 

` Criminology. 1978. Pp 217. £3.00. 

In 1967 drug abuse was regardedeas a serious 
danger and the Government deemed it necessary to 
propose a legal framework within which it could be 
controlled. The Department of Health and Social 
Security had to provide the care arf treatment of 
juvenile drug-addicts. Legislation took care of the 
control of drug manufacture, import and export, 


' by experts in the management of addicts, sociologists, + 
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distribution, prescription and possession. Enforce- 
ment and sanctions bronght eet into the 
criminal field.- .- 

The conference sondei for the ccxcharige of views 


~- pharmacologists and lawyers. 


Dr Griffith Edwards discussed at length the function 


. of the new Drug Dependency Clinics, the manage- 


ment’ of the addicts and the impact on'the com- 
munity.. The sociologist expressed doubts about the 
combination of treatment. and control by the clinics 
forgetting that very therapeutic intervention entails 
a public health component. 

Etiology was presented as either a result of poverty 
caused by the population explosion of the last 
century or by growth of the drug manufacturers and 
the “inevitable” victims; the addicts. 

The Metropolitan Stipendary ' Magistrate des- 
cribed with great insight and humanity the sentencing 
principles and emphasizes the mood for rehabili- 


' tation. A fifteen yéar follow-up study shows 75-85 per 


cent of convicted’ offenders before, during ‘and after 
addiction or abuse. The Home Office produced 


masses of statistics “confirming; ‘a, measure of con- : 


tainment. 


’ 


J. Denuam, Medical Director, 
The London Hospital (St Came) ù 


Core Text of ‘Neuroanatomy. nd edition). By 
M. B. CARPENTER. , Baltimore: Williams and 
Wilkins. 1978: Pp 354. $13.95. 


This bọok provides a beautifully timated pre- 
sentation of topographical neuroanatomy. -The 
illustrations are taken principally from the author’s 


`. own earlier volume Human Neuroanatomy, 1976, and 
also from Mettler’s Neuroanatomy 1948. Apparently 
they provide such delight that several are reproduced . 


twice, eg. (Fig. 2.17 = 
Fig. 9.1). s 

„Except for a few pages ‘in ‘the dapi on the 
cerebral cortex, there. is little attempt to` discuss 
anatomy in functional terms. Understanding ‘of the 
anatomy of, monoaminergic systems is essential to 
psychiatrists wishing to comprehènd, current neuro- 
pharmacological theories—but such an understanding 
cannot be derived from this volume. i 

Psychiatrists in` training may -find ` ‘this’ book 
convenient fof revision. They will'need to supplement 
it with more functionally orientated texts, such as the 
forthcoming new, edition of Brodal’s Neurological 
Anatomy. e 


BRIAN MELDRUM, Senior Lecturer in eee 
Institute of Psychiatry, London . i 


Fig. 5. 1, and Fig. 2.18 = 


r 
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Depression: . Biology, Psychodynamics and 
Treatment. Edited by. JonaTHAN ©. Co xg, 
ALAN F. ScHATZBERG and SHERVERT H. FRAZIER. 
New York: Plenum. Pp 250..$27.00. . 


This is an addition to the steadily growing list of 
edited multi-author volumes on affective disorders. 
Most of the meat is in. the--biological. field, despite 
references in the book’s title to psychodynamuics and 
treatment. There is a chapter on classification 
(Schatzberg), which is reasonable, but American- 
based, and less suitable for the British MCE 
candidate than Kendell. 

‘The review of amines by Goodwin and Poher in 
the first part of their chapter is about right for the 
MRCPsych. candidate. The. more detailed writing 
on amines (led by .Schildkraut) emphasizes nor- 
adrenaline and MHPG (3-methoxy-4-hydroxyphenyl- 
glycol). , fs 

There are a number of. clinical chapters; some 

well-known names—Nathan Kline, Jonathan Cole, 
for instance—give glimpses of the way they actually 
practise “psychiatry. Other experts allude to data 
fully presented elsewhere. The psychodynamic 
chapters do not fit easily with the others. 
. The ordinary. clinical psychiatrist awaits practical 
help from the proliferating chemistry in this field. 
He will need to keep an eye on these depression- 
conference volumes to, check that he has not missed 
the breakthrough;. but he can safely leave it to the 
library to provide him ‘with his browsing copy. 


J. P. Warson, Professor of Psychiatry, 
Guy’s Hospital Medical School, London 
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Insomnia. By . PETER “Tyrer, London: Sheldon 
Press. 1978. Pp 118. £1.95: 


This paperback is in a series ‘Overcoming Common 
Problems’ designed to be informative for laymen and 
written in simple language by practising psychiatrists. 
Dr Tyrer succeeds in this aim, discussing every 
possible aspect of sleep about which questions might 
be asked, including the most elementary and banal. 
He-covers.normal amounts of sleep, an easy account 
of REM sleep, normal apprehension, severe depres- 
sion, sex, noise, yoga, mattresses, partners who snore, 
and sleeping pills. The prose lacks sparkle and the 

paragraphs are long, but there is certainly no jargon.” 
The book is in fact directed to a surprisingly’ un-- 
sophisticated level of readers, but it can certainly be 
recommended to them‘as a à straightforward easy book 


. on this problem. ayi 


ANDREW. C. SmrruH, Consultant Psychiatrist. 
Greenwich District Hospital, London n zi 
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Ethological Psychiatry: Psychopathology in the 
Context of Evolutionary Biology. Edited by 
M. .T. McGurre and Lynn A. FAIRBANKS. 
London: Academic Press. 1977. Pp 219. £10.65. 

This book is a collection of ten well written essays, 
only one of which (the contribution by R. A. Hinde) 
has been published before. The authors, some writing 
jointly, represent two of the growing number of 
workers ın Britain and seven of those in America 
who are using the principles, methodology and 
current concepts described by ethologists to explore 
human behaviour ın all its aspects. 

The title of the book will seem ambitious to 
psychiatrists who are uncertain how far the etho- 
logical paradigm as it stands at present will prove 
useful to psychiatrists and others engaged, not only in 
trying to understand why patients and chents 
behave as they do, but also in finding ways in which 
affective and behavioural symptoms may be modified. 
There is a long way to go before diagnosis and 
therapeutic intervention can be guided only by 
principles established through research on human 
behaviour. Each contributor to this volume has 
attempted to present in outline data so far accu- 
mulated which, put together, would form a ‘psych- 
iatric data base’. On such data evolutionary biologists 
derive concepts which they believe may well lead to a 
major theoretical reorientation in psychiatry. 

This book despite a distracting tendency in some 
of the essays to sell an ethological approach to 
psychiatry, can be recommended to psychiatrists of 
two persuasions, on the one hand, to those who wish 
to make an overall scan of the field to see what an 
ethological approach to Psychiatry is about, parti- 
cularly the relatively unified view of mental illness 
presented by Chance, by Esser and Deutsch, by 
Hinde and by Scott. Secondly, those who have had 
their interest alerted already will find the book a 
useful statement of the assumptions and concepts that 
underly an ethological approach to the study of 
both mental health and mental disorder. 


Dorotuy H. Hearn, Consultant Poyematrist, 
Tanstock Clinic, London 


Medical Dimensions of Mental Retardation. 

* By Frank J. Menorascmo and MicHAEL L. 
Eccer. London: American University Pub- 
lishers Group. Pp 437. 1978. £7.00. 


This is a useful and informatıve book. The material 
is up to date and soundly based on a large number of 
references. There is a readable precis of each of the 
conditions and problems considered and a short 
historical perspective bearing in mind social factors. 
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The emphasis is on family and community care. 
There is a very brief reference to modern methods of 
treatment of conditions such as phenylketonuria. The 
text can be recommended to physicians with a special 
responsibility for the mentally handicapped. A 
number of minor criticisms may be made. 

In giving the risk of recurrence of Down’s syndrome 
in a sibship, the authors simply multiply the risk by 
four for the maternal age. This is not justified since 
most of the translocations and cases of mosaicism in 
the parent are noted among parents who are young 
when the affected child is born. The risk of repetition 
for older mothers is only slightly increased. Also the 
statement that no relationship has been found 
between the percentage of trisomic-21 cells and the 
mental and physical state of the individual is open to 
some qualification. Most cases of Down’s syndrome 
only have the trisomic clone. Most ‘normal’ parents 
with mosaicism have only a minority of abnormal 
cells. The reference to tetrasomy 21 in the next 
sentence appears to be a non sequitur. 


BRIAN Kirman, Consultant Psychiatrist, 
Queen Mary's Hospital for Children, Surrey 


Communication and Social Interaction. Edited 
by Peter F. Ostwatp. London: Grune .and 
Stratton. 1977. Pp 365. £15.90. 


The 30 contributors to this book are all eminent. 
The topics range from electrical potentials of the 
brain to ‘mediumistic’ counselling, from propaganda 
against ECT to psychoanalysis and visual conflicts, 
from crisis intervention to the problems of old age. 
The reader will already gain an impression of the 
strengths and weaknesses of this book. A broad 
spectrum of topics are brought together for easy 
access, and some of these are treated in a new and 
refreshing light—that of information theory and 
related concepts. Verbal deficiency is reported to be 
related to certain functional and medical illnesses; 
the point is made that familjar disorders can best be 
analysed as a form of communication; accounts of 
symptoms such as hallucinations are given ın terms of 
information processing, and so on. The very wide 
coverage has resulted often in a lack of depth; the link 
with communications theory is very tenuous at times, 
the concept being used to encompass almost any type 
of disorder or therapy. Also the title ig misleading, 
as a careful reading of the contents will show. A book 
with stimulating ideas but which, as a whole, lacks 
some coherence. ` 
PETER TROWER, Senior Clinical Psychologist, 

Hollymoor Hospital, Birmngham 
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Phenomenology and Treatment of Schizo- 
phrenia. Edited by Writi1am E. Fann, Ismet 
Karacan, ALEX D. Poxorny and Rosert L. 
Wriiams. London: SP Medical and Scientific 
Books. 1978. Pp 572. £21.00. 

A wide range of topics is covered, ineluding 
descriptions of the clinical features of schizophrenia, 
aetiology, course and treatment, as well as some 
recent original work. Many chapters contain good 
reviews of the literature, including Pokorny on 
prognostic indicators, Adams on the classifications of 
childhood psythoses and Ostwald on problems of 
communication. There are also useful reviews on 
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psychotherapy and current psychoanalytical issues in 
schizophrenia. The chapter on the biogenic amine 
hypothesis is lucid and readable and so is the review 
of pharmacotherapy. Although there are chapters on 
community treatment and descriptions of treatment 
facilities, the problems of management and rehabili- 
tation are not sufficiently covered. Unfortunately the 
quality of the papers is uneven; despite the excellence 
of some, it is doubtful if this book would rate highly 
on a library’s priority list. 


M. Y. Expawt, Consultant Psychiatrist, 
Netherne Hospital, Surrey 
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NECROPHILIA, MURDER AND HIGH 
INTELLIGENCE 
Dear Sir, 

Dr Fullerton (Journal, October 1978, 133, 382) is 
quite right in saying that the case described by Dr 
Lancaster (Journal, June 1978, 132, 605) raises a 
number of issues of forensic interest. 

I also examined Dr Lancaster’s patient and gave 
evidence at the Crown Court. I gave the opinion: 

1. That he was not suffering from McNaughton 

insanity. 

2. That there was nothing to suggest that he 
suffered from such an abnormality of mind... 
as to substantially impair his mental respon- 
sibility for his acts. 

3. There was no evidence whatsoever that at the 
time of the crime he was suffering from a 
confusional state or any state of non-insane 
automatism associdted with impaired 
consciousness. 

Both his EEG and psychological tests gave normal 
results. 

It is true that he had consumed over half a bottle 
of whisky over a period of between 9 and 5 hours 
before the crime—yet he was an habitual drinker 
presumably with a considerable tolerance to alcohol 
—and he showed no signs of intoxication. It is by no 
means certain that he had consumed any clonidine. 
My own search of the literature suggested that the 
main evidence for the association between clonidine 
and aggressive behaviour is to be found in a paper 
which showed that certain strains—but not other 
strains—of laboratory rats developed group 
aggressive behaviour after relatively massive doses of 
clonidine over prolonged administration. 

The accused had worked at the hospital in the 
grounds of which the victim’s house was situated. He 
managed to cycle up a rough lane to arrive at the 
ehouse very shortly after her husband had left to go 
on early duty. He was seen by a man on his way to 
work, pedalling quite normally. It seemed to me an 
extraordinary coincidence that he happened on the 
one house of many hundreds in the area where a 
woman was asleep in bed shortly after her husband 
had left for work on an early shift. This was another 
reason why I was unable to accept Dr Lancaster’s 
postulate of behavioural automatism. 
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Dr Lancaster mentions the Appeal findings in the 
case of DPP os Majeu8ki (1976 2 WLR 623)—see 
Criminal Law Review, 1976, p. 374-8—in relation to 
self-induced intoxication and murde». In fact, fhe 
crucial case in this respect was DPP vs Beard (1920 
AC 479). Beard had been convicted of murder when 
so drunk that he did not know what he was doing 
and could not remember after. Murder (unlawful 
killing with malice aforethought—i.¢. intent) is a 
crime of specific intent where intent is implied in the 
definition of the offence. It is incumbent, therefore, 
in a case of murder, for the prosecution to show that 
at the tıme of the crime the accused had the mens rea 
(the wrongful mind—the intent) to commit the 
crime. Manslaughter (unlawful killing without 
malice) is not a crime of specific intent. It is therefore 
only necessary for the prosecution to show that the 
accused did the wrongful act—the actus reus, and 
proof of intent is largely irrelevant. 

Thus the Beard appeal was successful on the 
ground that it was held that Beard did not ppssess the 
mens rea—the ability to form an intent to murder. 
A conviction for manslaughter was substituted as 
intent is irrelevant to that offence. Š 

In the Majewski case the situation was different. 
Majewski was no doubt equally drunk from self- 
induced intoxication. However, he had been charged 
with a series of assault offences—actual bodily harm 
and assault on a police constable in the execution of 
his duty (Police Act 1964, s. 51). None of these are 
offences of specific intent liability—so that intent— 
mens rea—was not an issue. 

Dr Lancaster in his article points out that, as a 
result of the Majewski case self-induced intoxicatidn 
is no defence in assault cases—and asks for clari- 
fication in murder cases. The answer is in the Beard 
case—and the Majewski finding reinforced this, 
quoting it at some length. 

It may be of some interest that this issue was vised 
not many months later in the same Crown Court as 
Dr Lancaster’s case. A 37-year-old man was charged 
with the murder of an elderly widow in her flat late 
one night. Strangely, he also committed an act of 
necrophilia. There was abundant evidence that he had 
consumed at least two bottles of rum and was so 
drunk that he did not know what he had done and 
could not remember afterwards. He was charged 
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with murder. At Court, the defence made sub- 
missions based on the Beard findings supported by the 
Majewski opinion. The Court accepted a plea of not 
guilty to murder—but guilty to manslaughter. 

I. PERCE James . 
Glenside Hospital, 
Bnstol BS16 1DD 


GONADAL LESIONS IN FRANSSEXUALISM 
DEAR Sir, 

It 1s almost unanimously admitted that trans- 
sexuals have functionally and structurally normal 
gonads. The few exceptions reported are probably 
fortuitous associations. However, we do nót know of 
any systematic research on the gonads of these 
patients. We suggested as early as 1971 that gonadal 
lesions might occur quite frequently, and a study of 
10 cases—6 female and 4 male—has confirmed this 
supposition. 

In all 6 cases of female transsexuals the ovaries 
were polysystic with granulo-thecal hypertrophy and 
sometimes with stromal luteinization. One had 
primary amenorrhoea, 2 had secondary amenorrhoea 
(at the age of 25 and 28 respectively) and 3 had 
disorders of the menstrual cycle. One of the female 
patients had a male type of facial and genital hair 
distribution (in the absence of any hormonal treat- 
ment). There were also some small hormonal 
anomalies: constant decrease of urinary oestrogens 
(under 10 yg/24 h), and in one case the value of 
testosterone glucuronide was increased (32.0 ug/ 
24h). 

In the tales there were also gonadal lesions. The 
testes had a polymorphous aspect: low cellularity, 
some tubules with spermatogenesis arrested in initial 
stages. This was noticed in three out of four males. 
In one case the tubes were completely hyalinized. 
Secondary sexual characters were deficient: facial 
hair was sparse or absent. The level of total oestrogens 
was high: over 10 pg/24 h and the level of testo- 
sterne glucuronide was low—under 70 ug/24 h. In all 
10 cases the karyotype was normal. 

In our opinion gonadal lesions, obviously non- 
specific, accompanied by small hormonal anomalies 
are frequently present in transsexualism. Their 
significance is uncertain, but the possibility that they 
are secondary to a disorder of the hypothalamo- 
hypohyseal area cannot be excluded. 


Institutul de Endocrinologie, 
71279 Bd. Aviaterilor 34-36, 
R-76.134 Bucuresti, 
Romama 
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THREE DIFFERENT FORMS OF 
DEPRESSION IN ONE FAMILY 
Dear Sir, 

The grandfather used to drink socially. His wife’s 
death at the age of 32 marked the onset of heavy 
drinking. His drinking was episodic, and, according 
to his son, associated with depression, he was never 
seen by a psychiatrist. The possible occurrence of 
alcoholism as a part of depressive illness is well 
known. He had few relatives and no friends. 

His son, aged 54, had an impulse to drive his car 
into a wall, following the loss of his week’s wages in 
gambling, and came to hospital. The death of the 
son’s only daughter in 1964 had pushed him into 
heavy gambling, and he sold his car and house to pay 
for his debts, while his wife had to go out to work 
again. Still he could not stop gambling every now and 
again. Heavy losses occurred twice, each time after 
losing his job. At hospital he showed .evidence of 
depressive illness, and was treated with tricyclic 
antidepressants and family therapy from May 1977. 
He and his wife are now able to enjoy a better family 
and social life than they ever had even before their 
daughter’s death, and as his depression lifts his 
gambling stops. He describes himself as a loner. The 
relationship between pathological gambling and 
depression has been studied by various authors, 
including Moran (1970: British Journal of Addiction, 
64, 419). f 

Their daughter had a case record in three general 
hospitals, each time after taking an overdose. The 
first was precipitated by her father going out with a 
woman not his wife, and the last by her own sepa- 
ration from her boy friend. On the first occasion the 
psychiatrist’s opinion was hysteria, and on the second 
reactive depression. She was not seen by a psychiatrist 
during.the third and fatal admission because she was 
too ill, yet the notes strongly support the possibility 
of genuine suicidal attempt and depression. She had 
no emotional support from her parents, who expressed 
guilt feelings for that. 

Paykel has offered a model for the modifying 
factors between events and illness. The nature of the 
event, a loss, its undesirability and significance, were 
similar in the three patients, and the lack of emotional 
and social supports probably played a role in the 
precipitation of illness in all of them. The father’s 
ability to stop gambling for over a year now if 
probably related to the better emotional family life. 
This case supports Paykel’s model through three 
generations of one family. 

i N. R. Bismay 
John Conolly Hospital, 

Rednal, 

Birmingham B45 9BD 
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FEIGNED BEREAVEMENT 
Dear Sir, 

The ‘authors of the paper ‘Feigned bereavement: 
twelve cases’ (Journal, July 1978, 133, 15-19) made 
two opening points: that most of these cases were 
variants of the Münchausen syndrome and that 
feigned bereavement was more common than 
realized. 

The Münchausen syndrome and abnormal illness 
behaviour describe patterns of behaviour which can 
form part of a range of psychiatric disorders. The 
information supplied about the twelve cases of 
feigned bereavement suggests that the same applies 
to this syndrome. The presence of depression in all 
but one case, as the authors point out, suggests a 
closer affinity to depressive disorders than to the 
Munchausen syndrome. 

These observations Have important management 
implications. Once staff anger at discovering the 
patient’s ‘deception’ is dealt with, the basic under- 
lying psychiatric disorder requires more specific 
diagnosis and treatment. 

The frequency of feigned bereavement may be 
underestimated. Not all such cases may reach the 
hospital, as suggested by the character Charlie 
Citrine in Saul Bellow’s novel, Humboldt’s Gift. 
Following the loss of most of his money, the final blow 
comes when his mistress, Renata, marries his rival for 
her attentions. He plunges into a deep depression and 
masquerades with her illegitimate son as a widower in 
a Madrid pensión. He gets a false passport for the 
boy by telling the U.S. consul that his wife recently 
died of leukaemia and a pickpocket has stolen his 
wallet. At the pensión he tells the landlady that his 
wife was killed by a truck as she stepped off the curb in 
Barcelona, her chest crushed, her lungs punctured, 
her face destroyed. He rages and yet yearns. His 
grief and loss are real, although the drama and 
ever-changing details of his feigned bereavement 
resemble the cases of Snowden and his colleagues. 
Their paper brings systematic description into an 
area of anecdotes, allowing for the testing of more 
consistent management approaches. 

nee Joun Mann 
New York University Medical Center, 
School of Medicine, 
550 First Avenue, 
New York, N.Y. 10016 


Dear Sir, 


Following the report of twelve cases of feigned 


bereavement (Journal, July 1978, 133, 15-19) we 
would like to comment on two men referred to a 
general hospital psychiatric unit, both after self- 
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poisoning following the alleged loss of a female 
partner. 

The first was a truculent man of 34 who claimed to 
be a teacher with a first-class history degree. The 


-only son of a ‘small Northern town prostitute’, he had 


risen by his own efforts, but twelve months pre- 
viously he had witnessed the death of his wife and 
son at the hands of a hit-and-run motorist. Since then 
he had drifted about, ho a and bereft. 

The second patient 25, posing convincingly as 
a solicitor. He told an elaborate tale about his rise 
from humble origins to a first-class law degfee. 
However, three months before he had lost his fiancée 
in a car accident in which he was the driver, and 
since then had been unable to work, had hallu- 
cinations of her presence and was | weighed down with 
guilt. 

The patients showed many additional similarities in 
their presentation. For example, both overdosed at 


‘the local bus station, neither gave us any means of 


checking his story, and both used professional books 
or documents to appear more convincing. 

Their course in hospital was identical.’ Initially 
they evoked:much sympathy and anxiety about their 
welfare. Later, when confronted, they attempted to 
maintain their position by subtle shifts in their story, 
and it eventually emerged that neither of them was 
bereaved nor a member of any profession, but further 
information was impossible to obtain. When their 
request for in-patient treatment was refused they 
became abusive and discharged themselves and were 
lost to follow-up. 

The diagnosis of the Miinchausen syndrome with a 

psychiatric presentation fits these patients well. This 
diagnosis has also been previously reported in a 
patient who presented as depressed subsequent to an 
alleged incident in Vietnam, where he had gone on 
the ‘rampage’ with a gun in a dissociated state. It 
seems that Münchausen patients characteristically 
prefer a spectacular and tragic role, and syndromes 
such as bereavement by sudden death and ‘combat 
dissociative reaction’ provide suitable vehicles for 
deception. : 

Lez HOLLAND 
NICHOLAS Wiren 
Barnes Unit Psychiatric Consultation Service, 


Radcliffe Infirmary, 


Oxford 


e 
Reference 
GELENBERG, A. J. (1977) Munchausen’s syndrome with a 
psychiatric presentation. Diseases of the Nervous 
System, May, 38, 378-80. j 


[This correspondence is now closed.—Editor] 
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MODIFYING ECT WITH A: SAFE, SIMPLE AND 
ECONOMICAL TECHNIQUE 


Dear Sir, 
I have developed a safe, simple and economical 


technique for modifying ECTs and have so far given’ 


3698 ECTs to 569 patients, modifying them by 
minimum doses of iv diazepam (av. dose 8 mg); 
suxamethonium (av. dose 15 mg) and voluntary 
hyperventilation by the patients for about 150 seconds 
preceding ECT. This entirely dispensed with 
artificial insufflation. 

I have found this technique simple, safe, satis- 
factory, economic and superior to the standard 
technique of modifying ECTs with thiopentone, 
suxamethonium and artificial insufflation which I 
had been using previously for over 20,000 ECTs. The 
muscle-relaxant action of diazepam enabled a 
considerable reduction of suxamethonium doses. 
This and the important property of diazepam of 
inducing consistent amnesia and anxiolysis elimin- 
ated the side-effects of: painful muscle twitchings 
caused by suxamethonium and thus reduced the 
duration of apnoea induced by it. The average 
duration of apnoea was about 130 seconds, without 
evidence of cyanosis or hypoxia. The anticonvulsant 
action of diazepam was countered by voluntary 
hyperventilation which 1s physiologically well known 
to reducé the convulsive threshold. No major or 
notewortBy side-effects were recorded. 

Vasant G. Josu 
Grant Medical College & The University of Bombay, 
7, Futsca, Afakarand Society, Sawarkar Marg, 
Bombay—400 016, India 


NO LUNG CANCER IN SCHIZOPHRENICS? 


Dear Sir, 

I have been working in psychiatric hospitals for 
nearly 35 years. One of the most striking features of 
long-stay patients, of whom the greater proportion 
have been patients suffering from schizophrenic 
illnesses, is the amount they smoke (mainly cigarettes 
whether factory or ‘home-made’). 

I am struck by the fact that I cannot recall a 
single case of a chronic schizophrenic patient (male 
or female) dying of bronchial carcinoma. This must 
surely be below the ‘normal’ expectations. 

I have discyssed this observation with a number of 
colleagues who have confirmed that they too cannot 
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recall bronchial carcinoma occurring in a patierit 
suffering from schizophrenia. If my own experience is 
typical then surely there must be some important 
findings (chemical or other) present in patients with 
chronic schizophrenic illness not present in non 
psychotic members of the community. I have dis- 
cussed my observation with Sir Denis Hill but would 
very much like to learn of the experiences of col- 
leagues, especially those who have looked after long 
stay patients for a considerable time. 

Davip Rice 
Hellingly Hospital, 
Hailsham, i 
East Sussex BN27 4ER 


DEPOT INJECTIONS AND 
TARDIVE DYSKINESIA 
DEAR SR, 

If the incidence of tardive dyskinesia among the 
patients already receiving depot fluphenazine at the 
start of Dr Gibson’s study (Journal, October 1978, 
132, 361-5) was 7 per cent, this figure was reached 
after a mean of 4.4 years of depot fluphenazine treat- 
ment, in addition to the previous oral therapy. Yet 
the increase in incidence in the next two years was 
5.6 per cent and 6.1 per cent respectively—a sudden 
acceleration coincident with the study. The increase 
for the third year of follow-up seems to be slowing 
down again at 3.3 per cent. 

Asnus (Diseases of the Nervous System, 1977, 38, 856-9) 
has drawn attention to the importance - of hysterical 
identification in the development of dyskinetic 
symptoms by some patients who notice the special 
interest and attention given to those with tardive 
dyskinesias. Dr Gibson refers to the close involvement 
of the community nurses in his study, so that although 
the patients were not in hospital mechanisms related 
to suggestion may still have been operative. 5 THe rise 
and subsequent fall in the rate of appearance of new 
cases is also in keeping with the epidemiology of 
hysterical conditions (Penrose, On the Objectwe Study 
of Crowd Behaviour, 1952, London: H. K. Lewis). 

Finally, this may help to explain the apparent 
anomaly of concomitant parkinsonism and tardive 
dyskinesia observed in four patients. 

A. A. SCHIFF 
E. R. Squibb & Sons Ltd, : 3 ° 
Regal Houss, 
Twickenham TW1 3QT - 
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Brain injuries, particularly when they result from severe diffuse trauma as in road accidents, lead very often 
to both physical and behavioural disabilities. This Unit has been designed to treat behaviour disorders while 
providing physical rehabilitation at the same time. The setting involves a highly structured Token Economy, 
with individually tailored additional programmes. 


It is staffed by a Consultant Neuropsychiatrist, Psychologist, Speech Therapist, Physiotherapist, Occupa- 
tional Therapist, and Nursing Staff specially trained in behavioural techniques. 


The aim is for an intensive treatment programme of about six to eighteen months, to bring behavioural 
disorders under sufficient control to allow the ‘brain-injured individual to progress to wider rehabilitation 
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Review Article 


The Behavioural Treatment of Hysteria 


By JULIAN BIRD ; 


“The starting point of hysteria . . . is a depression, an 
exhaustion of the higher functions of the encephalon”’. 
(Janet, 1920) 


“The hysteric is a liar who does not admit or recognize 
his lies”. 

(Szasz, 1974) 

“You must not imagine that very much has been gained 


by this (symptomatic cure) for the therapeutics of hysteria.” 
(Freud, 1893) 


“Cure the symptom (or rather the totality of 
symptoms...) and you have cured the disease”. 
(Eysenck & Beech 1971) 


Introduction 


This review will attempt a description of the 
common behavioural treatments for hysteria 
and a critique of the outcome studies done on 
those treatments. 

Accounts of any treatment of hysteria, and 
reviews of those accounts, are peculiarly prone 
to bias, as the opening quotations would suggest. 
These quotations illustrate a modern clash of 
dogma, but it is noteworthy that even before 
Charcot hysteria was a favourite battleground 
for students of human behaviour: the denigra- 
tion of ‘symptomatic’ treatments (an inherently 
biased word) merely continues this historical 
process. Historical dissension among schools is 
mirrored by the personal dissensions among 
staff which hysterical patients commonly pro- 
voke (Pollack and Battle, 1963). 


” Behaviour therapy 


Behavioural treatment, for the purpose of this 
review, is taken to mean any psychological 
management in which the problems, goals, 
interventions and measures of change can all 
properly be defined in terms of observable 
behaviour (including speech), (Bird et al, in 
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preparation). Typically, the therapist focuses on 
current behaviour itself rather than its distant 
historical associations: he negotiates clear goals, 
establishes concrete measures of progress, is 
explicit in his propositions, questions and 
feedback to the patient: he encourages deli- 
berate practice of desired changes of behaviour 
without necessarily waiting for emotional ‘pre- 
paration’, and generally strives to be empirical, 
rather than theory-directed. Systematic expo- 
sure for anxiety-linked behaviour, aversion for 
unwanted appetitive behaviour, and modelling 
or operant conditioning for deficits of behaviour 
are widely accepted specific treatment principles. 

This description, in which the , general 
principles of explicitness and measurement are 
more important than ‘special techniques’ and in 
which empiricism is considered overwkelmingly 
more important than theory, is increasingly 
representative of practising behaviourists 
(Sloane et al, 1975; Marks, 1976; Chesser, 1976). 
Strong arguments have been presented for its 
being made the basic position of all clinicians 
(London, 1972). 

Behaviour therapy has restricted scope: its 
practitioners should, and generally do, confine 
themselves to working with problems where their 
approach has been shown to be superior in 
achieving measurable results, and only expand 
their field of operation after careful experiment. 
They do not in general seek global explanatory 
models for psychiatric disorder or make global 
claims for the relevance of one particular style 
of treatment. Their ‘area of confidence’ only 
inludes something over 10 per cent of the adult 
clinical psychiatric population (phobias, obses- 
sions, sexual and habit problems, etc.) Hysterical 
phenomena would seem to sit on the borders of 
this area. 
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Hysteria 

Many behaviourists doubt whether the term 
‘hysteria’ is meaningful or useful at all, being 
not only vague but heavy with unsubstantiated 
aetiological overtones. For the purpose of this 
review it is interpreted narrowly. We may hope 
that, since the clinical problems are similar in 
all the selected studies, differences of treatment 
approach will stand out.*Furthermore, a clear 
idea of the natural history of the problems being 
treated can Be kept in mind. Where studies lack 
adequate controls, numbers or follow-up, a clear 
knowledge of natural history helps a little to 
reduce uncertainty about the meaning of 
results. For, these reasons, the review will 
concentrate on studies that deal either with 
pseudo-neurological ‘conversion symptoms’ or 
with the ‘hysteria syndrome’ of Briquet and 
Guze, (Guze, 1970; Templar and Lester, 1974). 
Crudely summarized, these two entities and 
their natural histories are as follows: 

Conversion symptoms: relatively discrete 
organic-style symptoms of pseudo-neuro- 
logical character, such as aphonia, amnesia, 
astasia, fits, blindness, deafness, etc. They 
occur in a wide variety of psychiatric and 
general medical settings and have a very 
variable natural history ; the likelihood of 
spontaneous remission within two years is 
probably about 50 per cent ( (Rachman, 1971). 

Hysterical syndrome : relatively dife poly- 
symptomatic disorder, nearly always in 
women, with a minimum of 25 symptoms 
spread over a wide range of physical and 
psychological functions and starting before 
the age of 35. The natural history is ex- 
tremely stable: up to 90 per cent will still 
efit the description six to eight years after 
presentation. 

The treatment of many other phenomena 
which could also perhaps be called hysteria 
(Mayou, 1975) is not considered here: for 
example, the ‘psychosomatic disorders’ includ- 
ing problems of appetite, menstruation, chronic 
pain, asthma and so forth are not reviewed 
despite a very promising behavioural literature 
(Price, 1974). Similarly excluded is the so-called 
hysterical personality (shallow emotions, atten- 
tion seeking, etc.) because of grave doubts about 
its validity (Mischel, 1968). 
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Types of study 

Objective descriptions of psychological treat- 
ments are rare enough: methodologically sound 
outcome studies of such treatments are even 
more rare (Sloane et al, 1975) and the danger 
that choices of management in psychiatry will 
continue to be dictated by the swings of mere 
fashion is still with us (Tourney, 1967). Novelty, 
plausibility, and extraneous shifts of social 
attitude at large continue to be potent forces in 
the shaping of therapy in any field where hard 
and lasting results are not easily come by. 
Behaviour therapy, despite, indeed perhaps 
because of, its pride in ‘objective’ evaluation, 
is not exempt from these forces. Six years ago, 
leading authorities could say, with justice: 


“We do not dispute very seriously [the common 
criticism] that there do not exist any satisfactory 
studies of behaviour therapy using adequate 
numbers . . . proper controls . . . and (proper) 
methods of evaluation (which are almost always 
very crude)”. 

{Eysenck & Beech, 1971) 
and yet, at that time, in the U.S.A. at least, 
behaviour therapy was an already rolling band- 
wagon. The comment could now be contra- 
dicted with fair confidence in respect of the 
behaviour management of focal. anxiety, ob- 
sessional rituals, amd specific sexual problems. 
In other problem areas, however, including 
hysteria, the comment would still hold, not just 
for behaviour therapy but for many other 
forms of psychological treatment. 

The studies reviewed here are grouped under 
the two clinical headings (conversion and 
syndrome) and then sub-divided as follows: 

(a) Group studies with controlled design 
(b) Group studies with no controlled design 
(c) Case studies with controlled design 
(i.e. sequential conditions including place- 
bo or reversal treatments and or multiple 
base lines). 
(a) 
(anecdotes). 
This rank order is not always a reliable guide to 
the merits of a paper. Many would argue that 
case studies of controlled design can be as 
valuable as controlled group studies (Barlow 
and Hersen, 1973), for reasons which can be 
summarized as follows: 


Case studies with no controlled design, 
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Generality of findings: individual variations in 
symptoms and responses can be masked in 
large group results. 

Size of changes: the degree of real-life impact 
of treatment for an individual can be masked 
positively or negatively by group results. 
Mechanism of changes: specific ‘active in- 
gredients’ of treatment are more difficult to 
tease out in group studies, as are the effects 
of coincidental environment changes. 


Studies carrying superior descriptions of the 
problems, their history, management and 
follow-up can, even if anecdotal, be as useful 
(or relatively useless, depending on one’s pòint 
of view) as controlled studies lacking such 
descriptions. 

Studies that do not either make some formal 
attempt at control or give unusually good 
descriptions and follow-up, ot=both, are ex- 
cluded. The largest group of studies consists of 
the single-case anecdotes concerning conversion 
symptoms: some have become very famous and 
are also couched in the quasi-scientific language 
still fashionable among some behaviourists; 
nevertheless, they remain anecdotes and must 
invoke the special doubt attached to all anec- 
dotes, i.e. why choose to report this particular 
case? It can only be said in mitigation that, 
when and if a chronic and consistent symptom, 
unresponsive to other treatments, suddenly 
remits at the time of a specified procedure and 
fails to re-appear or be replaced during a 
reasonable follow-up period, then the story 
should be taken seriously. If large numbers of 
such cases accumulate, then they justify the 
investment needed for proper controlled re- 
search, 


Studies on Conversion Symptoms 

Group study with controlled design 

Dickes (1974) retrospectively reviewed the 
, records of 16 in-patients who between them had 
18 conversion ‘symptom complexes’ compatible 
with Guze’s criteria. Half the symptoms had 
been managed by ‘traditional approaches’ 
(unspecified) and half by a reasonably well 
defined behavioural approach, sometimes called 
operant conditioning, in which rewards and the 
withdrawal of rewards are used systematically: 
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in this ‘special regime’ conventional privileges 
and diversions can only be acquired by sympto- 
matic improvements. All patients also, however, 
received ‘group psychotherapy’ (undefined) and 
had the supposed benefits of ‘ward milieu’ 
(undefined). There was no follow-up beyond 
discharge (maximum 121 days). Full remission 
is claimed for 90 per cent of behaviourally 
managed symptoms and for 45 per cent of those 
traditionally managed. It is also revealed, 
however, that shorter histories correlated with 
good results regardless of type of treatment, and 
it seems there were more short histories in the 
behaviourally treated group. 

The study has major flaws: treatment 
allocation by unknown and possibly biased 
criteria, poor descriptions of both the cases and 
the managements and minimal follow-up are the 
more obvious. It amounts, at best, to only the 
most tentative support for behavioural methods, 
but must take credit for being the only con- 
trolled study available to date. 


Group study without controlled design 

Carter (1949) gives a lucid, elegant and 
common-sensical account of 100 cases with well 
defined conversion symptoms. It is not car how 
many, if any, of these were treated collectively, 
and the study might perhaps be better described 
as a collection of single cases. His trtatments 
were short and simple: the central strategy was 
to suggest heavily, directly and immediately, 
with or without the use of thiopenotone, that the 
symptom would resolve. This suggestion was 
linked to studious withdrawal of attention from 
subsequent symptomatic behaviour—a__ be- 
haviourist might have called this latter process 
extinction. There was also simple support and 
practical help with changing the patient’s day- 
to-day environments. Ninety per cent of the 
patients were successfully followed up for 
periods of four to six years, at which stage 66 per 
cent were totally symptom-free, working and 
‘feeling well’: a further 9 per cent were sympto- 
matically improved and also workiag. Tremors, 
fits, and vomiting appeared to do less well than 
other symptoms. Design deficiencies in the study 
are partly compensated for by the excellence of 
the descriptions and follow-up. In making the 
very favourable comparison of his own results 
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with the well-known psychotherapy series of 
Luff and Garrod, Carter himself concedes that 
the shorter and more dramatic histories in his 
cases, which were mostly of war-time origin, 
may account for some of the differences. Thé 
study strongly suggests that early, brief, and 
concrete interventions are worth trying and that 


so-called symptom substitution is a rarity. 
e 


Case studies of controlled design 


*Mumford®%t al (1976) describe the systematic 
evaluation of several behaviour strategies in a 
case of coughing, aphonia and social with- 
drawal. An adequate history is given: the 
symptoms were chronic (four years) and had 
not responded to other treatments, including 
psychotherapy. Punishment (shocks) did not 
have the predicted effect on cough frequency, 
which rose, but contingent withdrawal of 
attention seemed helpful; no reversals were 
included to check this effect. The aphonia was 
tackled in several ways, but particularly by 
shaping (breaking voice production into a set of 
components and giving instruction and con- 
tingent reward for each), plus delayed major 
rewards (e.g. home visits) for major gains. 

Thes arrangements were reversed separately, 
and stepwise deteriorations did follow, progress 
being resumed with renewed treatment. Prac- 
tical helb with work and social life was also 
given. Major success is reported both sympto- 
matically and in general adjustment, and this 
continued through the 17 months follow-up. The 
long history, the clear descriptions, the element 
of ABAB design and the adequate follow-up 
make this a very suggestive study. The draw- 
backs are the lack of independent assessment and 
the doubts about the timing and impact of the 
general practical support. 

Agras et al (1972) examine systematically the 
effects of direct instruction and increasingly 
‘expensive’ praise on the quality and quantity of 
walking in a 20-year old woman with a five year 
history of weak legs. The elegant sequential 
design, the good descriptions, the long history 
and the rapid resolution are impressive. The 
absence of follow-up is a major flaw. 

Hersen and his colleagues have pursued their 
studies of ‘astasia-abasia’ in a similar manner 
(Hersen et al, 1972; Turner and Hersen, in 
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press). The studies provide strong support for 
the general value of instruction and contingent 
reward, and also suggest a particular additive 
effect—i.e. removal of reinforcement is not 
associated with temporary relapse if it has 
initially been given in combination with 
explicit instructions. Lack of follow-up is again 
a major drawback in these studies. 


Similar well-designed studies of spasmodic 
torticollis and its response to instruction, 
reinforcement and detailed discriminative mech- 
anical feedback are also available (e.g. Bern- 
hardt and Hersen, 1972). This mechanical 
analysis with feedback and restructuring is 
becoming a common theme in the better 
studies of habitual unwanted movements such 
as tics, grimacing, eye closure, occupational 
cramps, etc. (e.g. Hersen and Eisler, 1973). The 
author’s own anecdotal experience is similar: 
furthermore, it seems that complex machinery 
is not necessary for conducting such a pro- 
gramme. The behavioural literature on ‘in- 
voluntary movements’ is a growing one of 
mixed quality. This review will not attempt to 
deal with it adequately, since it could well be 
argued that, in consideration of the common 
organic factors in these cases, they should, 
along with ‘psychosomatic’ problems, not be 
labelled ‘hysteria’. 


Case studies without controlled design (anecdotes) 


Sears and Cohen (1933) described the 
resolution of anaesthesia in a woman’s left hand 
during a complex intervention derived from 
Pavlovian concepts of conditioning: various 
stimuli to the affected hand were paired with 
unpleasant shocks to the normal hand: the lady 
started eventually to withdraw the normal hand 
before the shocks arrived and after that began to 
say that she could feel the ‘warning’ stimuli. This 
description has acquired an historical aura and 
is much quoted in support of behavioural , 
theories; the paper itself, however, is mainly 
devoted to an academic exploration of the 
lady’s various sensation disorders; other aspects 
of her history are not detailed; the symptoms 
had only been present for eight months; other 
attempts at treatment, if any, are not described, 
and follow-up was for only six months; there 
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were no deliberate reversal or placebo condi- 
tions or independent measures. It is of interest 
to note that one of the lady’s other symptoms, 
astereognosis, resolved spontaneously six weeks 
after the experiments were over. All in all, no 
serious conclusions can be drawn. 

Another ‘historic’ case (Hilgard and Marquis, 
1940) is more impressive: a patient with 
paralysis and anaesthesia of one arm of six 
years duration, unresponsive to other treatments, 
was subjected to a similar, brief, ‘conditioning’ 
programme. Mild shocks were given to the 
affected hand, closely followed by strong 
shocks to the normal hand: again, after acting 
on these warnings, sensation was reported in the 
numb hand. The procedure was then neatly 
reversed, and withdrawal twitches were estab- 
lished in the affected hand, followed by reports 
and demonstrations of voluntary power. The 
patient was followed for two years and neither 
the original difficulty nor any new one seems to 
have arisen. 

Malmö et al (1952) described a similar 
dramatic result, using a comparable procedure, 
in a lady with total hysterical deafness. Tones 
were used as warnings of finger shocks. Avoid- 
ance movements quickly appeared, but hearing 
as such was not conceded until after a road 
accident the following day. Two years later she 
was still symptom-free, but it has to be noted 
that the history was short (six weeks) and that 
the effects of suggestion and of the road accident 
are imponderable. 

Walton and Black (1959) used systematic 
reward and punishment in the management of a 
lady’s chronic (seven years) aphonia. The 
central exercise was to read aloud from a boring 
book: the better her vocal performance the 
shorter was the session and vice-versa. The 
frequency of sessions and the size of audience 
were progressively increased: some ‘learning 
theory derived’ elements were included (rest 
periods, amphetamines) which now have a 
somewhat esoteric ring. No separate or syste- 
matic evaluations of the various elements was 
attempted, and the elaborate theoretical dis- 
cussions do not help in deciding whether the 
treatments were in themselves effective. The 
lady became symptom-free and remained so for 
the 20 months of follow-up, but it seems that 
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frequent consultations took place during that 
period. 

Brady and Lind (1961) give a most detailed 
account of a man of 40 with hysterical blindness 
‘of two years duration and his management, 
which was again in essence a system of rewards 
contingent upon visual performance. In treat- 
ment sessions the basic exercise was for the 
patient to press a@button during set time 
intervals: if he guessed the time intervals 
correctly a buzzer would sound, inelicating tHat 
he was scoring points which would later be 
translated into privileges and other rewards. 
Button presses at the wrong time simply 
restarted the time cycle and thus reduced the 
total rewards that could be gained from the 
session. Without telling the patient, a visual cue 
(light) was then introduced which indicated 
reward opportunities. Initially, his accurate- 
guess rate fell instead of rising, and it was 
discovered that he was keeping his eyes covered. 
After explanation and suggestion of various 
kinds, scores began to improve. After further 
paradoxical scores, crude vision was finally 
reported by the patient, together with much 
display of emotion. The cues were then made 
progressively more subtle: this appeared to 
have the desired effect of increasing his visual 
discrimination and acuity. Conventional sup- 
port and rehabilitation measures were then 
added. The result was a mixed one—during the 
13 months of follow-up visual performance 
varied with his social situation, but in other 
areas he seemed consistently better adjusted. 
There was regular contact with the clinic 
throughout this follow-up period. 

The Brand and Lind study is impressively 
detailed, and yet, partly because of this, many 
drawbacks become apparent on reflection: it 
seems likely that deliberate dissembling, not to 
say malingering, was a bigger factor in this 
patient than in many hysterics. The treatment 
took a very long time and was heavy with 
suggestion and poorly specified general sup- 
portive measures. The results were mixed, 
despite regular visits to the clinic during the 
follow-up period. Grosz and Zimmerman’s 
(1965) further reports on this case throw serious 
doubt on both the diagnosis and the effects of 
treatment. 
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Case studies of comparable, but no greater, 
import are available concerning gagging (e.g. 
Epstein and Hersen, 1974), aphonia, fits, 
astasia with vomiting (e.g. the various cases in 
Blanchard and Hersen, 1976), blepharospasnt 
and astasia (e.g. Meichenbaum, 1966). The last 
two authors use their anecdotes, plausibly 
enough, to press for a combined attack on 
several aspects of the patient’s current problems 
at once. In this way, they feel, the chances of 
rélapse or of new symptoms will be reduced: 
hardly a revolutionary hypothesis to a working 
clinician. 

Lazarus (1963) describes a collection of past 
cases which has now become very well known. 
The collection is discussed in more detail under 
Hysteria Syndrome (below) but it seems that 
conversion symptoms were present in 27 of the 
author’s 126 cases, and he reports that 71 per 
cent of these 27 patients, rated on global scale, 
were improved or recovered after fairly brief 
treatment. Whether the conversion symptom 
itself resolved, and what relation this may have 
had to any particular element of his complex 
treatment package, is impossible to say. 

Other workers (e.g. Wolpe, 1958) argue from 
their case collections that it is important to 
approach hysterical symptoms associated with 
high anxiety differently from the rest. The cases 
of Dollatd and Miller (1950) and Brady and 
Lind (above) add colour to this impression that 
some, but by no means all, conversions can be 
viewed as anxiety avoidance mechanisms which 
may or may not subsequently become autono- 
mous habits. The management of the focal 
anxiety, where it can be identified, would seem 
best achieved by one form or other of systematic 
exposure to the anxiety-provoking situation, so 
that the patient can learn how to cope both with 
the situation and with the feelings associated 
with it. This, of course, is a much better estab- 
lished success area for behavioural methods 
(Marks, 1976). 


Studies on the Hysteria Syndrome 
e 


Group study with contral groups 

The first study in this category (Scallett et al, 
1976) is primarily concerned with electrosleep, 
which could only be labelled a behavioural 
approach if very loose criteria were used. 
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However, a more clearly behavioural treatment 
(relaxation exercises) is incidentally examined 
as well. In a well designed and described 
prospective double blind study of 24 women 
with the hysteria syndrome, the author compares 
the effects of central stimulation electrosleep, 
peripheral stimulation electrosleep, and placebo 
electrosleep. All patients had relaxation exer- 
cises. He concludes convincingly that neither 
form of electrosleep was any use in this con- 
dition. Relaxation exercises appeared to give 
modest benefit as measured by anxiety and 
depression scales, but there were no non- 
relaxed controls. Follow-up was short (50 days). 

The second study (Sloane et al, 1975) is a 
massive, carefully planned and impressive work 
comparing psychotherapy and behaviour 
therapy results in a mixed neurotic population. 
Unfortunately, the lay-out does not allow 
separate direct evaluation of cases with the 
hysterical syndrome. One can, however, point 
to several indirect indications that behaviour 
therapy works well with such cases in com- 
parison to interpretive psychotherapy or mini- 
mal non-specific support. In the study, 94 
moderately severe neurotic out-patients were 
carefully and independently assessed and then 
assigned randomly to either behaviour therapy, 
psychotherapy or a ‘waiting list’ which actually 
entailed regular simple support. The therapists 
were free to simply ‘do their best’, within a set 
total of hours over a period of four. months. 
The treatments were thus generally complex 
and multi-pronged, but they were consistently 
different in style and conformed well to their 
respectively behavioural and psychodynamic 
conventions—this issue was independently moni- 
tored. After four months, on a global rating 
scale, 93 per cent of the behaviour therapy 
patients were improved or recovered compared 
with 77 per cent for the psychotherapy and 
control groups (P = 0.05.) At one year, only 
65 patients could be traced for follow-up, and ` 
evaluation was confused by drop-outs and 
intervening treatments: there was an impression 
that the post-psychotherapy group were in some 
respects ‘catching up’. One feature is of parti- 
cular interest to this review: in the detailed 
analysis of the factors that correlated with good 
outcome in each of the types of therapy it is 
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clear that patients with severe pathology did 
better with behaviour therapy; this was 
particularly so in cases with severe ‘acting ou? 
phenomena—for example, as measured by the 
Hysteria and Mania Scales of the MMPI. The 
study is of great potential value to all students of 
psychological treatment and its evaluation. 


Group study with no controlled design 


Kass et al (1972) give a lucid and detailed, but 
uncontrolled, description of a multi-component 
in-patient behavioural strategy adopted with 
five women, all of whom. had chronic and 
multiple ‘hysterical’ problems. One cannot be 
confident as to how many had the Briquet 
syndrome as such, since Kass does not use this 
yardstick explicitly. They were all admitted at 
more or less the same time, following suicidal or 
quasi-suicidal episodes. The programme lasted 
about five weeks. The central idea was to 
demand adherence to a tight daily schedule of 
itéms such as self-care, group meetings, record 
keeping, outside contacts, and certain special 
therapy sessions mostly involving role-play. 
These demands were intended to elicit, in a 
controllable environment, concrete examples of 
the maladaptive responses to stress which it was 
supposed their symptoms constituted. Penalties 
(loss of privileges) were imposed, not for hysteri- 
cal behaviour as such but for schedule breaking. 
For the symptomatic behaviour (e.g. suicide 
threats, somatic complaints, sulking) explicit 
feedback was given, including on video: there 
was advice about alternative behaviours, and 
opportunity to practise these, for example in 
role-play. Multiple and concrete individually 
tailored measures of progress were kept. In four 
out of five patients symptomatic behaviour 
built to a peak at about three weeks and then 
declined to a new and acceptably low level. 
These four patients, but not the fifth, did 
pretty well, both symptomatically and generally, 
over the 18 months follow-up. The authors 
themselves, in an interesting discussion section, 
readily admit the flaws in the study. Neverthe- 
less, given the usual natural history of such 
patients, and the messy and unpleasant failures 
that usually accompany their admission, these 
results look very suggestive at face value. 
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Case studies with controlled design 


No study has been found that fits both the 
design criteria and the problem definition 
criteria. 


Case studies with no controlled design (anecdotes) 


Lazarus (1963) and Wolpe (1958) have both 
reported on case @ollections where chronic 
multi-symptomatic neurosis has been treated 
behaviourally. e . 

The more valuable descriptions, for the 
purposes of this review, are those of Lazarus, 
though even here it is impossible to separate out 
for evaluation those patients who had the 
hysterical syndrome as such. Lazårus describes 
his results in terms of diagnostic dimensions 
(phobic, psychosomatic, conversion hysteria, 
etc.) and their relative responsiveness to treat- 
ment. Cases themselves are only reported in 
terms of a global scale, though this is well 
defined and. conservatively applied. There 
are valuable descriptions of his various treat- 
ment tactics, but these are not enumerated case 
by case. Altogether he reports on 126 adults 
‘persistently handicapped by generalized neu- 
rotic disturbance’, and of these 61.9 per cent 
were reported as markedly improved or com- 
pletely recovered by the end of treatment (a 
mean of 14.07 sessions). High seores for 
hysterical, psychosomatic, and interpersonal 
complaints were among the factors associated 
with better outcome. Thus, one might reason- 
ably guess that many of his successful cases had 
shown the hysterical syndrome. How far 
Lazarus’ apparent results can be accounted for 
by his personal qualities, by his style of therapy, 
or by one or other of his special behavioural 
techniques, cannot possibly be determined frm 
the data available. 


Conclusions 


In the area of hysteria, the comments of 
Eysenck and Beech (1971) akout the in- 
adequacy of outcome studies in behaviour 
therapy would still be justified. With hysteria 
cases expectancy, placebo and therapist vari- 
ables are likely to be very important: thus, 
controlled studies are particularly desirable, yet 
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clearly there are not enough of them. Only 
tentative general conclusions can be drawn: 


1. The behavioural approach is likely to be 
useful where therapist and patient can agree, 
on clear definitions of both problems and 
goals, and do so in terms of outward be- 
haviour. 


2. The behavioural approach is likely to be 

useful if patient and therapist can agree to 

s work integsively on a narrow issue, providing 

they recognize that there may be several 
such issues to deal with. 


3. “Symptom substitution’, as a measurable 
phenomenon, is rare, and fear of it need not 
constrain “management, even in hysteria. 
Like any other therapist, however, the 
behaviour therapist is well advised to 
clarify any external factors which may be 
maintaining the problem behaviour and 
manipulate them where possible. 


4. In those hysterical cases where anxiety, or 
the avoidance of anxiety, plays a major and 
obvious part, the anxiety should be treated 
‘on its own merits: this is probably best done 
by a behavioural approach, based on 
systethatic exposure to the feared situation. 


The success, such as it is, of behavioural 
methods ip hysteria, has no necessary bearing on 
theoretical formulations about the causes of 
hysteria, nor on theoretical formulations about 
the mechanisms of behavioural methods. Most, 
if not all, of the successes reported in this 
‘review could, for example, be simply inter- 
preted as providing the patient with an ade- 
quately impressive ‘excuse to get better’. This 
seems particularly true for conversion symptoms: 
whether the cause of a woman’s aphonia be 
unconscious conflict, traumatic conditioning, or 
social anxiety plus lack of practice, it seems 
likely that the therapist should first try a 
pragmatic, concrete and directive approach: 
currently this is called, for want of a better 
term, behaviour therapy. 

e 
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Parental Characteristics in Relation to Depressive Disorders 


By GORDON PARKER 


SUMMARY 


Wsing a reliable and valid measure of reported parental 


care and overprotection (the Parental Bonding Instrument) patients 


with two types of depressive disorder were compared with a control 


group, and the relationships to depressive experience examined in a 
non-clinical group as well. Bipolar manic-depressive patients scored 
like controls whereas neurotic depressives reported less parental care 
and greater maternal overprotection. Depressive experience in the 
non-clinical group was negatively associated with low parental care and 
weakly associated with parental overprotection. 


Introduction 

The view that variables in the parent-child 
relationship predispose a child to later depres- 
sion has been maintained for a long period by a 
number of theorists and this literature has been 
reviewed by Becker (1974). Many studies have 
considered the experiences of depressives with 
their parents but several limitations have 
prevented clarification. Early studies were often 
impressionistic and relied on small samples 
which were either inadequately controlled or 
uncontrolled. Wilson (1951) studied 12 families 
with a manic-depressive member and concluded 
that such patients were pressured to conform 
to parental attitudes. Cohen ef al (1954) in a 
study of 12 manic-depressive patients described 
several parental characteristics, and especially 
mothers who indulged their infants’ dependency 
needs and punished their moves to autonomy. 
Gibson (1958), who used a control group of 
schizophrenics was unable to replicate those 
findings in his study of 27 manic-depressive 
patients. 

A second limitation emerges from the 
common practice of sampling possibly hetero- 
geneous types of depression which may not only 
introduce @ methodological error but also 
obscure important associations. While several 
studies of depressive patients (Munro, 1966; 
Abrahams and Whitlock, 1969; Raskin et al, 
1971; Jacobson et al, 1975) described disturbed 
parent-child relationships, the samples were not 
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homogeneous in respect to the type of depres- 
sion. Abrahams and Whitlock noted that there 
was a steady increase of distorted family 
relationships as ‘one. progresses through the 
group of patients from manic-depressive 
psychosis to neurotic depression’. Examination 
of their data suggests that the manic-depressive 
group could not be distinguished from the 
controls by the quality of family relationships. 
In the controlled study by Munro a greater 
‘disturbed relationship’ with a parent was 
found among depressives while in their con- 
trolled study Abrahams and Whitlock noted a 
greater likelihood of ‘unsatisfactory or bad’ 
family relationships in depressives. In all these 
studies there is a lack of precision in defining a 
poor parent-child relationship. 

After considering such limitations one may 
agree with Becker (1974) that ‘variabilities in 
subject sampling, the scarcity of replications, 
and dearth of logically interrelated studies do 
not yet provide a firm base for empirical 
generalizations or theoretical clarification’. 

In the present studies attempts were made to 
attend to such methodological issues. The, 
parental characteristics reported by separate 
groups of bipolar manic-depressive patients and 
neurotic depressive patients were compared 
with matched controls. In addition, the asso- 
ciation between depressive experience and 
parental characteristics in a non-clinical group 
was independently assessed. 
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Secondly, an attempt was made to study the 
influences of principal parental characteristics 
or dimensions. A number of factor analytic 
studies (Roe and Siegelman, 1963; Schaefer, 
1965; Raskin et al, 1971) suggest that parental 
behaviour and attitudes may be viewed as 
having two principal characteristics: a care 
dimension and a dimension of psychological 
control over the child. It was felt necessary to 
define these dimensions and to design a brief 
questionnaire which would provide a reliable 
and valid measure of them. The Parental 
Bonding Instrument (PBI) was designed by 
Parker, Tupling and Brown (1978) to study 
reported care and overprotection given by 
parents. The view put by a number of writers 
(e.g. Coopersmith, 1967; Rutter, 1976) that 
perceived rather than actual parental char- 
acteristics are of greater relevance was accepted. 
The questionnaire’s validity was therefore 
assessed against the internal consistency of the 
subjects’ reported experiences and not against 
actual behaviour. Scale scores are not affected 
by social class of parents, or by age or sex of the 
respondents. The PBI and its scoring is appended 
(Appendix A). 


Method 


The first study was based on a sample of 
52 consecutive out-patients under treatment by 
the author with a primary diagnosis of neurotic 
depression made according to commonly accep- 
ted clinical features (Paykel, 1971; Kiloh et al, 
1972). The following data were extracted from 
patients’ files: age at initial consultation, sex, 
occupation and fathers’ occupation (to deter- 
mine social class), past suicide attempts and 
past admissions to a psychiatric hospital for 
depression. Scores on the Eysenck Personality 
Inventory (EPI) were available for some 
patients who had been previously tested. At the 
time of the study only five patients were 
receiving treatment and four were still de- 
pressed. The PBI was mailed and returned by 
post in most instances, and only two patients 
failed to reply. Patients were matched for age, 
sex and paternal social class with controls 
attending several general practices in Sydney. 
The selection of this control group has been 
described elsewhere (Parker et al, 1978). 
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The mean age of the patients was 31 years 
(range 17-55 years). There were 35 females and 
15 males. Patients and their fathers revealed a 
higher social class distribution than the general 
population of Sydney as measured on the 
Congalton Scale (Congalton, 1969). Thirty 
patients (60 per cent) had completed the EPI 
and their neuroticism scores (mean 15.7, S.D. 
5.3) suggest a higher fevel of neuroticism than 
in the general population, but consistent with 
that obtained in an Australian neufotic group 
(mean 16.4) and an Australian depressive 
group (mean 15.2), reported by Koller and 
Castanos (1969). Nine patients in the whole 
sample had been hospitalized for depression at 
some time and 15 had made previous suicide 
attempts, From a clinical assessment of their 
symptoms patients were assigned to one of three 
sub-groups: depression only (n = 14); depres- 
sive symptoms more marked than anxiety 
symptoms (n = 18); anxiety symptoms more 
marked than depressive symptoms (n = 18). 

The second study was based on 70 consecutive 
manic-depressive patients, who had been treated 
at several hospitals. As difficulty can be experi- 
enced in distinguishing between psychotic and 
neurotic types of depression, only those ‘manic- 
depressive patients known to have had manic 
episodes were selected. Attempts were made to 
determine the presence of manic-depressive 
illness in the patients’ parents by interviews 
with the patient and/or the treating psychiatrist. 
Patients were matched for age, sex and paternal 
social class with the control group previously 
described. Twelve patients did not return forms 
sent by post and eight patients were excluded as 
they returned information on only one parent. 
Questionnaires were given to ten patients while 
they were in hospital, after ensuring that they 
were sufficiently well to understand the question- 
naire. 

The mean age of this sample was 44 years 
(range 18-73 years). There were 25 females and 
25 males and again the social class distribution 
was somewhat higher than that of ¢he Sydney 
general population. It was possible to estimate 
the presence or absence of manic-depressive 
illness in 85 per cent of the parents and of these, 
nine mothers and 14 fathers were considered to 
have had a manic-depressive illness. 


. 
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For the third study 242 students undertaking 
the one year post-graduate Diploma of Educa- 
tion course at Sydney Teachers’ College were 
invited to complete the questionnaires anony- 
mously. One student declined and five returned 
incomplete questionnaires. An analysis was 
therefore made of the 236 forms completed by 
124 female and 112 male students, with a mean 
age of 24 years (range®21-45 years). These 
students had attended university for a minimum 
of three yeats and might have been expected to 
have encountered some adult stresses. 

Respondents were asked to nominate their 
most and their next most influential parent or 
parent-figure in childhood and to complete a 
Parental Bonding Instrument for each. Their 
depressive experiences were measured in several 
ways. Firstly, respondents were asked if they had 
had episodes of depression, defined as a sig- 
nificant lowering of mood, with or without 
feelings of guilt, hopelessness and helplessness, 
or a drop in one’s self-esteem or self-regard. 
Information on the actual number of episodes in 
the preceding year (recorded in subsequent 
tables as Depression-past year) was obtained. 
Information on the usual duration of these 
depresstve episodes (Period of depression) was 
sought and scored on a scale from minutes to 
months. The Costello-Comrey scales (1967) to 
measur&® depression (Trait depression) and 
anxiety (Trait anxiety) were also completed. 
This depression scale was designed to measure 
‘a person’s tendency to experience a depressive 
mood’ and met the study need for a measure of 
trait rather than state depression. Self-esteem 
was measured by Rosenberg’s scale (1965) on 
which a low score indicates a high self-esteem. 
Middleton’s (1963) alienation scale was also 
included. Form A of the Eysenck Personality 
Inventory was. used to measure neuroticism and 
extraversion. 

For all three studies two-tailed tests of 
statistical significance were used. 


P Results 


Results from the first two studies of separate 
groups of depressive patients will be con- 
sidered first. Table I shows that the neurotic 
depressive patients perceived their mothers and 
fathers as less caring than did the controls. 
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The neurotic depressive group also perceived a 
slight excess (significant only in relation to 
mothers) of parental overprotection. By contrast 
the manic-depressive patients could not be 
distinguished from controls on their care and 
overprotection scores for either parent. 

In order to compare broad types of parental 
bonding, scores of neurotic depressives and 
controls were plotted separately for mothers and 
fathers on axes measuring care and over- 
protection so that they intersected at the means 
determined from four large, normal groups 
(Parker, 1977). For mothers the mean care 
score is 27.0 and the mean overprotection score 
is 13.5; for fathers the mean care score is 24,0 
and the mean overprotection score is 12.5. It 
can be seen in Table II that neurotic depressives 
and controls differed significantly in their 
distributions of maternal scores, depressives’ 
mothers most commonly occupying the quad- 
rant reflecting low care with high over- 
protection. Scores from neurotic depressives and 
their controls were similarly plotted for fathers 
and found to differ significantly, depressives’ 
fathers being more likely to occupy two quad- 
rants reflecting low care with high over- 
protection and low care with low overprotection. 

Similar comparisons were made between the 
50 manic-depressive patients and their matched 
controls. In this group there was no significant 
difference between the patients and controls 
with regard to parental bonding. 


Tass I 
Mean PBI scores for depressive patients and matched controls 





Study I Study IT 
Neurotic Manic 
depressives depressives 
(n = 50) (n = 50) 





Patients Controls Patients Controls 





19.9 


Maternal care 28 ,.3** 25.9 25.6 
Paternal care 14.7 25.2** 21.8 23.5 
Maternal 

overprotection 19.1 14.3* 14,0 13.2 
Paternal 

overprotection 16.4 13.9 12.7 11.5 





**P < 001 *P <.01 
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Tagle II 


Distribution of assessments of parents by depressive patients and controls in quadrants representing four broad bonding types 
- (see Fig. 1) 





Low care, High,care, High care, Low care, 
High over- High over- Low over- Low over- 








Study and group Parent protection protection protection protection z Significance 
Study I—neurotic 
depressive patients 
Control Mother 12 18 16 $ 16.78 < .001 
Patient Mother 30 6 8 6 
Control Father 14 8 22 6 20.61 e <.001 ° 
Patient Father 26 5 4 15 
Study II—manic- 
depressive patients 
Control Mother 16 8 16 10 1.78 | NS 
Patient Mother 20 5 18 7 
Control Father 15 8 15 12 1.39 NS 
Patient Father 10 10 17 13 





In the second study a comparison was also 
made of PBI scale scores for those parents 
likely to be manic-depressive and those parents 
where a manic-depressive diagnosis was unlikely. 
Table III shows that the scores of the nine 
mothers and the 14 fathers presumed to have 
manic-depressive illness were not distinguished 
from the same-sexed parents presumed to be 
without that illness. 

In the third study, the non-clinical group, 
mean neuroticism (10.9), extraversion (12.0) 
and lie (2.9) scores were similar to Australian 
general population norms for the Eysenck 


Tage III 


Comparison of mean scale scores for parents with and without 
manic-depressive illness in the second study 





Manic-depressive 





illness 
Not Signifi- 

Parent andscale Likely likely t cance 
Mother 

Care 26.3 26.2 0.05 NS 

Overprotection 13.3 14.5 0.32 NS 

(n=9) (n=32) 

Father 

Care 20.8 21.4 0.19 NS 

Overprotection 14.1 12.3 0.55 NS 


(n=14) (n=30) 





Personality Inventory (Koller and Castanos, 
1969). The mean scores on the self-esteem 
scale was 1.5, on the alienation scale 2.2 and on 
the anxiety scale 27.5. The mean score on the 
trait depression scale was —27.1. After adding 
60 to each score for ease of data handling (and 
subsequent references will be to those derived 
scores) that mean was 32.9. j 


Episodes of depression, as defined, were 
experienced by 223 (95 per cent) respendents. 
The number of episodes in the preceding year 
ranged from 0-80 with a mean of 6.3. Only 
9 per cent had not been depressed. Of those 
who had experienced depression, 8 per cent 
considered that the average attack lasted for 
minutes, 39 per cent said for hours, 39 per cent 
for days, 6 per cent for weeks and 8 per cent 
for months. 


Mothers were nominated by 75 per cent as the 
more, and by 24 per cent as the less important 
parent. Fathers were nominated by 23 per cent 
as the more, and by 67 per cent as the less 
important parent. Grandmothers were the next 
most frequent relative to be nominated as one of 
the influential parents to responeents. The 
biological mother was not nominated by four 
of the respondents, one mother being regarded 
as ineffectual while three had deserted. The 
biological father was not nominated by 23 of the 
respondents, one being regarded as ineffectual, 
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while 1] had deserted and 11 had died when the 
respondent was young. 

On the Parental Bonding Instrument, mean 
scores of 27.5 for care and 13.3 for over- 
protection were obtained for those nominated 
the more important parent, and 23.1 for care 
and 12.8 for overprotection for those nominated 
the less important parent. On the care scale 
female parents (mean ®27.4) scored higher 
(t = 3.31, P < .001) than did the male parents 
(mean 2494). On the overprotection scale, 
female parent scores (mean 13.8) could not be 
distinguished (t = 1.03, NS) from male parent 
scores (mean 12.3). 

Raw carg and raw overprotection scores for 
the two nominated parents were separately 
intercorrelated with other variables. Significant 
negative correlations between parental care 
(from either parent) and the trait depression 
measure were found. Significant positive corre- 
lations were found between parental over- 
protection from either parent and the trait 
depression measure. When raw care and raw 
overprotection scores were intercorrelated, co- 
efficients of —.47 (P <.001) for the more 
important and —0.37 (P < .001) for the less 
important parent were found. As overprotection 
was associated with lack of care, it appeared 
important to partial out the care component 
from the raw overprotection score, and the 
overprotection component from the raw care 
score, and to re-examine the association 
between these independent parental scores and 
the other variables. Table IV shows that 
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significant associations between parental care 
(from either parent) and lower trait depression, 
higher self-esteem and lower alienation were 
found. Several other significant correlations 
were demonstrated for one parent but not found 
for the other. Correlations were generally 
stronger for the less important than for the more 
important parent. Table IV shows that over- 
protection from the more important parent was 
significantly associated with neuroticism, trait 
anxiety, longer duration of depressive episodes 
and lower self-esteem. Correlations were gener- 
ally stronger for the more important than for the 
less important parent and no association 
between overprotection from the less important 
parent and other variables was obtained. 
Although the relationship between parental 
overprotection for either parent and depression 
is in the predicted direction, both failed to 
reach significance at the | per cent level. 


Mean scores of the variables under examin- 
ation were compared against the quadrants 
formed by the intersection of the two scales and 
against a middle or average position, the latter 
being added as a non-clinical group was under 
study. Fig 1 shows the average position and the 
four conceptualized parental bonding positions 
(Parker et al, 1978). An appropriate radius was 
determined so that the average group contained 
approximately one fifth of the total sample. On 
the basis of independent care and overprotection 
scores for each parent, respondents were 
assigned to one of the five regions established. 
Mean scores of the variables in each region were 


Tase IV 
Product moment correlation coefficients of the independent care and overprotection scores for each parent against main variables 





More important parent 


Less important parent 








Variable Care Overprotection Care Overprotection 
Trait depression — .248** +.17* ~ ieee +.15* 
Depression--past year —.12 +.16* ` —.ll +.11 

Period of depression +.01 + .21** -.12 +H ` 
Self-esteem . AGE ~ .18** +.23*** — .09 
Alienation — .17** +.12 =; 274ta +.09 

Trait anxiety — .04 +.25**4 ~ .22*** .00 
Neuroticism — .03 +.25*** —,23*** +.07 
Extraversion +.12 -—.13 + .08 — .03 





*** P < 001 **P <.01 *P <.05 
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then subjected to an analysis of variance. For 
the more important parent the distribution of 
mean scores for trait depression and self-esteem 
differed significantly (Table V). Two positions 
occupied by that parent were associated clearly 
with extremes in the mean scores of several of 
the variables. Those respondents exposed to 
high care with low overprotection had scores 
suggesting the lowest trait depression, the 
highest self-esteem, lowest trait anxiety and 


High 
overprotectton 










n ni 


*Affectionless 
control" / 


"Affectionate 


1 constraint” 


Low 
care 


“Average” High 


care 


y iv 


"Absent or weak 
bonding” 


“Optimal bonding” 


Low 
overpratection 


Fic 1.—Conceptualized parental bonding positions 


allowed by the two scales of the PBI. 
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lowest alienation. They had the fewest episodes 
of depression in the preceding year. By com- 
parison, those respondents exposed to low care 
with high overprotection had scores suggesting 
the highest trait depression, lowest self-esteem, 
highest neuroticism, highest trait anxiety and 
greatest alienation. They had the greatest 
number of depressive episodes in the preceding 
year and their episodes lasted longest. For the 
less important parent these two bonding 
positions were again clearly assoeiated with 
extremes in the mean scores of several variables 
(Table VI). Those exposed to high care with 
low overprotection had scores suggesting the 
lowest trait depression, highest self-esteem, 
lowest neuroticism, lowest trait anxiety and 
lowest alienation. Those exposed to low care 
with high overprotection had scores suggesting 
the highest trait depression, highest neuro- 
ticism, highest alienation and lowest self- 
esteem. They also had the greatest number of 
depressive episodes in the preceding year and 
their episodes lasted longest. 


Discussion 


Before considering the results of these studies, 
several methodological issues should be noted. 
In the first study it is conceivable that the 
author might have influenced subjects’ scoring 
of their parents through the thefapeutic 
situation, so that some neurotic depressives 


Taste V 
Mean scores on main variables for respondents occupying five bonding positions to the more important parent 





Parental bonding position 





I I 
Average 


mI 
Low care, High care, High care, Low care, . 


IV Vv 


High over- High over- Low over- Low over- 








Variable protection protection protection protection Fratio Significance 
Trait depression 30.7 37.9 32.9 28.8 36.5 4.00 <.0l 
Trait anxiety 26.5 30.6 29.5 25.3 26.4 2.28 NS 

* Depression—past year 6.0 10.2 6.0 4.5 5.8 1.96 NS 
Period of depression 2.7 2.8 2.8 2.5 2.3 1.92 NS 
Self-esteem 1.2 2l 1.6 132 1.5 3.47 è <.01 
Alienation 2.1 2.7 2.1 1.9 2.3 2.16 NS 
Neuroticism 10.9 12.3 11.8 10.0 9.7 2.57 < .05 
Extraversion 11.3 11.7 12.7 12.4 11.8 0.86 NS 

N 40 40 47 66 43 
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PARENTAL CHARACTERISTICS IN RELATION TO DEPRESSIVE DISORDERS 


Tase VI 
Mean scores on main variables Sor respondents occupying five bonding positions to the less important parent 





Parental bonding position 





I II 


Ill 


IV V 


Average Low care, High care, High care, Low care, 
High over- High over- Low over- Low over- 








Variable protection protection protection protection F ratio Significance 
oan = ae 
Trait depression 30.4 39.2 32.6 28.0 37.4 5.93 < .001 
Trait anxiety 27.8 30.0 26.0 24.9 31.3 3.13 < .02 
epression—-past year 4.4 11.8 3.8 6.7 5.1 4.07 <.01 
Period of depression 2.4 2.8 2.7 2.5 2.7 1,19 NS 
Self-esteem 1.4 1.9 1.3 1.2 1.9 2.57 <.05 
Alienation 1.9 3.0 1.9 1.9 2.5 6.13 < .001 
Neuroticism 10.7 12.8 10.4 9.7 11.9 3.04 < .02 
Extraversion 12.4 11.8 11.7 12.8 10.7 1.67 NS 
N 42 39 52 62 41 





gave back the writer’s interpretation rather than 
their own account of their parents. Again, 
depression in any of the patients may have 
distorted their judgement of a parent. As only 
five of the patients were receiving treatment for 
depression at the time of completing the 
questionnaire, that possibility seems unlikely. 
Replication of the first two studies is indicated 
with sampling biases removed by selecting 
patients randomly from several available sources, 
and establishing that they are not depressed at 
time of study. 


Depression, as defined in the questionnaire, 
was almost a universal experience in the third 
study group, with more than six episodes 
experienced on average in the preceding year. 
A number of the depressive episodes may have 
involved a neurotic depressive syndrome, as 
14 per cent of the respondents considered their 
average depressive episodes to last weeks or 
months, when persistence of symptoms has 
been considered to suggest a depressive 
syndrome (Craig and Van Natta, 1976). An 
attempt was made to identify respondents’ two 
most influential parent-figures, rather than 
restrict consideration to biological parents. It is 
of interest that someone other than a biological 
parent was nominated by 11 per cent, mainly 
because a biological parent was absent in the 
early years, and that 25 per cent considered 
someone other than their mother to be their 


most important parent. While this technique 
appears a realistic one in assessing the influence ° 
of relevant parents on depression it would 
appear worthwhile to obtain more information 
on factors affecting the nomination of parent- 
figures than was sought in the present study. 
Selection of a group whose members were of a 
similar educational background and age, and 
engaged in a common training program allowed 
several social variables to be controlled. Never- 
theless, in considering the ubiquity of depressive 
experiences, chosen parent-figures and the 
associations between depression and reported 
parental characteristics, it must be acknow- 
ledged that the group was unrepresentative of 
the general population. 

In the second study of bipolar manic- 
depressive patients the negative findings appear 
worthy of emphasis. Deficiencies in reported 
parental attitudes and behaviours were not 
found in this group, and there was no suggestion 
that the manic-depressive illness of a parent 
influenced parental attitudes and behaviours. 

Results from the neurotic depressive patients, 
and the students can be considered together. 
Associations between perceived characteristics 
of low care and/or high overprotection in 
parents and certain later depressive experiences 
were demonstrated in both groups. In con- 
sidering these associations three broad explan- 
ations might be offered. 


Some antidepressants 


are slow off 
the mar 






How does 
Fluanxol compare 
with tricyclic antidepressants? 


In a recent trial in patients with neurotic depression there was ‘a marked trend 
suggesting a more rapid response on flupenthixol relative to nortriptyline.’ 
In addition Fluanxol'was shown to produce 


‘a greater overall therapeutic effect than nortriptyline (p <0.05).’ 
‘significantly fewer side-effects (p <0.05).’ 


Treat your neurotic depressives with Fluanxol and ensure a faster, more 
effective response. 


Fluan Xl asamo 


gives your depressed patients a head start. 


preted tei iia D sapenthixal dihydrochloride Indications, Depression, wit 
iet y Dosage and Administration. Two 0.$mq tablets in the morning and two in the 













y later than 4 Of se may be increased by increments of 


l sme . è . 
m of 3mg beoir 3 a 2 Parki a arteriosclerosi Further information and Data Sheet are available fror 





Mra-indications. Not reco 
verse Reactions, Oc 









omme sac 4 Further inform 

By gastri A R ( icholinergic anti-Parkins hoes Lundbeck Ltd., ; 
tur Package Quantitiesand Price. Bottle f tablet — Lundbeck House, 
2458/0011 PA 115/2/1 


Haetinere Street 


xviii 


BRITISH JOURNAL oF PSYCHIATRY, FEBRUARY 1979 





Touchstone 
for Depression 


Disturbed nights can provide a touchstone for a 
diagnosis of depression. 


Motipress tablets allow satisfying sleep by 
treating the underlying depression. 


Mow ress 


tablets {nortriptyline 30mg/fiuphenazine 1.5mg) 
Full prescribing information available trom: Technical Services Department, 
2, E.R, Squibb å Sons Limited, Regal House, Twickenham TW1 3QT. 


MOTIPRESS is a Trade Mark of E. R. Squibb & Sons Limited. 





GORDON PARKER 


Firstly, those with,a depressive or neurotic 
temperament might tend to judge parental and 
subsequent relationships negatively. There has 
been a number of studies suggesting that 
neurotics and depressives tend to selectively 
monitor negative events, inaccurately attribute 
responsibility, and are sensitive to negative 
interpersonal interaction with others (see Beck, 
1976). Examination of the tone of the items in 
the questionnaire suggests that negative judge- 
ments of a parent might be expressed in scoring 
that parent as low on care and high on over- 
protection. As stated earlier the Parental 
Bonding Instrument has as yet only been tested 
as a valid measure of the perceived char- 
acteristics, and not of actual behaviours of 


parents. While there was little evidence of” 


depression in the neurotic depressive patients 
at-the time of the study that possibility cannot 
be refuted until the influence of a depressed 
mood on PBI scores has been formally assessed. 
Further analysis of findings in the third study 
was made to examine the influence of neuro- 
ticism. Trait depression scores correlated —0.28 
(P <.001) with raw care scores and +.22 
(P <.001) with raw overprotection scores for 
the more important parent: After partialling 
out the effect of EPI neuroticism scores, trait 
depression scores correlated —0.27 (P < .001) 
with raw care scores and +.14 (P < .02) with 
raw overprotection scores. For the less import- 
ant parent controlling for neuroticism reduced 
the correlation between trait depression scores 
and raw care scores from —.33 to —.27 
(P < .001) and reduced the correlation between 
trait depression scores and raw overprotection 
scores from +.21 to .11 (P = .05). Thus 
neuroticism would not appear to influence the 
way in which respondents score their parents 
on the care scale of the PBI, but it may exert 
some influence on scoring of parents on the 
overprotection scale of the PBI. 
, Secondly, it might be that those with a 
depressive temperament elicit less parental care 
and/or greater parental overprotection. Lewis 
and Rosenblum (1974) have collected con- 
siderable evidence that infants and children 
influence the behaviour of the care-giver. As the 
present studies were not designed to test such a 
mechanism that explanation cannot be refuted. 
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Thirdly, low parental care and/or parental 
overprotection may be antecedent causes of 
several grades of depressive experience. Wylie 
(1961) concluded, after an extensive review, that 
there is ‘some limited evidence that a child’s 
level of self-regard is associated with the parents’ 
reported level of regard for him’, and a sub- 
sequent study by Coopersmith (1967) suggested 
a causal association between maternal affection 
and a child’s self-esteem. Is it that those who are 
exposed to deficient parental care tend to place 
a lower estimate on their worth and are then 
more likely to experience further devaluation 
or depression ? 

How might parental overprotection dispose 
to depression? As there is some evidence 
(Coopersmith, 1967; Becker, 1974) that social 
contexts and prestige hierarchies influence 
self-esteem and depressive experiences, it would: 
appear plausible to suggest that parental over- 
protection might restrict the development of 
self-esteem by constraining the process of social 
competence. The ‘learned helplessness’ model 
of depression proposed by Seligman (1975) 
might also be of relevance, since he suggests that 
when an organism can make no effective 
response three disruptions result: motivation to 
respond is decreased, ability to perceive success 
is undermined and emotionality is heightened. 
It could be that an overprotective parént, who 
controls, infantilizes and discourages inde- 
pendence, is the one who assists a child’s 
expectation that outcome is independent of its 
responses, thus promoting any tendency to 
depression. The present studies were not de- 
signed, however, to examine possible mech- 
anisms underlying the demonstrated associations. 
More work is required to determine if parental 
characteristics of low care and overprotection 
are antecedent causes of depressive experience, 
anxiety, neuroticism and social incompetence. 

It has often been said that classification 
should precede identification of causes. Adher- 
ence to that principle, when an attempt was 
made to preserve the boundarigs between 
several expressions of depression, would appear 
to have been of assistance in the present studies. 
Neurotic depressive disorders and non-clinical 
depression in a normal group are associated 
with reported low levels of parental care and 
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high levels of parental overprotection. By 


‘ contrast, no association between bipolar manic- 


depressive disorder and those parental dimen- 
sions was found. These findings would appear to 
clarify the relevance of parental characteristics 
as antecedents to several depressive disorders. 
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Appendix A 


The Parental Bonding Instrument and its scoring. Scores for the care scale are shown in Arapic numerals. 
Scores for the overprotection scale are shown in Roman numerals, 





Female] Male Parent Form: 


This questionnaire lists various attitudes and behaviours of parents. As you remember your MOTHER/ 
FATHER in your first 16 years would you place a tick in the most appropriate brackets next to each question. 


Very Moderately Moderately Very 








like like | unlike * unlike 
1. Spoke to me with a warm and friendly voice ( 3) ( 2) ( 1) e) 
2. Did not help me as much as I needed ( ) ( 1) ( 2) e ( 3) ° 
3. Let me do those things I liked doing ( ) (D ( II) E 
4, Seemed emotionally cold to me (`) ( 1) ( 2) 3). 
5. Appeared to understand my problems and worries ( 3) ( 2) ( 1) (~i) 
6. Was affectionate to me ( 3) ( 2) ( 1 ( ) 
7. Liked me to make my own decisions ( ) ( I) ( 11 (IIT) 
8. Did not want me to grow up - (IIT) ( II) ( I) ( ) 
9. Tried to control everything I did (IIT) ( IT) ( 1I) (>) 
10. Invaded my privacy : (IIT) ( II) ( I) ( ) 
ll. Enjoyed talking things over with me _ ( 3) (2) ( 1) ( ) 
12. Frequently smiled at me’ ( 3) (2) ( 1) - ( ) 
13. Tended to baby me (III) ( HI) ( I) ( ) 
14. Did not seem to understand what I needed or f 
wanted ( ) ( 1) ( 2 ( 3) 
15. Let me decide things for myself : ( ( I) ( ii (III) 
16. Made me feel I wasn’t wanted ( ) ( 1) ( 2) . ( 3) 
17. Could make me feel better when I was upset ( 3) 2) ( 3 ( ) 
18. Did not talk with me very much () 1) ( 2 ( 3) 
19. Tried to make me dependent on her/him (GID) ( II) ( I oe Cae) 
20. Felt I could not look after myself unless she/he a 
was around (IYI) ( II) ( I) O 
2]. Gave me as much freedom as I wanted ( ) ( I) ( II) (IIT) 
22. Let me go out as often as I wanted $ ( I) (II) (IIT) 
23. Was overprotective of me (IIT) TI) ( I) > ) 
24. Did not praise me l C3 1) ( 2) ( 3) 
25. Let me dress in any way I pleased ( ) ( I) ( II) (III) 


Gordon Parker, MD, B.S., FRAN.ZCP., Senior Lecturer, School of Psychiatry, University of NewSouth Wales, 
Kensington, N.S.W. 2033, Australia 


(Received 13 December 1977 ; revised 8 May 1978) 


Brit. J. Psychiat. (1979), 134, 148-52 


Offspring of Patients -with Affective Disorders 


By DONALD H. McKNEW JR., LEON CYTRYN, ALINA M. EFRON, 
ELLIOT S. GERSHON and WILLIAM E. BUNNEY JR. 
e 


SUMMARY All the children (ages 5-15) of 14 consecutive patients 
, admitted to hospital at the National Institute of Mental Health with a 
' diagnosis of bipolar or unipolar affective disorder were studied. The 
children were seen twice, four months apart, and assessed by an 
interview and rating scales. The parents were also assessed. Of 14 
- boys, five were depressed on both interviews and three were depressed 
on one interview. Four of the 16 girls were depressed on both interviews 
and 11 were depressed on one interview. The clinical picture and the 
ratings showed the boys, but not the girls, to have a significant corre- 
lation for depression on both interviews. The children diagnosed as 
' suffering from depression showed the symptoms of a primary unipolar 


affective disorder without other significant pathology. 


Introduction 


Significant advances in the knowledge of 
affective disorders have recently been made 
through the study of adult probands and their 
families (Gershon et al, 1971; Gershon ¢ al, 
1976; Winokur, 1969; Mendlewicz et al, 1974). 
As a farther development of these findings a 
study of adults and children in the same families 
scemed to be required. Our thinking was 
influenced by the recent studies of ‘at risk’ 
children particularly those of schizophrenic 
parents (Garmezy, 1974). 

Because of these considerations, we decided to 
study the occurrence of depressive symptoms in 
the children of patients with unipolar and 
bipolar depressive illness in order to determine 
whether they also represent’a group at risk for 
psychiatric disorder. 


Methods 


We studied all the children (ages 5-15) of 14 
consecutive patients who were admitted, to 
hospital at the National Institute of Mental 
Health (NIMH) with a diagnosis of bipolar or 
unipolar primary affective disorder. The parents’ 
diagnosis has been confirmed using the Research 
Diagnostic Criteria (RDC) modified by Gershon 
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(Spitzer et al, 1977; Leckman et al, 1977). All 
children whose intelligence quotient was below 
90 were excluded. There were 30 children, 16 
girls (mean age 10.5 years, range 5-15) and 
14 boys (mean age 9.9 years, range 6-15). At 
the time of entry into the study the parents were 
asked to complete a Conners’ Parent Question- 
naire and Children’s Personal Data Inventory 
from the Children’s Early Clinical Drug 
Evaluation Unit (ECDEU) Battery, 1973. A 
structured interview was conducted with the 
children who were seen twice at an interval of 
four months. The following material was 
elicited :— 

(a) history of symptoms of disordered mood, 
including isolation, crying, feelings of 
sadness, hopelessness, helplessness, des- 
pair, sleep and eating disturbances, 
change in school performance, physical 
complaints and suicidal thoughts; 

(b) an evaluation of self-esteem ; : 

(c) fantasy material; 

(d) other psychopathology such as anxiety, 
aggression, psychopathy and psychosis; 

All the children in our sample, including the 

youngest, were capable of answering the ques- 
tions including those relating to self-esteem. In 
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TABLE I + 
Children’s psychiatric rating.scale (ECDEU) 





(Scored on an 8-point scale) . 


Item 18 — Depressed Demeanour—Exhibits dejection, 
depression in mood, looks sad, seems to, be 
in a state of painful dejection. 


Item 35 — Depression—Admits feeling sad, - lonely, 
feels like crying and expressed a des- 
pondent or despairing attitude. Difficulty 
in anticipating success and enjoyment. 


Item 39 — Preoccupation with depressive topics—Pre- 


occupied with feelings of inadequacy and ' 


inferiority. Expressed feeling that nothing 
can turn out all right. Preoccupied with 
feelings of uselessness, futility, and 
possible guilt. Suicidal pee 





TABLE II a 
Children’s affective rating scale (CARS ) 


(Scored on a 10-point scale) 





Item — Mood and behaviour _ 


Low—-Looks sad, mildly dejected, 
hesitancy in social contact. 

- Moderate—Dejected, occasionally 
voice monotonous. 

High—Extremely sad posture and facial 
expression, occasional crying, slow speech, 
monotonous voice. Difficult to` contact or 
relate to, stays to himself; ‘lacks responsive- 
ness to environment. Serious disturbances of 
appetite and sleep. 


some 


tearful, 


Item — Verbal expression 
Low—Talks of being disappointed, thwarted, 
excluded, blamed, criticized. 
Modsrate—Talks of being unloved, worthless, 
unattractive, lost, ridiculed, rejected, sad, 
crying. 
High—Talks of saeide, beng killed, aban- 
doned, hopeless. ` 


e Item — Fantasy 
Low—Disappointed, thwarted, mistreated, 
excluded, blamed, criticized. 


Moderate—Mild physical injury, loss of 
material poscia; being lost, | ridiculed, 
rejected. 

: High—Suicide, being killed, mutilation, loss 
of significant person. 
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the younger children the questions were: adapted 
to their age. While the child-was interviewed 
three other “investigators observed through a 
one-way’ screen.~Immediately after each inter- 
view two of the observers and the interviewer 
rated‘ the child independently on the following 
scales: (a) Children’s Psychiatric Rating’ Scale 
(GPRS) from the Early~ Clinical) Drug 
Evaluation Unit (Children’s ECDEU Battery, 
1973) which was developed by the NIMH. The 
three items most relevant.to our work are listed 
in Table I; (b) Children’s Affective: Rating 
Scale (CARS) which we developed and which 
has three sub-scales: depressive mood and 
behaviour, verbal expression, and’ .fantasy 
(Table I). - ' if ins 

Following the independent rating, a con- 
sensus rating was obtained on both scales. 
Interrater reliability was established by cal- 
culating intraclass correlation coefficients among 
the three raters on the CARS and the most 
relevant items of the CPRS. Correlation co- 
efficients ranged from + 0.71 to + 0.95 
(P <.01 on all). There was a high correlation 
of + 0.77 (P <.01) between the two in- 
dependently developed scales. The six affective 
rating items of the CARS and the*CPRS 
elicited in each interview were added to give a 
depression rating. In addition, each child was 
given a clinical diagnosis by the third observer 
who remained independent of the rating 
process. The diagnosis of a depressive disorder 
was made if the child met the Weinberg 
criteria (Weinberg et al, 1973). These are as 


follows: (1) dysphoric mood; (2) self-depre- 


catory ideation; (3) aggressive behaviour; 
(4) sleep disturbance; (5) change in school 
performance; (6) diminished socialization; (7) 
change in attitude toward school; (8) somatic 
complaints; (9) loss of usual energy; (10) un- 
usual change in appetite and/or weight. 


Results 


Of the 14 boys 5 were depressed at both 
interviews, 3 at one of the interviews, and 6 at 
neither interview. Of the 16 girls 4 were de- 
pressed at both interviews, 11 were depressed 
at one intérview and only | was not depressed at 
either interview. Combining the sexes 9 of the 
30 children were depressed at both interviews 
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and 14 at one interview only. Seven children 
were not depressed at either interview. Hypo- 
mania was not detected at any of the interviews. 

‘An analysis of the above data indicated a 
significant difference between the boys and 
girls on the consistency of the diagnosis of 
depression between the two interviews (y? = 
6.71, df = 1, P <.01). This difference between 
boys and girls, was confifmed by evaluation of 
the individual. depression scores obtained at the 
two interviews. The.scores for the boys at the 
two interviews were significantly correlated 
(r = + .64, P <.01) the. correlation figure 
(r = —.43) for. the girl’s scores was not sig- 
nificant. The clinical diagnosis of depression and 
the depression ratings were significantly corre- 
lated (contingency Coemoc = + .62, 
P < .001). 

The two child questionnaires filled out by the 
parents were significantly correlated (r = 
+ .78, n = 27, P <.001) for the group as a 
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whole and for the separate sexes (boys: r = 
+ .71, P <.01; girls: r = + .87, P <.001). 
Neither of the measures of parent’s views of 
their children correlated significantly with 
either of the child interview scores. There were 
no significant sex differences in the scores on 
either questionnaire, although parents reported 
more psychopathology in boys than in girls. 
Since these questionnaires were completed only 
once by the ‘parents it was not possible to 
determine whether the inconsistency of the 
girls’, as opposed to the boys’, mood disorder 
was also observed by the parents. 

We selected the seven most depressed children 
to illustrate the depressive symptoms. Table III 
presents excerpts from the records of these 
patients. The fantasies of the depressed children 
were replete with themes of being trapped, 
bodily injury, being killed, losing a significant 
person, and suicide. 

There was no significant correlation between 


Taste IIT 
Clinical examples 


Patient Name Sex 


Age 
a 
1 LT. M 12 





Mood and behaviour 
Crying spells, withdrawn, sleep 


Verbal expression 





‘I think I am the stupidist kid in class’. ‘I 
never really try to kill myself but sometimes 
I think to drown myself’. 


difficulties 
e 

2 B.B. M 7 Sleep difficulties and marked 
psychomotor retardation, sad 
and crying daily 

3 D.B. M 13 Sleep disturbance, monotonous 
voice, no eye contact 

4 L.D. M 9 Sad, low voice, slumped posture 

5 B.K. F 11 Trouble falling asleep, unspon- 
taneous, sad low voice 

6 Z.K. F 10 Sad, occasionally tearful, looks 

; A worried 

7 DM. F 8 Sleep difficulties, lack of appe- 


tite, dejected 


Low self-esteem. ‘I feel dumb and ugly’. ‘I 
would like my face lifted and brain surgery 
to make me happy’. 


‘I feel ugly and I hate my nose’. ‘I have 
thought of killing myself, but don’t worry, 
I won’t jump out of window’. 


‘I think I am stupid and clumsy’. ‘I am sad 
because no one will play with me’. 


‘I try to make friends but they don’t like 
me’. ‘My parents always criticize my stupid 
mistakes’. ‘Sometimes I would like to 
drown’. 


‘I am the biggest troublemaker in my 
family’. ‘I don’t deserve a magic wish’. 
‘I cry a lot and feel weird a lot’. 


‘I feel ugly and like a dumbbell’. ‘Some- 
times I would like to kill my friends or my 
own stomach or arm’. ‘Friends make fun of 
me all the time’. 
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the depression rating and the age or sex of the 
child. Three children were diagnosed as having 
an anxiety reaction and none of the children 
were found to be hyperactive or psychotic. 


Discussion 


Our findings showed a high incidence of 
depressive symptoms in the offspring of adults 
suffering from depressive illness. The difference 
between our findings and those of other in- 
vestigators who found a lower prevalence in the 
offspring (Gershon et al, 1971; Remschmidt 
et al, 1973; Zerbin-Rudin, 1971) may stem 
from the fact that in those studies the patients 
often were not studied directly and their psych- 
iatric status was evaluated solely on the basis of 
the-history given by the adult proband. The need 
for a direct psychiatric examination of the rela- 
tives of depressed probands was recently stressed 
by several investigators (Winokur et al, 1969; 
Mendlewicz et al, 1975). Furthermore, those 
studies where the children of probands were 
directly examined (Remschmidt et al, 1973) did 
not utilize the diagnostic techniques used in 
child psychiatry. In addition, many of the 
earlier workers were looking for. a clinical 
picture in the children identical to that seen in 
manic-depressive psychosis. One of the pioneer 
studies in the area of ‘at risk’ children (Rutter, 
1966) supports the fact that children of mentally 
ill parents are more likely to develop mental 
illness themselves and that boys seem more 
vulnerable than girls. However, in that study, as 
in the other studies noted here, the children 
were not examined directly and the data were 
based on hospital records and interviews with 
the parents. The disparity between our evalu- 
- ation of the children and that of the parents has 
been reported by several other investigators 
(Kovacs, 1977; Poznanski, 1977; Philips, 1977). 

Our study revealed no significant sex differ- 
ence in the frequency of depressive disorder. 
However the lack of consistency over time in the 
girls as compared to the boys is puzzling and at 
present we have no adequate explanation for 
this phenomenon. The lack of correlation be- 
tween the depression rating and the age of the 
children contrasts with the widely held view of 
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a greater prevalence of depressive symptoms in 
adolescents than in children. 

` Since we have no reason to question the 
validity of the Weinberg criteria, the possibility 
has to be considered that the depressive symp- 
toms in our patients may frequently be a 
transient phenomenon. The transient depressive 
disorders in the children may be a reaction to 
the parents’ illness bat this does not rule out a 
genetic diathesis. For instance one patient in this 
sample who was depressed on only one intér- 
view at the age of 13 developed a typical - 
bipolar illness two years later which responded 
to treatment with lithium. This incident clearly 
shows the need for caution in the interpretation 
of our data until a genetic marker can be found 
or a more prolonged study can be undertaken. 

The most depressed children in our study 
suffered from symptoms of a primary affective 
disorder and the majority did not present other 
significant psychopathology. There was a strik- 
ing absence of hypomanic features despite the 
fact that 13 of the 15 adult probands suffered 
from bipolar affective illness. This finding 
supports the observation that manic symptoms 
in childhood are rare (Anthony et al, 1952). In 
keeping with our previous findings (Cyteyn et al, 
1972), none of the children could be considered 
to be psychotic. 

Of special interest is the significant cdfrelation 
between the clinical diagnosis and the ratings, 
each done independently. This finding tends to 
indicate the validity of the rating items used in 
this study. 

There are unanswered questions which can 
only be resolved by further studies; these should 
include observations of the children by both 
parents and school teachers and studies in which 
the assessor of the child is not aware of 
history of the parents. The issue deserves further 
investigation to ascertain: (a) the relationship 
between the depressive symptoms in the children 
and their mentally ill parents; (b) whether these 
findings have implications for possible pre- 
ventive measures; (c) the duratien and per- 
sistence of depressive symptoms in children; 
(d) the effect of depressive symptoms on the 
overall functioning of the child; (e) the evolu- 
tion of these symptoms as the children grow 
older. 


152 


References one 

ANreONy E. J. & Scorr, D. (1952) Manic-depressive 

_ Psychosis in childhood. Journal of Child Psychology and 
. Psychiatry, 1, 53-72. 

CHILDREN’S ECDEU' BATTERY (1973) Prychopharmacology 
Bulletin, Special Issue, 196-239. ~ 

Cyrryn, L. & McKnew, D. H. Jr. (1972) ,-Proposed 
classification of childhood depression. American 

, Joumal ire 129, 149-55. 

Garmezy, N. (1974) Children at, risk: The Search for the 
antecedents of schizophrébia. Part I. Schizophrenia 

`> Bulletin, Issue 8. ` 

(1974) €hildren at risk: The search for the ante- 

„~ cedents of schizophrenia. Part II. Schizophrenia Bulletin, 
Issue 9. 

Gerston, E. S., Dunner, D. L. & Goopwm, F. K. (1971) 
Toward a biology of affective disorders. Archives of 
General Psychiatry, 25, 1-15. r 

—— Bonney, W. E. JR., Lecxman, J. F., van EERDEWEGH, 

M & DeBavon, B. A. (1976) The inheritance of 
` affective disorders: a review of data and hypotheses. 
Behamour Genetics, 6, 227-61. 

Kovacs, M. (October, 1977) Frequency of depression in 
children. Panel on Childhood Affective : Disorders. Pre- 
sented at the Annual Mecting: of the American 
Academy of Child Psychiatry, Houston, Texas. Tape 

“recording available from AACP, 1424° 16th St, 
- Washington, D.C. 20036. 

feaa J. F. et al (1977) Reduced MAO activity in first 
degree relatives of individuals with bipolar affective 
disorders. Archives of General Psychiatry, 34, 601-6. 

MENDLEWICZ, J. & Fiems, J. L. (1974) Linkage studies 
with? X chromosome markers in bipolar - (manic- 
depressive) and unipolar (depressive) illness. - Bio- 
logical Psychiatry, 9, 261-9. 





Donald H. McKnew Jr., M.D., 


Leon Cytryn, m.ni, Unit on Childhood Mental Illness, Biologic 


Mental Health, Bethesda, Mentana 20014, 


Alina M. Efron, M.D., (deceased), Section on Pilati, Laboratory of Clinical Seina 


Mental Health, Beihesda , Maryland 20014, 


Eliot S. Gershon, M.D., Chief, Section on P. 
Mental Health, Bethesda, Maryland 20014, 


sychogene 


OFFSPRING OF PATIENTS WITH AFFECTIVE DISORDERS * 


—— — Carano, M. & Ramer, J. D. (1975) Accuracy 
of ‘the family history method in affective illness. 
Archives of General Psychiatry, 32, 309-27. 

Pans, I. (October, '1977) “Parental interaction and 
childhood depression. Panel on Childhood Affectwe  - 
Disorders. Presented at the Annual Meeting of the | - 
American Academy of Child Psychiatry, Houston, 
- Texas. Tape recording available from: AACP, 
1424 16th SE , Washington, D.C. 20036. 


Poznansxi, E. (October, 1977) Natural.course of child- 
` hood depression. Panel on Childhood Affective Disorders. 
Presented ‘at' the Annual’ Meeting of the American 
© Academy of Child Psychiatry, Houston, Texas. 
Tape recording available from: AACP; 1424 16th St., 
Washington, D.C. 20036. 
neared H., Stronk,:P., METHNER, C., & TEOELER, 
(1973) Kinder endogen-depressiver Eltern. 
pa der, Neurologie, Psychiatrie und | Ihrer Grenz- 
-gebiste, 41, 326-40. ` 
RUTTER, M. (1966) ’ ‘Children of Sick Parents. Oxford 
: University Press.’ ` 
Sprrzer, R. L. et al. (February. 1977) Research. Diagnostic 
Criteria (3rd edition). Bionetics Research, New, York 
State Psychiatric’ Institute, 122. W. 168th St., “New 


Pi 


York, N.Y. 10032. i 


: WeInperc, W. | A. et al (1973) Bevis ‘in children 


referred to an ‘educational diagnostic center: diag- 
- nosis and treatment. Journal of Pediatrics, 83, 1065-72. 
Wrnoxur, G., Crayton; P.-J. & Rz, T. (1969) 
Manic- -Depressive Hiness. St.. Loùis, Missouri: C. V. 
- Mosby. - 
ZeRBIwN-RUDIN, E. (1971) Genetische Aspeckte der 
‘eridogenen Psychosen. Fortschritte der Neurologie, 
are und Ihrer Grenzgebicte, 39, 459-94.: 


al Psyċhiatry Branch, National Institute of 


National Institute of 


tics, Hiologioa Pease: Branch, National patie of o 


William ‘E. Bunney Jr., M.D., Chief, iad Psychiatry Branch, National Institute of. Mental Health, 


Bethesda, Maryland 20014 


(Received 6 March ; revised 24 April 1978) 


` 


e 
. Bri. J. Psychiat. (1979), 134 153-60 


Mixed Affective States and the Natural History of 
Manic-Depressive Psychosis 


By C. M. H. NUNN 


SUMMARY Since neither the unipolar nor the bipolar theories of 
manic-depressive psychosis explain all its features, an alternative 
model was tested. The hypotheses are that mixed affective psychoses 
represent a superimposition on, hypomania of a second type of de- 
pression which can sometimes develop from the depressive phase’ of 
manic-depressive psychosis, and that schizophrenia occurring in the 
course of a manic-depressive illness is an alternative to mixed affective 
psychosis. 

From an examination of the clinical histories of a random sample 
of people with bipolar manic-depressive psychosis, evidence was 


found to support both ideas. 


Introduction 
There is good evidence to support both the 


bipolar and the unipolar (Court, 1968) models: 


of manic-depressive psychosis, but unfortu- 
nately they are often thought to be mutually 
incompatible. The best evidence for the bipolar 
model is that the clinical features of mania and 
depression are in some ways opposite, despite 
the occurrence, described by Loudon et al 
(1977), of fleeting symptoms of irritability, 
anxiety and misery in the course of most manic 
episodes; that the application of treatments for 
mania may make the patient depressed or vice 
versa; and that the two conditions are in 
certain respects psychophysiologically opposed 
(Hemsley and Philips, 1975). The unipolar 
model rests chiefly ‘on the observations that the 
two are biochemically similar in that sodium 
balance in mania is more abnormal than in 
depression but is disturbed in the same direction 
(Coppen et al, 1966), and that mixed affective 
states occur in which clinical features diagnostic 
of hypomania and depression co-exist. 
‘According to the simple unipolar theory, 
fleeting mixed affective states should always be 
seen during a transition from hypomania to 
depression or depression to hypomania, but this 


expectation does not seem to have been ful- 
filled. Winokur et al (1969) state that as many 
as 68 per cent of manic patients show short 
episodes of depressed mood in the courst of an 
attack of mania, but these episodes do not appear 
to be invariably present nor do they seem to 
presage a transition to more permantnt de- 
pression. Bunney et al (1972) have shown that 
patients switching from depression to mania 
usually go through a brief phase of normality, 
though the intermediate phase in the reverse 
transition, from mania to depression, is often 
characterized by an ‘alternation’ between 
symptoms of hypomania and depression. These 
authors state that mania and depression may 
represent opposite poles of the same entity, but 
prefer a basically unipolar model in which there 
is an underlying dysfunction in both conditions 
and a superimposed dysfunction which differ- 
entiates them. They seem to be thinking mainly 
of biochemical dysfunctions, and their argument 
would have been simpler if they had@stated that 
there may be a common underlying biochemical 
change which, according to its severity or other 
parameters, may express itself as neuro- 
physiologically opposed conditions. The 
unipolar model would thus hold true for the 
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biochemical and the bipolar for the pheno- 
menological evidence. The main difficulty in the 
way of accepting this view is the existence of 
mixed affective states. 

The author has described a model of thé 
functional psychoses (Nunn, 1978) which in- 
dicates that, whatever the underlying bio- 
chemical change, mania and the depressive 
phase of manic-depressiv@ psychosis are neuro- 
physiological opposites, the former characterized 
by increastd and the latter by decreased 
information processing. Since the rate of 
information processing, not mood, is pictured as 
the basic abnormality, this model allows for the 
occurrence of fleeting episodes of dysphoria in 
the course of a manic illness. It cannot, however, 
account in the same way for longer lasting 
mixed affective states. These are assumed to be 
due to the superimposition of a second type of 
depression, not characterized by decreased 
information processing, on a hypomanic swing. 
The chances that this second type of depression 
will develop are increased by the previous 
occurrence of the first sort of depression (i.e. the 
type directly associated with manic-depressive 
psychosis and characterized by decreased in- 
formatton processing). If it develops, the model 
suggests that this second type of depression, 
unlike the first, can continue if the patient 
switche into hypomania. The patient will then 
show clinical features of both depression and 
hypomania. 

The model also shows that an alternative to 
the development of this second type of de- 
pression is the formation of a schizophrenia-like 
condition. This too is envisaged as able to 
continue for a time, whether the patient’s rate of 
information processing reverts to normal or 
becomes increased as in hypomania. It thus 
indicates why schizophrenia should sometimes 
be preceded by manic-depressive illness (Lewis 
and Piotrowski, 1954), which is an observation 
beyond the scope of previous models. 

Various predictions can be derived from the 
author’s medel. Since mixed affective states, 
according to this view, are due to the develop- 
ment from the depressive phase of manic- 
depressive psychosis of a second type of de- 
pression which can persist after the patient has 
swung into hypomania, there should be more 
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depression in the early histories of patients who 
subsequently develop mixed affective states, 
compared with the histories of those not 
developing these states, both because the former 
will have experienced two different sorts of 
depression prior to the mixed state and because 
the second type can arise from the depressive 
but not the hypomanic phase of the psychosis. 
Further, if the development of the second type of 
depression is pictured as a process which has a 
fixed probability of occurring during any given 
period of time that the patient is suffering from 
the first type of depression, these histories should 
be longer, giving more time for the development 
to occur. Moreover, since schizophrenia-like 


‘conditions are envisaged as an alternative to the 


second type of depression, there should be less 
schizophrenia in the histories of patients with 
mixed affective states, since these patients are 
thought to be the ones in whom the second type 
of depression has developed. 

The present study was designed to test these 
predictions. They were thought to be parti- 
cularly useful because, if confirmed, they could 
not be easily explained on any simple unipolar 
or bipolar model. 


Subjects and Methods 


A list of patients on the Southampton 
Evaluation Project case register with a diagnosis 
of bipolar manic-depressive psychosis or mixed 
affective state was obtained. All patients 
resident in Southampton in contact with the 
local psychiatric services are included in the 
case register, and their diagnoses are given by 
the consultant psychiatrist responsible for their 
care. There were 127 such patients. The case 
records of 7 (5.5 per cent) of these could not be 
traced, leaving a sample of 120. i 

The records were then perused and a note 
made of each episode of illness experienced by 
every patient. An episode was recorded when 
there was clear evidence in the notes that the | 
patient had become ill after a period of norm- 
ality and had later returned to normal. If the 
diagnosis changed during the course of an 
attack, a further episode was regarded as having 
occurred. Unfortunately, most clinical records 
were not sufficiently detailed to allow any 
adequate estimate of the duration of each 
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episode to be made, although it had been hoped 
that it would be possible to make such estimates 
because of their relevance to the prediction 
about the overall duration of depression given in 
the Introduction. When it was recorded that the 
patient gave a history of having experienced 
illness, but there was no contemporary note 
relating to this illness, the patient was arbi- 
trarily assigned two episodes of illness for each 
year’s history of abnormality if the illness 
seemed to have been moderately or severely 
incapacitating, or was assigned one episode per 
year if the illness seemed to have been mild. It 
was necessary to assign episodes in this way in 
21 (17.5 per cent) of patients). 

Each episode of illness was then given a 
diagnosis; hypomania or depression if the 
patient was recorded to have shown the 
appropriate clinical features. Mixed affective 
state was recorded if there was a clinical 
description of hypomanic features (e.g. pressure 
of talk, flight of ideas) occurring at the same 
time as depressive features (e.g. suicidal urges, 
delusions of guilt, severely depressed mood). A 
diagnosis of schizophrenia was given if the 
patient was described as having shown hallu- 
cinations and delusions not associated with any 
marked mood change or if first-rank symptoms 
of schizophrenia were recorded in association 
with some mood change. It was found that, 
particularly before 1970, a number of patients 
had been given a diagnosis at the time of 
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schizophrenia who with hindsight on the basis 
of contemporary clinical descriptions could be 
re-diagnosed as showing hypomania or de- 
pression. This re-diagnosis was always made if 
the criteria for schizophrenia given earlier were 
not met. No diagnosis could be assigned to a 
proportion (approximately 5.7 per cent) of 
episodes of illness because the contemporary 
record was inadequ&te. Such episodes were 
recorded simply as undiagnosed episodes. 

At this stage a further two (1.7 per cent) ôf 
patients were excluded because there was 
insufficient information in their case record to 
make any diagnosis, and six (5 per cent) were 
excluded because there was no evidence that 
they had ever had an hypomanic swing and 
they could not, in consequence, be regarded as 
showing bipolar disorder. The results given 
below, therefore, relate to a group of 112 patients. 


Results ` 


Of the 112 bipolar patients, 40 (35.7 per cent) 
had experienced one or more episodes of mixed 
affective state. Of these 16 (40 per cent) were 
male and 24 (60 per cent) female. The remain- 
ing 72 (64.3 per cent) patients had not experi- 
enced any diagnosable mixed affective episode; 
of these 26 (36.1 per cent) were male and 
46 (63.9 per cent) female. 

These two groups were termed the” ‘mixed 
affectives’ and the ‘straight bipolars’. Table I 
presents averaged information about their ages 




















K TABLE I 
Age and number of episodes of illness 
Mixed affectives Straight bipolars t 
n = 40 n= 
Age in years at 1975 49.55 SD 13.85 48.15SD 15.86 0.49ns ' 
Age at first episode of illness 29.28SD 11.85 > 34.15SD 15.35 1.87 ns 
Years between first and last recorded episodes 
of illness 19.95 SD 11.08 14.29 SD 10.30 2.66 P < .02 
ee ee a ee 
No. of episodes of mixed affective psychosis 1.55SD 0.90 = Pa 
No. of episodes of depression 5.75SD 5.56 5.35SD 5.11 0.35ns -> 
No. of episodes of hypomania 4.38SD 3.93 3.47SD 3.25 1.25 ns 
Total no. of episodes of illness 12.95S8SD 8.42 9.78SD 6.70 2.05 p = .05 
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and the number of episodes of illness which they 
had experienced. 

It will be seen. that the average age of these 
two groups was almost identical, but there was a 
non-significant trend for the ‘mixed affectives’ to 
havé become: ill at an earlier age, while the 
length of tirne over which they had experienced 
episodes of ‘illness was significantly greater. In 
keeping with this observafion, they had experi- 
egced significantly more episodes of illness, 
though there was no’ significant trend for this 
© excess of episodes to be biased in the direction of 
either hypomania or depression. ` 

The mixed affectives-could not be said to Be 
more ill at any given moment than the straight 
bipolars, since, as'is shown in Table II, they did 
not’ experience more illness per year at risk. 
These calculations were made by dividing’ the 
avérage number `of episodes of illness by the 
number of years between first and last recorded 
episodes. 

It- does ‘seem, however; ` that: -depression 
played a significantly greater part in the early 
histories of ‘the ‘mixed ‘states’ than of the 
‘straight bipolars’, as is shown in Table III. 

It will be seen that the- first diagnosable 
episode’ of affective disorder was significantly 
more likely to be depression than hypomania 








on Tas II 
ae _ Episodes of illness per pear.at risk | 
Mixed Straight 
affectives bipolars 
Depression . 0.29 0.37 
Hypomania 0.22 0.24. 
Total episodes ' -0.65 0.68 © 
Taste III 


First diagnosable episode of affective disorder 





First episode of Mixed Straight, 
affective disorder. affectives bipolars 
m= 40 n = 72.. 
e 
Hypomania ' 4 . ,22) ChiSqu. 
. - z 5.81 (1 df) 
Depression 35 >. 502 P<.02 
Mixed state 1 = 
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in the mixed aac compared to the straight 
bipolars. 

Further weight is given to this finding by the 
observation that; on average, each of the 
‘mixed affective? had already ~ experienced 
65.7 per cent of his total episodes of depression 
before the first recorded episode of mixed 
affective psychosis, but only 44.5 per cent of his 
total episodes of hypomania. 

Table IV shows the numbers of patients in 
each group who were given a diagnosis of 
schizophrenia for one or more of their episodes 
of illness. 


TABLE LV 


Diagnosis of schizophrenta 
Mixed Straight ` 
affectives bipolars 
“n= 40 n = 72 
One or more episodes l 
ofschizophrenia 4 21 
No episode of 
schizophrenia 36 51 


3 = 5.49 (1 df) P < .02 


It is apparent that significantly more patients 
in the straight bipolar group had been diagnosed 
as having an episode of schizophrenia. Since 
this was so, and: the prediction given: in the 
Introduction is that schizophrenia is an alter- 
native but similar development to that resulting 
in mixed affective psychosis, the straight bipolar 


‘group was divided into ‘schizophrenics’ and 


‘non-schizophrenics’ in order to ascertain 
whether the ‘schizophrenics’ were more com- 
parable to the ‘mixed affectives’ in terms of the 
criteria set out in Table I. The results are given 
in Table V. The results show that the ‘schizo- 
phrenics’, like the ‘mixed affectives’, ‘were 
indeed younger when their illnesses began, and 
they tended to have been ill for longer, though , 
the difference from the ‘non-schizophrenics’ was 
not quite significant. 

Similar calculations to those in Table V. were 
made comparing the ‘schizophrenics’ with the 
36° ‘mixed affective? who had not had any 
episode of schizophrenia. No significant differ- 
ences were found between the two groups, 
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Taste V ~ ; : 
Comparison of straight bipolars who had experienced one or more episodes of schizophrenia with those who had not 























Schizophrenics Non-schizophrenics t 
n=2!1 . n=5l 

Age in years at 1975 46.67 SD 14.61. ‘48.76 SD 16.44 0.53 ns 
Age at first episode of illness 23.48 SD 13.23 35.92 SD 16.02 2.03 p = .05 
Years between first and last episode of illness 17.52 SD 10.71 12.96 SD 9.93 1.68 ns 
No. of episodes of schizophrenia 2.24SD 2.51 — — 
No. of episodes of depression 3.67SD 3.90 . 6.04SD 5.41 2.08 p <.05 
No. of episodes of hypomania 3 33SD 2.67 3.53 SD 3.48 0.26 ns 
Total no. of episodes of illness 9.62SD 4.98 9.84SD 7.33 0.15ns 





though the ‘schizophrenics’ had had fewer 
episodes of depression and the difference in this 
respect from the ‘mixed affectives was nearly 


significant (t = 1.96). 


Discussion and Conclusions . 

In this sample, 35.7 per cent of patients with 
bipolar manic depressive disorder were found 
to have had one or more episodes of mixed 
affective state. -This is smaller than the 
proportion found by Winokur et al (1969), but 
is comparable to the figure given by Himmel- 
hoch et al (1976) of 31 per cent, though the 
latter results relate to a shorter period of 
observation than the ones given here, and the 
proportion might have been considerably 
greater if the observations had extended over 
equal periods of time. 

The difference from Winokur et als findings 
is no doubt attributable to two factors. First, in 
this sample, the mixed affective episode would 
probably not have been recorded unless it had 
lasted for several days, whereas Winokur et al 
included patients who had shown such symp- 
„toms for shorter periods of time. Second, it is 
more than likely- that a greater proportion of 
patients who had in fact experienced mixed 
affective episodes were not recorded -to have 
done so in this sample because reliance was 
placed on records made by clinicians without 
any special interest in this condition. Although 
patients may have been ‘missed’ in this way, 


f 


there is every reason to suppose that such 
misses are haphazard and would therefore have 
served only to blur the results that were obtained, 
but not to bias them. 

Clear differences were found between the 
‘mixed affectives’ and the ‘straight bipolars’ in 
the predicted direction. ‘Mixed affectives’ had 
been ill for longer and had experienced sig- 
nificantly more depression early in the course of 
their illnesses, but did not have significantly 
more episodes of hypomania. This suggests that 
it is the time for which the patient is d&pressed 
early in the course of his illness that increases his 
chances of developing a mixed state, but is not 
consistent with the possibility that the ‘mixed 
affectives’ might have had more switches be- 
tween hypomania and depression and thus have 
been more likely to come to psychiatric attention 
during an intermediate phase. Alternative 
explanations of the results, based on the unipolar 
theory, are that the ‘mixed affectives might 
have been more ill than the ‘straight bipolars’ 
and thus more likely to develop a state between 
depression and hypomania instead of depression, 
or might have been less ill and therefore more 
likely to develop a mixed state instead of 
hypomania. In fact these explamations are 
inadequate because the amount of illness in 
each group per year at risk was closely com- 
parable. Finally, a last-ditch advocate of the 
unipolar model might claim that the ‘mixed 
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their illnesses and became worse later, whereas 
the ‘straight bipolars’ were-equally ill through- 
out. In that case; one would have expected the 
‘mixed affectives to show a significantly 
greater number of episodes of depression since, 
according to simple unipolar theory, even when 
they became more ill they should still have 
shown episodes of depression before and after 
each episode of hypomania. 

The author’s model does not predict that 
depression*should precede each episode of 
hypomania. It does, however, suggest that 
depression should immediately precede each 
episode of mixed affective state, though the 
necessary duration of this depression is small 
(a minimum of half an hour), and is more likely 
to -be very short if the patient has previously 
experienced the hypothesized second type of 
depression. Mood swings of very brief duration 
were unlikely to be recorded in the -present 
study, but the results do suggest that more 
depression early in the course of a manic- 
depressive illness predisposes to the later 
development of mixed affective states, even 
though there is no evidence for any immedi- 
ately sequential relationship. It is a pity that 
reliable estimates of the duration of each 
episode of illness could not be made, since 
these might have provided more direct evidence 
than th&t given of the part played by depression. 

It seems therefore that the results cannot be 
explained on any simple unipolar model, 
whereas according to simple bipolar models the 
mixed affective states should not exist at all. 
They are, however, consistent with the sug- 
gestion—which is a reversal of the proposal of 
Bunney et al (1972) that hypomania is a con- 
dition superimposed on depression—that mixed 
affective states are due to a superimposition of 
depression on hypomania and are not due to the 
sort of intermediate state envisaged by Court 
(1968). 

If people with mixed affective states can be 
thought of as having two illnesses (their manic- 
depressive epsychosis,-and the secondary de- 
pression arising from their previous depressive 
episodes), they should be more difficult to treat 
than the ‘straight bipolars’. Himmelhoch et al 
(1976) have shown that they are indeed 
relatively resistent to psychopharmacological 
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treatment. The ‘mixed affectives? in their 
sample were also more likely to abuse drugs or 


. alcohol, but a regression analysis showed that 


this was only partly responsible for the poor 
results of treatment. 

There was one patient in the sample whose 
first diagnosable affective disorder was of 
mixed affective psychosis. Since the model 
used here predicts that all mixed affective 
psychosis should be preceded at some time by at 
least a short episode of depression, this patient’s 
existence might be regarded as refuting the 
hypothesis. Special attention was therefore given 
to her case record. She was a woman aged 40 in 
1975 who had first come to psychiatric attention 
at the age of 34 (due to her mixed state), with a 
long history of marital difficulties. She was in 
fact recorded as having been unusually ‘jealous 
and suspicious’ 15 months before her psychosis 
appeared, and it could well have been that this 
was an unrecognized depressive swing, although 
there was insufficient evidence to make a 
definite diagnosis of depression. 

Of the present sample 22.3 per cent had 
experienced one or more episodes of schizo- 
phrenia-like illness. This is smaller than the 
proportion reported by Lewis and Piotrowski 
(1954) of 50 per cent, perhaps because stricter 
diagnostic criteria for schizophrenia were used. 
As predicted, the ‘mixed affectives’ were 
significantly less likely to have had schizophrenic 
episodes. It might be argued that this finding 
could have been artefactual, since the diagnoses 
were not made on a ‘blind’ basis. However, 
since the author worked through the case notes 
in chronological order and schizophrenic epi- 
sodes tended to occur early in the case histories, 
whereas mixed affective episodes generally 
occurred later, he was in fact often not aware 
that the patient belonged to the ‘straight bipolar’ 
group when he re-assigned diagnoses of schizo- 
phrenia. Further, the original clinicians’ diag- 
nosis of schizophrenia was changed (to hypo- 
mania or depression) in almost identical* 
proportions of ‘mixed affective’ and ‘straight 
bipolar’ patients (12.5 per cent versus 14.3 per 
cent). Probably, therefore, the results are 
reliable in this respect. Moreover, also as 
predicted, patients who had had an episode of 
schizophrenia were in most respects comparable 
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to the ‘mixed affectives’, though they did show 
fewer episodes of depression which was not 
predicted. 

Since a diagnosis of schizophrenia was often 
made by clinicians at the time when faced with 
younger patients showing disturbed behaviour, 
it is quite likely that the clinician’s recording of 
symptoms was biased in such patients and 
therefore that the result (Table V) that ‘schizo- 
phrenics’ were significantly younger when their 
illnesses began than ‘non-schizophrenics’ is due 
partly to bias of this sort. Some results reported 
by Tsuang et al (1976) suggest, however, that 
the present finding is not entirely artefactual. 
They examined a group of patients with what 
they termed ‘atypical schizophrenia’ associated 
with mood changes. Of their sample 58 per cent 
had first-rank symptoms of schizophrenia, 
98 per cent had depressive symptoms, but only 
80 per cent manic symptoms. They concluded 
that these patients were more comparable to 
manic-depressives than to true schizophrenics 
by a number of criteria, except that, like the 
group presented here, they also had a younger 
average age (28.9 years) at the onset of illness. 

Since schizophrenia-like episodes are regarded 
in the author’s model as a possible development 
of the depressive phase of manic-depressive 
psychosis, the finding that the ‘schizophrenics’ 
had fewer episodes of depression, while their 
total number of episodes of illness was virtually 
the same as that of the ‘non-schizophrenics’, can 
be interpreted as supporting the model. One 
can argue that both groups in fact experienced 
the same number of depressive episodes, but 
when such an episode quickly developed into a 
schizophrenia-like condition the patient was 
given a diagnosis of schizophrenia without any 
record having been made of the earlier de- 
pressive swing. Sheldrick et al (1977) have 
described a number of patients who had 
schizophrenic episodes followed years later by 

.manic-depressive ones. They could, perhaps, be 
examples of this possibility. 

In conclusion, this study gives support to the 
idea that mixed affective states are due to a 
development of the depressive phase of manic- 
depressive psychosis and are not the sort of 
intermediate state envisaged by the simple 
unipolar theory. It also suggests that schizo- 


159 


phrenia appearing in the course of manic- 
depressive psychosis is an alternative to mixed 
affective psychosis and is therefore a condition 
with related origins. Both observations provide 
limited support for the author’s model of the 
functional psychoses. Whatever the validity of 
the new model, these results indicate that 
neither the simple unipolar nor the simple 
bipolar models of nfanic-depressive psychosis 
are adequate and that more sophisticated 
hypotheses, perhaps along the lines sfiggested by 
Bunney et al (1972) are required. 
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Diagnostic Accuracy in Presenile Dementia 


By M. A. RON, B. K. TOONE, M. E. GARRALDA and W. A. LISHMAN 


SUMMARY A follow-up study of patients diagnosed as Suffering from 
presenile dementia has revealed a high incidence of erroneous diag- 


noses. Of 52 patients discharged from hospital with this diagnosi§, 


information was obtained 5-15 years later on 51. Eighteen were alive 
and the diagnosis was rejected in 16 (31 per cent). Possible reasons for 
the mistaken diagnoses are discussed. 


It can be surprisingly difficult to diagnose 
dementia in its early stages or when the case is 
atypical (Post, 1975). Several studies have 
shown that when patients thought to be 
suffering from a primary dementing illness are 
carefully reassessed in hospital, the diagnosis 
proves to be wrong in a sizeable proportion of 
cases (Marsden and Harrison, 1972; Freemon, 
1975; Smith et al, 1976). A variety of reasons 
account for this difficulty, but the presence of 
functional psychiatric illness can be a principal 
source of error. 

At the time of writing, few studies have looked 
at the stability of diagnosis of dementia over 
time. Kendell (1974), in a survey of psychiatric 
diagnosis in England and Wales over a five-year 
period, found that the overall stability of 
diagnosis was 75 per cent. A common source of 
error was to diagnose as demented those 
suffering from depression or from transient 
confusional states. 

More remarkable reports have come from 
psychiatric follow-up studies. Bergmann (1977) 
found that over one-third of a small group of 
elderly patients with suspected ‘chronic brain 
‘failure’ were intellectually normal at follow-up. 
Nott and Fleminger (1975) enquired into the 
long-term fate of a group of 50 patients diag- 
nosed as presenile dementia; of the 35 they were 
able to trace, less than half were demented at 
‘follow-up. 

At first glance it might be supposed that 
dementia, a condition caused by organic brain 
disease, would be diagnosed with greater 
precision than is generally the case in psych- 
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iatric practice. That this is not so may suggest 
an uncertainty about the reliability of our 
diagnostic criteria. We wish to report the results 
of a retrospective follow-up study from the 
Bethlem Royal and Maudsley Hospitals which 
attempts to assess the reliability of this diagnosis. 
Our sample was limited to the presenile group 
for a number of reasons: extensive investi- 
gations are more likely to be carried out, while 
at a later age this might not be so; the follow-up 
period is less likely to be complicated by serious 
physical ill-health; and, lastly, Nott and 
Fleminger’s (1975) study provides data with 
which our own may be compared. 


Method 


The discharge summaries of all patients 
admitted to the Bethlem Royal and Maudsley 
Hospitals from 1963 to 1972 were examined and 
patients fulfilling the following criteria were 
admitted into the study: 

(1) A firm diagnosis of presenile dementia 

had been made on discharge. ` 

(2) The age of the patient was below 65 at 

the time of diagnosis. 

(3) There was no evidence of cerebro- 
vascular disease, severe head injury 
(post-traumatic amnesia of more than 
24 hours), space-occupying lesion, intra- 
cranial infection, metabolic or endocrine 
abnormalities, alcoholism or drug addic- 
tion. Epilepsy preceding the clinical 
diagnosis of dementia by more than three 
years and the presence of serious physical 
illness were also reasons for exclusion. 
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Twenty-two males and thirty females fulfilled 
these criteria. Their hospital records were 
scrutinized and relevant information extracted 
and entered into a structured item-sheet. 

In the follow-up study, carried out in 1977, all 
but one of the patients were traced and these 
fifty-one form the final sample. Thirty-three 
patients had died, their mean length of survival 
from the time of the index admission being 4.3 
years. Eighteen patients were still alive. In this 
sub-groups the mean length of follow-up was 
nine years (range five to 15 years). Three of the 
survivors refused to be re-examined and the 
remaining fifteen were seen by one of us. 

Supplementary information was obtained 
from several sources: hospital records, general 
practitioners, relatives of patients and death 
certificates. The patients seen at follow-up were 
examined neurologically and psychiatrically, 
including detailed assessment of memory func- 
tions, language functions and visuo-spatial 
abilities. The abbreviated version of the Mental 
Test Questionnaire (Hodkinson, 1972) was 
administered and new learning assessed by the 
Names Learning Test (Irving et al, 1970). A 
relative or attendant was interviewed in every 
case and the Dementia Scale (Blessed et al, 
1968) completed. 

The criteria for inclusion into the sample were 
aimed at selecting a group of patients suffering 
from dementia due to primary neuronal 
degeneration. In this group of conditions, 
progressive deterioration is the rule and there- 
fore the diagnosis was only upheld if some 
definite cognitive decline had taken place during 
the follow-up period. When organic features 
were evident at follow-up, but no deterioration 
had taken place, the diagnosis was refuted. 


Results 


The original diagnosis of presenile dementia 
was confirmed in thirty-five cases (69 per cent) 
and rejected in sixteen (31 per cent). Twelve of 
the latter group were alive and four had died. 
In each case a retrospective diagnosis was 
attempted, but this was sometimes extremely 
difficult (Table I). Seven appeared to have had 
purely functional psychiatric illnesses, chiefly 
affective disorders. In three there had been a 
possible and in six a definite organic component 
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at the time of the original diagnosis, but 
progressive dementia had not supervened. (Brief 
case histories are provided in the appendix). 


Clinical features of diagnostic value 


The clinical features which discriminated 
significantly between the demented and non- 
demented group are shown in Table II. It 
would appear that a previous history of affective 
illness and the presence of overt depressive 
mood during admission were the best dis- 
criminators, being considerably more common 
in the patients who failed to dement than in 
those who did. Evidence of an abnormal 
premorbid personality was also more frequent 
in the non-demented group, but the difference 
just failed to reach statistical significance. 

The nature of the presenting symptoms 
likewise failed to discriminate between the two 
groups, but memory loss was more common in 
those who demented (50 per cent) than in those 
who did not (35 per cent), while the opposite 
was true for affective symptoms (19 per cent in 
those who demented and 47 per cent in those 
who did not). The length of history before 
admission was valuable, but again failed to 
discriminate significantly between the two 
groups and only in 18 patients (11 demented 
and 7 non-demented) was the duration of the 
illness less than six months. At the time of 
admission, all patients reported subjective 
memory loss and all but three were said to have 
been disoriented. Other features such as 
dysphasia, confabulation, hoarding and per- 
severation were too infrequent for firm con- 
clusions to be drawn, but when present, failed 
to discriminate between the groups. 

Antidepressant medication was more fre- 
quently given to non-demented patients; thus 
nine received tricyclic antidepressants, one 
MAO inhibitors and one ECT, but only half of 
them improved. In the demented group only 
eight received antidepressants, while four 
showed some degree of improvement in mood.” 
Cognitive deficits remained unchanged in both 
groups. 

Those patients initially referred with a 
tentative diagnosis of dementia had a sig- 
nificantly greater chance of being demented at 
follow-up than those in whom the reasons for 





M. A. RON, B. K. TOONE, M. E; GARRALDA AND W. A. LISHMAN 163 


Taste I 
Tentative retrospective diagnosis in non-demented patients 


Intelligence Memory Tests 














Age PEG EEG 
- Non- 
VIQ PIQ Verbal verbal 
a aaaeeeaa 
Functional psychiatric illness only 
1. Affective illness 53 82 74 Abn Abn 
2. Affective illness* 62 88 81 Abn N 
3. Affective illness. Low intelligence 55 ge es 
4. Affective illness* 64 
5. Affective illness with obsessional features 61 103 83 Abn Abn 
6. Paranoid psychosis 46 92 111 Abn Abn Abn N 
7. Schizophrenic defect state 42 53 45 N N 
Possible organic disorder . i 
8. Affective illness. Alcoholism 57 105 122 ?Abn ?Abn Abn Abn 
9. Affective illness. Transient confusion with epi- 
leptic attacks following ECT 52 Abn N 
10. Uncertain. Atypical facial pain, affective dis- 
order, later deterioration in performance LQ. 
but unchanged social competence* 55 93 88 Abn Abn Abn N 
Definite organic disorder 
ll. Parkinson’s disease. Transient affective illness* 56 71 74 < Abn Abn Abn 
12. Parkinson’s disease. Transient affective illness 51 77 93 Abn Abn Abn Abn 
13. Parkinson’s disease. Recurrent affective illness 61 108 95 Abn Abn N 
14. Brain damage, non-progressive. Aetiology 
uncertain 65 117 110 Abn Abn, Abn 
15. Brain damage, non-progressive. Aetiology 
uncertain 52 80 71 Abn Abn N N 
16. Transient acute organic reaction with marked 
affective symptoms 47 121 116 Abn Abn N° N 
* = Dead at follow-up 
Abn = Abnormal test result 
N = Normal test result 
Tase II 
Clinical features of diagnostic value 
Demented Non-demented x? test of significance 
OSSOS 
Previous psychiatric illness 
none 30 10 
affective 1 5 yi=9.21 df=2 P=0.01 
other 2 0 
"Depressive mood during admission 
not depressed 23 4 y=6.10 df=1 P.<0.05 
depressed 10 il 
Previous personality 
abnormal 2 5 x =3.71 df=1 P =0,053 


normal 31 l 
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referral were less clear-cut (x? = 7.90, df = 1, 
P <0.01). Patients in whom the diagnosis of 
dementia was confirmed died significantly 
earlier than those in the non-demented group, 
six out of 35 in the former category being alive 
at follow-up compared to 12 out of 16 in the 
latter category (x? = 13.6, df = 1, P <0.0001). 


Diagnostic value of psychometric assessment 


Psychometric assessment was performed in 
42 patien®. Different tests were used, as might 
be expected in a sample collected over a period 
of nine years. The tests gave information about 
verbal I.Q., performance I.Q., verbal and 
non-verbal memory. Significant results are 
shown in Table III. The demented group had a 
significantly lower performance I.Q. and a 
marked verbal/performance discrepancy was 
more often present. 

Tests for verbal and non-verbal memory were 
administered to 38 and 18 patients respectively, 
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but the results failed to discriminate between 
the two groups. Reference to Table I shows that 
eleven of the 16 non-demented patients had 
shown impairment in verbal and/or non-verbal 
memory and in one other the results were 
considered doubtful; four of the patients with 
impairment were later diagnosed as suffering 
from a functional illness only. 


Diagnostic value of neuroradiological investigations 

Air encephalography was performed in 35 
patients. Attention has been confined to the 
radiologists’ reports in this study and no 
attempt was made to re-examine the X-ray 
films. 

The presence of cerebral atrophy as a 
neuroradiological diagnosis differentiated sig- 
nificantly between the two groups (Table IIT). 
The presence of cortical atrophy was also of 
diagnostic significance, while ventricular en- 
largement alone was not. Table I shows that air 




















Tase IH 
Diagnostic value of investigations 
Demented Non-demented 
patients patients Significance of difference 
No. Mean S.D. No. Mean S.D. 
Verbal€.Q. 26 88.8 19.3 13 91.5 19.2 t=0.41 P >0.05 
Performance LQ. 22 71.6 17.1 13 89.4 21.6 t =2.54 P <0.05 
Verbal/performance discrepancy :— 
exceeding 5% level 13 l z*=6.9] df=] P <0.005 
not exceeding 5% level 8 11 
Radiological evidence of:— 
cerebral atrophy— 
present 24 8 z? =4.10 df=1 P <0.05 
. absent 0 3 
cortical atrophy— 
present 22 6 x? =4.39 df=1 P <0,05 
absent 1 4 
ventricular enlargement— . 
absent 3 3 
mederate 14 3 x? = 2.42 df=2 P>0.05 
severe 6 2 
EEG abnormalities— 
present 26 6 = 4.30 df=] P <0.05 
absent 7 8 
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encephalographic abnormalities in the non- 
demented group occurred chiefly in patients 
with a possible or definite organic component to 
their illnesses. 


Diagnostic value of EEG abnormalities 


EEG studies were performed in 47 patients; 
the results of the comparison between the two 
groups appear in Table III. A report of an 
abnormal EEG was significantly commoner in 
the demented group, the most frequent ab- 
normality reported being the presence of 
symmetrical intermediate or slow activity. 
Other abnormalities, for example localised 
sharp waves or spikes, were too infrequent for 
conclusions to be drawn. 


An attempt at improving diagnostic accuracy 

Five items representing different classes of 
information, and all differentiating between the 
demented and non-demented groups at sig- 
nificant level, were selected: a history of 
previous affective illness, the presence of 
depressive mood during admission, verbal/ 
performance discrepancy exceeding the five per 
cent level of expectation, radiological evidence 
ofcerebral atrophy, and electroencephalographic 
abnormality. 

In a sub-sample of 22 patients (13 demented 
and 9 non-demented), information on each of 
these items was available. Each patient was 
given a score of ‘0’ or ‘I’ for each item. The 
scoring system was devised in such a way that 
demented patients were expected to score ‘1’ on 
all items (e.g. no previous history of affective 
illness, absence of depressive mood on admis- 
sion, significant verbal/performance discrep- 
ancy, evidence of cerebral atrophy and 
abnormal EEG). The non-demented patients 
were expected to score ‘0’ on all items. 

A total of 32 different patterns of response was 
possible (2°, n = number of items). Depending 
, on the score pattern, each patient was allocated 
to one of the 32 categories. 

A statistical decision process based on Bayes’ 
(1958) doctrine of chances was used here. 
Maxwell (1961) has commented on the appli- 
cations of this technique to assess the congruence 
of symptoms with diagnostic categories. Follow- 
ing this method, all of the patients were re- 
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classified according to their scores on the five 
items and a correct diagnosis was obtained in 
19 cases (91 per cent). 


Discussion 


The present results show that the diagnosis of 
presenile dementia was wrongly applied in a 
surprisingly high proportion of patients, even 
after a period of in-patient evaluation. Without 
the present systematic follow-up, the frequency 
of the errors would not have come to Prag 

Most of the mistakes in the present series 
occurred in patients who had not been initially 
referred with a presumptive diagnosis of 
dementia. When that had been the case, a 
progressive dementing illness was usually sub- 
stantiated. This would suggest that there are 
two fairly distinct categories of ‘demented’ 
patient—those in whom the diagnosis is obvious 
and straightforward, and those where it is 
problematical and liable to error. The latter 
category would appear to be larger than is 
commonly supposed. 

The tentative diagnosis given to the non- 
demented patients in our series are rather 
different from those of Nott and Fleminger 
(1975), who found that personality disorder and 
neurotic illness accounted for almost all of their 
erroneous examples. We found that purely 
functional psychiatric disorders corfStituted 
approximately half, most of the remainder 
having had a combination of affective illness 
with transient cerebral dysfunction or structural 
brain disease. 

Like Nott and Fleminger, we found a high 
incidence of disability at follow-up, even when 
dementia had not occurred; of the sixteen 
patients who had been wrongly diagnosed, only 
three remained free of disability during the 
follow-up period, all others-experiencing psych- 
iatric symptoms continuously or intermittently 


‘and some being admitted to hospital on one or 


more occasions. 

A part of the reason for the mistaken diagnoses 
would seem to have lain with »inadequate 
investigation. Thus, of the 51 patients, 9 
were diagnosed without psychometry, 16 with- 
out contrast radiography and four without EEG. 
Each of these procedures, when carried out, 
discriminated significantly between the group 
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that proved to dement and the group that did 
not. Nevertheless, among the 22 patients who 
had had all three investigations, 9 (41 per 
cent) were not demented at follow-up, a 
proportion even higher than in the series as 4 
whole (31 per cent). Other sources of error 
clearly must have been operative. 


Reference to Table I shows a strong tendency 
for non-organic psychiatric disturbance to have 
beensmsigterpreted as dementia. In seven 
patients there appeared with hindsight to have 
been a functional psychiatric illness alone, 
chiefly an affective disorder. And even among 
the patients with an organic component to the 
picture, a Go-existing affective disorder was 
extremely common. In those who did not 
dement, antidepressant treatment improved the 
mood in some, while the loss of memory or 
disorientation remained unchanged; this was 
usually taken as evidence for an underlying 
dementing illness and led to cessation of 
treatment. It would seem, therefore, that undue 
emphasis had often been placed on features 
such as disorientation and memory failure, 
which betokened no more than depression 
refractory to treatment. Certainly, where new 
learning was tested at follow-up, it had returned 
to normal in all but one of the non-demented 
patients (case 15, Table I). Depressive pseudo- 
dementia is a well known diagnostic problem, 
particularly in the elderly (Post, 1975), but has 
perhaps been under-emphasized in younger 
age-groups. From the present small sample, the 
combination of affective disorder with Parkin- 
son’s disease would appear to have been a 
fruitful source of error. 


It is interesting, moreover, that the two 
cfinical features which discriminated signi- 
ficantly between the demented and non- 
demented groups were a previous history of 
affective illness and the presence of clear 
depressive mood at the time of diagnosis. Both 
were much more common in the patients who 
did not dement than in those who did. Further- 
more, it was by combining these two items of 
information with certain key results from 
investigatory procedures that 91 per cent of the 
patients could be re-classified correctly. A 
history of an abnormal previous personality also 
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emerged as nearly significant in pointing to the 
group who did not dement. 

It may thus be noteworthy that both the 
present study and Nott and Fleminger’s have 
dealt with patients observed in psychiatric 
units. Long-term follow-ups of patients with 
‘presenile dementia’ from neurological or 
general medical units seem not to be available, 
but it is possible that these particular sources of 
error would then be less intrusive. 

With respect to the investigations, certain 
points have emerged. Psychometry could on 
occasion be misleading in that impairment on 
tests of verbal and non-verbal memory did not 
always imply dementia. Such impairments were 
common in the non-dementing group, including 
patients with functional psychiatric illness 
alone. Evidence of a low performance I.Q. and 
a large verbal-performance discrepancy did, 
however, add materially to correct diagnosis in 
the present group of patients. 

The air encephalographic findings have 
proved valuable, as might have been expected, 
but the high incidence of abnormalities in the 
non-demented group should not be overlooked. 
Most occurred in patients with established or 
suspected brain disorder and had then lent 
spurious support to the clinical impression that 
a progressive dementing illness was afoot. 
Cortical atrophy appeared to be a better 
predictor of dementia than ventricular enlarge- 
ment in the present patients, in contrast to the 
findings of Mann (1973). 

EEG abnormalities, viewed broadly, were 
also confirmed as of value, appearing signi- 
ficantly more frequently in the demented 
group. This finding did not emerge in Nott and 
Fleminger’s study, but is consistent with 
previous reports (Letemendia and Pampiglione, 
1958). 

To return to the main conclusions, we have 
found the level of diagnostic accuracy to be 
surprisingly low for a disorder whose organic | 
nature should render it more amenable to 
investigation and demonstration than is usually 
the case with psychiatric illness. The need for 
accurate diagnosis cannot be overstated; a 
failure to diagnose dementia is regrettable, but 
a progressive disorder of such a manifest nature 
is unlikely to escape detection indefinitely. The 
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reverse, a misapplication of the diagnosis to 
another condition, may have more serious 
consequences. It often carries with it a negative 
attitude towards treatment and should not be 
applied in doubtful cases. Complaints such as 
memory loss and disorientation can clearly be 
misleading in the presence of functional 
psychiatric illness, whether occurring alone or in 
the presence of other organic disorder. The 
present study suggests that a higher level of 
diagnostic accuracy is attainable, but only if 
investigatory facilities are utilized to the full 
(and interpreted with caution) and proper note 
taken of key psychiatric as well as laboratory 
information. 
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APPENDIX 


Case 1 

A 65-year-old man described as short-tempered, 
volatile, and prone to anxiety. In his youth he had a 
short-lived depressive illness. Three years before 
admission, his memory began to deteriorate and he 
occasionally got lost in familiar places. Six months 
before admission, he had a nocturnal grand mal 
attack. Despite his symptoms, he had managed to 
look after his business {estate agent). 

On admission he was oriented for time and place, 
his memory for past personal and general events was 
poor and he had topographical agnosia. His full 1.Q. 
was 111 (performance 110, verbal 117), the Wechsler 
Memory Scale and the Rey-Osterreith Test showed 
deficits in learning verbal and non-verbal material. 
EEG studies demonstrated the presence éf sharp 
waves in both temporal regions. The pneumo- 
encephalogram showed a mild degree of ventricular 
dilatation and cortical atrophy. a 

At follow-up, nine years later, he was still able to 
manage his business and there was no evidence of 
further cognitive decline. He continued to have 
occasional grand mal attacks. When examined, he was 
well orientated and performed well in tests of new 
learning; he still had topographical agnosia. Com- 
puterized axial tomography showed moderate 
dilatation of the lateral and third ventricles and 
cortical atrophy; these findings were of doubtful 
significance for his age. A final diagnosis of non- 
progressive organic brain damage of unknown 
aetiology was made. 


Case 2 

A 47-year-old woman who was described as 
isolated, suspicious and irritable; she always had 
difficulty in getting on with people. A year before 
admission to the joint hospitals, she started to 
complain of poor memory and two months before 
admission became unable to continue working as a 
nurse because she was getting muddled with people 
and dates. On admission, she was subject to rapid 


. 
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fluctuations in mood, and at times was rude and 
aggressive without provocation. Routine investi- 
gation showed an elevated ESR. Her verbal I.Q. was 
109, performance 109, and there was evidence of 
impaired learning for verbal and non-verbal material. 
Her EEG and PEG were normal. Three months 
later, immediately before her discharge, her per- 
formance on psychological tests had improved and 
her 1.Q. was higher (verbal 121, performance 116). 
She remained disorientated®The discharge diagnosis 
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was subacute confusional state superimposed on 
presenile dementia. 


At follow-up in 1977, fourteen years later, she was 
symptom-free. She had kept her nursing job for 
several years until she resigned in order to look after 
her mother. There was no cognitive impairment. 
A tentative retrospective diagnosis of subacute 
confusional state with prominent affective symptoms 
was made. 
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Raised Parental Age in. Psychiatric Patients: 
Evidence for the Constitutional Hypothesis 


By E. H. HARE and P. A. P. MORAN & 
SUMMARY In two series of psychiatric patients (numbering aboue” 
6,000 and 2,000 respectively), the mean age of the mothers at the time 
of the patients’ birth was found to be very significantly above expec- 
tation from the general population, and this was so for each of the 
major diagnostic groups. In the second series, the age of the fathers 
was also found to be very significantly above that expected froni a 
sample survey of the general population, and this was so for each 
diagnostic group. Fathers’ age was raised more than mothers’, and 
was highest for schizophrenia. The raised parental age could not be 
explained in terms of the patient’s year of birth or his father’s social 
class. The raised mothers’ age could largely be accounted for by 
regression on the raised fathers’ age. The present findings, and those of 
previous studies, seem best explained on the hypothesis of a consti- 


tutional parental trait leading to delayed marriage. 


Introduction 


‘There have been relatively few studies of the 
age of the parents at the time of birth of patients 
suffering from psychiatric disorder, but almost 
all of them have found parental age to be higher 
than that of a control series. The present 
position is that maternal age has been found to 
be raised in samples of patients with schizo- 
phrenia (Goodman, 1957; Johanson, 1958; 
Gregory, 1959; Bojanovsky and Gerylovova, 
1967), with mixed psychotic disorders (Barry, 
1945), with mixed non-psychotic disorders 
(Norton, 1952), with mixed psychiatric disorders 
(Tsuang, 1966), and with homosexuality (Slater, 
1962). Paternal age has been found to be raised 
in schizophrenia (Johanson, 1958; Gregory, 
1959; Bojanovsky and Gervlovova, 1967) and in 

e homosexuality (Abe and Moran, 1969). 
Granville-Grossman (1966) compared the 
parental age of schizophrenic patients with that 
of their sibs and found no significant difference, 
but Moran (1968) pointed out that the maternal 
age of these patients was probably raised 
compared with the general population. Abe and 
Moran (1969), using the method of regression 
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analysis, showed that the raised maternal age of 
Slater’s homosexual patients could be dargely 
accounted for in terms.of the raised paternal age 
which was therefore. probably the primary 
factor; and we have recently confirmed their 
findings (Hare and Moran, 1978b). 

No further reports on this subject appear to 
have been published since 1969, but there 
remain a number of unanswered questions. Is 
parental age raised in specific diagnostic groups 
other than schizophrenia and homosexuality? 
How far, for groups other than homosexuality, 
can raised maternal age be accounted for in 
terms of raised paternal age? Can the findings 
be attributed to technical factors or to some 
systematic bias; and if not what is their 
explanation? In the present paper we attempt to 
answer these questions, 


Method ‘* 


We collected information on parental age (at 
the patient’s birth) for two series of patients 
attending the Bethlem and Maudsley Hospital. 
The first series was based on all patients dis- 
charged from the hospital, either as in-patients 
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or out-patients, during the years 1952-57. 
Criteria for inclusion in the series were that the 
patient had been born in Britain, gave his 
religion as Protestant, was under 55-years-old at 
the time of his first attendance during the 
period, and had been given a principal diagnosis 
(at the time of first discharge during 1952-57) 
of either schizophrenia, affective psychosis, 
neurosis or personalityedisorder. Information 
was. obtained from the case records on the 
patient's Year of birth and the age of his mother 
then. 

The second series was based on all in- 
patients and day-patients admitted to the 
Bethlem—~Maudsley Hospital during 1967-72. 
Except for a small proportion (probably less 
than 10 per cent) who were discharged too 
quickly for interview or who could not be inter- 
viewed for other reasons, all those patients who 
had been born in England and Wales and were 
under 65-years-old at the time of admission were 
seen by one of a research team of lay- 
interviewers. Information was obtained at 
interview and was supplemented as necessary 
by reference to the case records and relatives, 
concerning sex, age, year of birth, age of parents 
then, occupation of patient’s father (and so 
father’s social class by the Registrar General's 
classification) and diagnosis. The second series 
was smaller than the first but the information 
was probably more reliable as it was obtained by 
interview for the purpose of this study, whereas 
information in the first series had been recorded, 
as a routine procedure, by a social worker who 
saw the patient at the time of his registration in 
the hospital. The mother’s age was not known or 
not recorded for about 20 per cent of patients in 
the first series, but for only 4 per cent (6 per cent 
for fathers’ age) of the second series. 

Mean maternal age of the patients was 
compared with that of the general population 
of England and Wales. Tables on maternal age 
at parturition, by 5-year age-groups and by 
quinquennia between 1901 and 1940 have been 
published by the Registrar General (1954) and, 
since 1940, in the Registrar General’s Annual 
Statistical Reports. There was an almost 
continuous fall in mean age at maternity, from 
29.99 years in 1901-5 to 27 .83 years in 1956-60. 
No official data on age at paternity for England 
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and Wales are available for the years before 
1961. We therefore carried out a survey of a 
representative sample (2,000 persons) of the 
population of England and Wales, asking 
questions on parental age at birth of the 
respondents, The survey is described elsewhere 
(Hare and Moran, 1978a) and reasons given for 
thinking the findings reliable. In this survey 
mean paternal age generally decreased between 
1901 and 1960, being 32.23 years in 1901-10 
and 31.42 in 1951-60. 

Because figures for age at maternity in 
England and Wales between 1901 and 1940 are 
available only by 5-year age-groups, we 
calculated all mean parental ages from such 
groups using a weight of 42.5 for mothers’ ages 
of 40 or over, and a weight of 57.5 for fathers’ 
ages of 55 or over. 


Results 


Table I shows the observed and expected 
mean maternal age of the patients in the two 
series. For each diagnostic group the maternal 
age is significantly greater than expectation, and 
this is so for each series. The difference between 
observed and expected means is similar for 
schizophrenia, affective psychosis and neurosis 
but is rather less than this for personality 
disorder and the group of all other diagnoses. 
Table II shows the observed and expected 
mean paternal age. For each diagnostic group 
the observed mean is very significantly higher 
than expected. Paternal age, and the difference 
from expectation, is highest for schizophrenia 
and lowest for the group of all other diagnoses. 

Table III shows mean parental age for the 
diagnostic groups, by the sex of the patients. 
The means are on the whole closely similar for 
the sexes, and none of the differences is sig- 
nificant at the 5 per cent level. Table IV shows 
mean maternal age by the social class of the 
patients’ fathers at the time of the patients’ 
admission. This can only be a rough guide to the, 
fathers’ social class at the time of the patients’ 
birth. But the expected mean maternal age of 
this series of patients was 29.03, and for each 
social class the observed mean is very signifi- 
cantly higher than this. Table V shows, for all 
diagnostic groups taken together, mean maternal 
age by the year of the patients’ birth. Apart from 
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Taste I 
Maternal age. Observed and expected age of patients’ mothers, by diagnosis 





Number of | Mean maternal age S.E. of Difference 
Diagnosis patients! (years)? Difference observed /S.E. 
Á mean 


Observed Expected 


1952-57 Series 
Schizophrenia 765 30.52 29.42 1.10 .23 4.,77*** 
Affective psychosis 841 30.67 29.70 .98 ° 22 4.46*** 
Neurosis 3,423 30.45 29.47 98 se 8.98*** 
Personality disorder 921 29.96 29.33 63 22 am 
1967-72 Series 
Schizophrenia 267 30.42 29.06 1.36 .38 3.57##* 
Affective psychosis 437 30.21 29.31 90 30 3.04** 
Neurosis 632 30.31 29.12 1.19 .26 4, 62%#* 
Personality disorder 368 29.86 28.97 .89 33 ` 2.66** 
All other diagnoses? 429 29.74 29.08 „66 .30 2.24* 





*P <.05 ** P < Ol *** P < O01 


2 Where maternal age was known. Maternal age not known in 183, 267, 753 and 273 respectively for the 
diagnostic groups of the 1952-57 series; and in 12, 15, 19, 22 and 16 of the 1967-72 series. 

2 These, and the derived figures, are shown to two decimal places but are based on more exact calculations. 

3 Comprising other psychoses 85, sexual deviation 33, alcoholism and drug dependence 162, others 149. 


Tage II 


Paternal age for the 1967-72 series. Observed and expected age of patients’ fathers, by diagnosis. Expected age derived from 
sample survey of the general population of England and Wales 











Number of | Mean paternal age S.E. of Diffêrence 
Diagnosis patients! ————___-____________ Difference observed IS.E. 
Observed Expected mean 
. 

Schizophrenia 265 34.48 32.00 2.48 .43 5.73*** 
Affective psychosis 423 33.60 32.19 1.41 .35 3.86*** 
Neurosis 621 33.67 32.02 1.65 .30 5,38%** 
Personality disorder 356 33.09 31.92 1.17 .40 2 .88** 
All other diagnoses 411 32.88 32.02 .86 36 2.40* 





*P < .05 **P <.01 eee P < 001 
1 Paternal age not known in 14, 29, 30, 34 and 34 respectively for the diagnostic groups 











Taste III . 
Parental age (and standard error), by diagnosis and sex, 1967-72 series 
Mothers’ age Fathers’ age 
Diagnosis 

Males Females Males Females 
Schizophrenia 30.82 (.48) 29.81 (.63) 34.52 (.55) 34.41 (.70) 
Affective psychosis 30.10 (.47) 30.28 (.39) 33.70 (.61) 33.54 (.45) 
Neurosis 29.86 (.40) 30.60 (.34) 33.23 (.50) 33.95 (.39) 
Personality disorder 29.92 (.50) 29.82 (.45) 33 .48 (.60) 32.70 (.55) 
All other diagnoses 29.75 (.36) 29.72 (.50) 32 .86 (.43) 32.91 (.62) 








For none of the diagnostic groups does the difference in mean parental age between male and female patients 
approach significance at the 5 per cent level on a t test. 
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the patients born 1901-10, where the informa- 
tion might be unreliable, there is little to 
suggest that the difference between observed and 
expected maternal age varied notably by the 
year of patients’ birth. i 

In general there will be a high correlation 
between the ages of parents at the birth of their 
child. The effect of this correlation can be 
studied by an analysis *of the regression co- 
effici (as set out, for example, in Hare and 
Moran, !978b). For the schizophrenic patients, 
the difference between observed and expected 
mean age was 2.59 years for fathers and 1.42 for 
mothers. These differences may be termed the 
observed shifts in mean age. The shift in mean 
age for (say) fathers which is to be expected 
merely as the consequence of the observed shift 
in mothers is then the product of the observed 
maternal shift and the regression coefficient for 
fathers’ age on mothers’ age. This coefficient 
was .777, giving an expected paternal shift of 


Taste IV 
Maternal age, by social class of patients’ father. 1967-72 


Series, diagnoses together 





Social class Mean 
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1.11 years. The difference of this from the 
observed shift (2.59) is 1.48 years. The corre- 
lation coefficient for parental age is .663 and the 
standard deviation of the mean paternal age 
7.08. Hence, the standard error of the difference 
is .33, and the difference (1.48) is more than 
four times its standard error. On the other hand, 
the raised mean maternal age in schizophrenia 
can be entirely accounted for by regression on 
the paternal age, and we may conclude that it is 
probably the raised paternal age which is 
primary and needs to be explained in causal 
terms. Regression analysis for the other diag- 
nostic groups leads to a similar conclusion 


(Table VI). 


Discussion 


The present findings confirm those of pre- 
vious workers. They also indicate that mean 
parental age is significantly raised (compared 
with expectation from the general population) 
in the diagnostic groups of affective psychosis, 
neurosis and personality disorder; and that in 
these groups and also in schizophrenia, the 


Number S.E.of raised maternal age is largely a consequence of 
offatMer of patients? maternal age mean the raised paternal age. 

I+II =~ 639 30. 53 24 The fact that all diagnostic groups show a 
° raised parental age may suggest the possibility 

II 948 29.85 -20 of some systematic bias in the data, and the most 
IV+V 452 30.24 3] likely seems to be that any group of adults, 
3 asked about their parents’ age, will tend to 
1 Social class not known in 94 patients overstate it. But there are a number of reasons 

Taste V 


Maternal age, by year of birth of patient (all diagnoses) 





° 1952-57 Series 

















1967-72 Series 
Mean Difference Difference Mean Difference Difference 
Yearof Number maternal from /S.E, Number maternal from /S.E, 
birth age expectation age expectation 

1901- 1,055 30.41 „4l 2.07 97 29 82 —.18 —.27 . 
1911- 1,666 31.03 1.32 8.38 331 30.85 1.14 3.09 
1921- .2,114 30.40 1.12 7.93 432 30.24 .97 3.21 
1931- 1,115 29.54 54 2.94 438 30 25 1.25 4.11 
1941- 663 29.91 .99 4.17 
1951-60 172 29.30 1.26 2.77 
All years 5,950 30.42 .86 10.35 2,133 30.14 l 03 7.54 
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Taste VI 
Regression analysis. Observed and expected shifts in parental age, 1967-72 series, sexes together? 














Schizophrenia Affective psychosis Neurosis Personality disorder 
Fathers Mothers Fathers Mothers Fathers Mothers Fathers Mothers 
Observed shift? 2.59 1.42 1.54 1.11 1.69 1.26 1.27 .86 
Expected shift? 1.11 1.47 91 .83 1.02 .97 .70 72 
Difference 1,48 — .05 .63 .28 .67 .29 .57 14 
S.E. of difference! 33 .28 .28 .22 .23 19 .30 .25 
Difference/S.E. 4,48 —.17 2.29 1.27 2.95 1.5% 1.89 .56 
P < .001 NS <.05 NS < .01 NS NS RS 





+ Based on the number of patients for whom both father’s and mother’s age at birth were known: schizophrenia 
257, affective psychosis 418, neurosis 606, personality disorder 351. 

? Difference (in years) between observed and expected mean parental age. 

? Difference to be expected in one parent’s age due to regression on the observed shift in the other parent. 


for thinking this improbable. The control 
groups of Norton and Goodman (respectively 
500 and 270 physically ill patients in general 
hospitals) gave maternal ages whose means 
were close to expectation in the general popu- 
lation (where the official data are based on 
information taken from the parents at the time 
of the birth). The same was true of our control 
series of 2,000 adults representative of the 
general population born between 1901 and 1960 
(where the observed and expected mean 
maternal age was 29.06 and 29,21 years); and 
in Johanson’s patients, parental age was 
obtained from the parish records. Moreover, if 
patients overstate their parents’ age, some 
systematic difference between the sexes might be 
expected, but none is found. Although parental 
age is raised in all diagnostic groups, it is not 
raised equally in the groups or equally in 
mothers and fathers. Again, an unreliability in 
stated parental age might be expected to 
increase with the age of the patient but there 
was no evidence of this in the present study. 

We need to consider whether the findings 
could be due to factors known to influence 
parental age but not adequately allowed for in 
the analysis. The most obvious of such factors 
are: 

(1) Birth rank. The later a person comes in the 
birth order of his parents’ children, the older his 
parents are likely to have been when he was 
born. Present evidence, however, suggests there 
is no causal association between birth order and 
any of the diagnostic groups considered here 


(Birtchnell, 1972; Hare and Price, 1974; and 
the present appendix), 

(2) Family size. The mean age of parents at 
the birth of their children is likely to be higher, 
the larger their family. Present evidence sug- 
gests that the family size of patients with 
psychiatric disorder is not different from that of 
controls (Birtchnell, 1972; Hare and Price, 
1970). Yet in the consideration of any particular 
sample, allowance must be made for factors 
which are associated- with family size, and of 
these the principal ones are year of birth 
(because mean family size has been steadily 
decreasing in England and Wales during most 
of the present century); social class, and 
religion. The effect of social class (which is also 
of course a factor directly associated with age at 
marriage) was considered by Goodman, who 
concluded that it could not account for the 
raised maternal age of her patients. We reach 
the same conclusion in our present study, and 
we also find no evidence that the shift in 
parental age was related to the patients’ yedr 
of birth. 

(3) Sex. In a sample of adults, sex may be 
related to parental age because patients from 
large families—and in present day samples this 
will generally mean older patients—are more 
likely to be females (because of the higher 
‘mortality of males), But the effects are probably 
small and in fact none of the studies on parental 
age have found a sex difference. 

(4) In-patient or out-patient status. Goodman, 
observing that home circumstances may in- 
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fluence the age at which a patient receives 
in-patient care, thought it possible her findings 
could be explained by her patients all being 
in-patients. But Norton’s patients appear to have 
been mainly out-patients and the sample of 
Bojanovsky and Gerylovova contained both 
in-patients and out-patients. In our study, the 
larger series comprised about one-third who 
had been in-patients at some time during 1952- 
57 and the remainder were out-patients. We did 
not“havesthe data for a separate analysis, but 
the findings in the 1952-57 series were essentially 
the same as those in the smaller series (of 1967- 
72) which comprised in-patients and a relatively 
small proportion (less than 10 per cent) of day- 
patients. The evidence as a whole does not 
suggest that status as in-patient or out-patient 
affects the findings on parental age. 

(5) Selection of patients. Were the patients 
representative of the control population ? In the 
present study, the patients were those of a South 
London teaching hospital and drawn mainly 
from the population of South London. Goodman 
found that the parental age of her control 
sample (drawn from general hospitals in South 
London) was close to that in England and 
Wales as a whole. There is additional evidence 
from the 1931 Census (Registrar General, 1953), 
where the figures show that mean parental age 
of parents in Greater London was in fact some- 
what lower than in England and Wales (for 
fathers, 32.03 years compared with 32.19). But 
patients at the Bethlem-Maudsley Hospital may 
have been further selected for the purposes of a 
teaching hospital, a selection which might be 
reflected in the social class distribution of their 
fathers. Yet this distribution is not very different 
from that of Goodman’s patients, and the social 
tlass difference between these samples and that 
of the general population is perhaps largely to be 
accounted for by the fact that, for the patients, 
father’s occupation was recorded at the time of 
the patient’s admission and that social class 
distribution shifts upward with increasing age 
(Registrar General, 1938). We do not think it 
likely that any selection for teaching purposes 
will have introduced a bias in the present study. 

(6) Other factors. Separation, divorce and 
re-marriage may affect the mean age at which 
parents have their children. Separation and 
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divorce are likely to be followed by a lower rate 
of parenthood, and so the mean age at parent- 
hood will be low. Such factors have not been 
specially considered in studies on parental age. 
But it is generally accepted that broken marri- 
ages are more common, and re-marriage less 
common, in psychiatric patients than in the 
general population (Ødegård, 1953; Price et al, 
1971); and if there were any deviation in their 
parents it would most likely be in the same 
direction and so would tend to lower the 
parental age. It is not known whether the 
increased mortality associated with the major 
psychotic illnesses (Tsuang and Woolson, 1977) 
occurs also in their parents, but if so it would 
also tend to lower parental age at the birth of 
the children. 

We now consider possible causal explanations 
of the raised parental age in psychiatric patients. 
Three types of explanation have been con- 
sidered by previous workers: an age-related 
genetic or chromosomal change in a parent; a 
constitutional endowment in a parent (related 
to the disorder appearing in the patient) 
leading to marriage at an older age than 
normal; and psychological effects on the patient 
as a child, either as the consequence of his 
parents being elderly or of his losing a parent by 
death because of the parents’ increased age. 

Whereas genetic or chromosomal changes are 
perhaps a theoretical possibility, it is hard to 
imagine such a change as the cause of so many 
different types of psychiatric disorder in the 
offspring. Moreover, in so far as such change was 
dependent on increased parental age, then the 
disorder should occur in later-born children, and 
this does not seem to be so. The same objections 
apply to psychological theories. It is hard to 
suppose that the psychological effects of having 
an elderly father could be related to so many 
different types of disorder; and if there were such 
effects, they should be related to birth order. 
Moreover, on such theories we should reason-, 
ably expect an association with the sex of the 
patient in so far as it is the increased age of 
fathers which is primary. 

But the hypothesis of a parental constitutional 
factor seems able to explain most of the findings. 
There is much evidence that psychiatric disorder 
of all types is associated with reduced marriage 
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rate and with late age of marriage (Odegard, 
1946, 1953; Stevens, 1969; Price et al, 1971; 
Slater et al, 1971), and that this is most marked 
in the male sex and in schizophrenia. The 
accepted explanation is of a constitutional 
anomaly in the patients causing them to be less 
inclined to marry or less successful in finding a 
partner; and because males are more active in 
courtship, the effects of the deficiency are more 
apparent in that sex. Now it may also be 
accepted that the parents of patients with 
schizophrenia or affective psychosis often show 
traits of schizothymia or cyclothymia—in other 
words, constitutional traits similar to those often 
shown pre-morbidly by the patients. 

It is therefore not unreasonable to suppose 
there may be a similar constitutional anomaly 
(in the biological sense) in the parents, leading 
to late marriage. This would account for the 
finding that it is the raised age of fathers which 
is more marked and more causally important 
and that raised paternal age is most marked in 
schizophrenia. Moreover, on this hypothesis the 
raised parental age should occur in all the 
children of the marriage and equally for each 
sex and for all family sizes. As Granville- 
Grossman (1966, 1968) pointed out, the 
hypothesis accounts for his finding that parental 
age of schizophrenic patients is not raised when 
compared with their siblings; but it also 
accounts for their mean parental age being 
higher than expected from the general popu- 
lation. We should also, on this hypothesis, not 
expect an association with parental social class, 
as studies have shown that the fathers of 
patients with various types of psychiatric 
disorder have the same social class distribution 
as that of the general population (Birtchnell, 
1971; Hare et al, 1972). 

The constitutional factors envisaged in this 
type of hypothesis need not necessarily be those 
leading to late marriage. The observations 
would be equally well explained if, instead, they 
caused delay in starting a family or an in- 
creased interval between conceptions—both of 
which might be due to diminished fertility. 
These alternatives might be examined by a 
study of the age of the parents at marriage or of 
the spacing of their children. 

There are certain difficulties in accepting the 
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hypothesis of parental constitutional deficiency. 
We have to suppose such a deficiency to be 
present in the parents of patients with neurosis 
and personality disorder, and there is no good 
evidence of this. One would need to postulate, 
either that each diagnostic type had its own 
characteristic constitutional type, or, and 
perhaps more reasonably in view of such studies 
as those of Ødegård (4963) and Pollack et al 
(1969), that there were only two Paenlses 
(schizothyme and cyclothyme) and that many 
cases of neurosis and personality disorder in the 
offspring represented ‘spectrum’ disorders of the 
basic diseases associated with these types. 
Again, if parents marry late, they might be 
expected to have smaller families. However, 
delay in marriage may not necessarily mean 
smaller families, for Kiernan (1977) found that 
although women who matured early tended to 
marry early, they did not become mothers 
earlier than other married women. 

It is perhaps of interest to note that the 
hypothesis of a parental constitutional trait, 
which accounts for most of the observed facts 
of parental age in psychiatric patients, is also the 
hypothesis which at present seems best able to 
account for the abnormal seasonal distribution 
of births in psychiatric patients (Hare and 
Walter, 1978). The possibility has not been 
excluded that raised parental age may “be at 
least partly responsible for this abnormal 
seasonal distribution of births, for in the general 
population the seasonal variation in births 
becomes more marked in older mothers and the 
seasonal peak comes earlier in the year 
(Registrar General, 1949); but there are no 
comparable data for fathers. 
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APPENDIX 


Using the method of Greenwood and Yule to 
determine birth order, a number of investigators have 
shown that the birth order of samples of psychiatric 
patients differ significantly from the theoretically 
expected value. But Birtchnell (1972) and Hare and 
Price (1974) found that, with this method, the birth 
order of representative samples of the general 
population also differed significantly from expecta- 
tion; Hare and Price accounted for this in terms of a 
bias due to secular variations in birth rate and family 
size and they concluded that the birth order findings 
in psychiatric patients were probably also to be 
explained by this bias. 

However, when the general population samples 
studied by Birtchnell and by Hare and Price are 
examined by the method of Slater (1969), the birth 


order index does not differ significantly from the* 


theoretically expected value. This implies that a 
further examination is needed to account for those 
studies which have shown a significantly abnormal 
birth order, in terms of Slater’s index, for psychiatric 
patients (e.g. the studies of Gregory (1959) and 
Granville-Grossman (1966) for schizophrenia, and of 
Norton (1952) for neurosis). 
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We therefore studied Slater’s index for the large 
series of patients reported by Hare and Price (1,200 
patients with schizophrenia and 10,000 with other 
psychiatric diagnoses). For schizophrenia, affective 
disorder and neurosis, the value of Slater’s index did 
not depart significantly from expectation; but it was 
significantly low (indicating an excess of patients born 
early in their sibships) for personality disorder. 
Further examination showed that this low index 
could be accounted for in terms of the age of the 
patients since the index was uniformally low for every 
diagnostic group when only the age-group 15-24 
years was considered; in general the index became 
higher with increasing age. 

The relation between Slater’s index and age was 
particularly marked in schizophrenia: for the four 
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ten-year age-groups from 15 years, the indices were 
.47, .52, .54 and .58. The most probable explana- 
tion for this seemed to us to lie in the high mortality 
rate of schizophrenia; for this would accentuate the 
effect, present in any sample of persons, of the greater 
chance of death among- early-born. (ie. older) 
members of a sibship, thus leaving an excess of later- 
born sibs alive and:at risk for inclusion in the sample. 
Our study of this sample of patients, using Slater’s 
index, led. us to the same®conclusion as was reached 
by Birtchnell and by Hare and Price, using the 
method of Greenwood and Yule: viz” fat the 
observed deviations in the birth order of samples of 
patients can be more adequately accounted for on 
purely technical:grounds than interms of a causal 
relation between birth order and mental illness. 
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Parental Age and Birth Order in Homosexual Patients: 


A Replication of Slater’s Study 


me, 


By E. H. HARE and P. A. P. MORAN 


SUMMARY Parental age (at patient’s birth) and birth order were 
studied in 623 male and 89 female patients diagnosed as homosexual, 
who were born in England and Wales and first attended the Maudsley 
Hospital between the years 1961-1975. For male patients, mean parental 
ages were significantly higher than expectation, and mean birth order 
was significantly later. Regression analysis indicated that the raised 
fathers’ age was probably of more aetiological importance than the 
raised mothers’ age. The results confirm those of previous studies. 
The female patients did not show a raised parental age or late birth 


order. 


Introduction 


Slater (1962) reported a raised maternal age 
and a late birth order (in terms of his index) in 
a series of about 400 male patients attending the 
Maudsley Hospital between 1949 and 1960 and 
whose diagnosis included that of homosexuality. 
Using the same case material, Abe and Moran 
(1969). pointed out that paternal age was also 
raised and that the raised mothers’ age could be 
largely accounted for by regression on the 
fathers’ age. Slater’s study, the first of its kind, 
has not been replicated as far as we know. As the 
possible implications of the finding are of 
interest, we have studied a further series of 
homosexual patients attending the Maudsley 
Hospital since 1960. 

A difficulty encountered. by Abe and Moran 
was that there are no data available for mean 
age at paternity in the general population of 
England and Wales before 1961, and they had 
to estimate this value from a consideration of 
mean age "at marriage. As the correctness of 
such an estimate is uncertain, we made a direct 
determination of age at paternity in a sample of 
the general population. This has been reported 
elsewhere (Hare and Moran, 1978) and we 
make use of the findings here. 


Method 


The cases comprised those of all patients first 
discharged from the Maudsley Hospital during 
the years 1961-1975 and whose diagnoses 
included that of homosexuality (i.e. the cate- 
gory ‘Homosexuality’ of 320.6 of the Seventh 
Revision of the International Classification of 
Diseases; and 302.0 of the Eighth Revision). 
Data were extracted from the hospital case 
records. 

The sample survey of parental age in the 
general population was carried out in 1977. 
About 2,000 adults were interviewed, and 
adequate information on parental age at birth 
of the respondent was obtained in about 95 per 
cent. The mean maternal age of the sample 
corresponded closely with that of the general 
population of England and Wales as derived 
from the reports of the Registrar General; and 
this gives reason for confidence in the value for, 
the mean paternal age of the sample. Mean 
paternal age, for the six decades between 1901 
and 1960, was: 32.23, 32.65, 32.16, 32.13, 
31.71 and 31.42 years, with an overall mean of 
32.01 years (S.E. . 18). 

The mean birth order was determined by 
Slater’s index (Slater, 1962). 
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Täste I 
Mean parental age and birth order (Slater’s index) of the homosexual patients 


L nnn 











Number of S.E. of Expected. 
Index patients? Mean (yrs.), mean mean, E (O-E)/S.E. 

Males 
Father’s age 436 33.65 .38 31.96 4,47*** 
Mother’s age 486 30.22 31 29.06 3.76*** 
Birth order index 565 546 .019 5 2.38** 

° 

Females 
Father’s age 60 31.67 .98 31.93 -20e 
Mother’s age 67 27.50 .82 29.03 — 1.86 
Birth order index 77 .509 .055 5 16 

1 of 623 males and 89 females. Value of index not known in remainder 
** P< 02 
*** P< 001 
Results Taste II 


There were 840 male and 117 female homo- 
sexual patients. However, as we were concerned 
to compare parental age and birth order with 
that of the general population of England and 
Wales, we report only on the 623 males and 
89 females born in England and Wales. The 
mean age at first attendance of these male 
patients was 31.6 years (S.D. 10.4), and of the 
female patients 29.9 (S.D. 9.7); the difference 
is not significant. . 

Table I shows the findings. For the malé 
patients, each of the three indices has a mean 
significantly greater than expectation; but for 
the female- patients there is no such difference. 
The difference in mean parental age between 
male and female patients is significant for 
mothers’ age (t = 3.07) and nearly so for 
fathers’ age (t = 1.83). 

For male patients we studied how far the 
findings might be the consequence of certain 
associated factors. Thus we examined the 
results by: (a) year of first attendance, because 
there might have been a change in the type of 
homosexual case seen at the hospital, and also 
perhaps in the criteria for recording such a: 
diagnosis, after the Homosexual Reform Act of 
1967; (b) by age at first attendance, because 
many people with homosexual inclinations in 
early adult life appear to lose these as they grow 
older; (c) by whether the patient had been an 
in-patient, because Goodman (1957) suggested 
that the raised maternal age she found in a 


Parental age and birth ‘order in male patients, where 
homosexuality was the principal diagnosis or a secondary 
diagnosis 





Homosexuality was 








Principal Secondary . 

diagnosis diagnosis* 
Number of patients? 347 276 | 
Mean father’s age 32.92 34.65 
Mean mother’s age 29 .69 30 .90 
Birth order index 525 579 





1 The mean age of patients in the two groups were 
30.04 and 33.59 years. Father’s age known in 252 
and 184; mother’s age in 274 and 212; birth order 
in 322 and 243. : 


2 The primary diagnoses in the 276 patients were: 
schizophrenia 31, affective psychosis 34, neurosis 92, 
personality disorder 92, other 27. 

series of schizophrenic patients might have been 

the consequence of their in-patient status; and 

(d) by social class, because mean age at paternity 

is dependent on social class (Registrar General, 

1953). However, the results led us to conclude 

that the high parental age and latg birth rank 

of the patients was unlikely to be attributable 
merely to the effect of any of these four factors. 
In many cases of the present series, homo- 
sexuality was a secondary and somewhat 
incidental diagnosis to the primary condition 
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Taste III 
Parental age in 413 male homosexual patients where age of both parents at patient’s birth was known 
Father’s age Mother’s age 
15- 20- 25- 30- 35- 40andover All ages 
15- 3 2 5 
20- 9 27 7 43 
25- 3 33 43 16 2 l 98 
30- oe 13 31 50 8 104 
35- 3 l4 28 28 7 80 
40- ~ 6 1] 14 15 46 
45- 3 9 10 22 
50- 2 l 3 5 11 
55 and over l I 1 I 4 
All ages 17 78 104 110 65 39 413 
Mean age of fathers, 33.75 (S.D. 7.90); 
mothers, 30.47 (S.D. 6.62) 
Correlation coefficient (r) + .708 
Regression of fathers’ on mothers’ age, .845; 
of mothers’ on fathers’ age, .594 
Expected mean age (on age-distribution of these patients) : 
fathers, 31.80; mothers, 29.05 
of psychosis, neurosis or personality disorder. Taste IV 
Table H shows the findings where homosexuality Regression analysis of parental age 
was, or was not, the principal diagnosis. The 
indices for each group depart from expectation ; Fathers Mothers 
for the general population, but it is noteworthy Number of patients (n) 413 413 
that for each index the departure is more Mean parental age: 
marked ¢n the group where homosexuality was pea ie. oO tne 
7d : : expecte: i : 

only i EE . Te Ma na cved ahift (0) 1.943 1.419 
sexuality was the primary diagnosis, the mean Expected shift (E) 1.419x .845 1.943 x 504 
fathers’ age was significantly lower than where =1,199 =1.154 
it was a secondary diagnosis (t = 2.27), and abana (O-E) ae a 

, PP TE > .E. of difference! . .230 
for mean mothers’ age it was almost significantly (O_E)/S.E. ree er 


lower at the 5 per cent level (t = | 399). 

If, in any population sample, the mothers’ 
age is found to be above expectation then it is 
likely that the fathers’ age will also be raised 
and birth rank will be late, because these three 
indices will be highly correlated. For the 
parental ages, regression analysis may reveal 
whether one index is primary and the other 
simply the consequence of the correlation. 
Table III shows data for 413 male patients 
where parental age of both parents at the 
patient’s birth was known. The expected mean 
parental ages, adjusted for the year of birth 
distribution of these patients, can be calculated 
for fathers from the results of the sample 





? from the formula S.D. x y ((-r*)/n] 
**P < 01 


survey, and for mothers from the Registrar 
General’s figures for England and Wales. 
Table IV shows that for mothers’ age, the 
observed high mean is not significantly greater 
than that to be expected from regression on 
fathers’ age; but that the observed increase in 
fathers’ age probably cannot be explained in 
these terms, 

We draw attention to the fact that the 
calculation of the standard error of the residual 
from the regression, as given by Abe and Moran 
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(1969), is incorrect. The correct estimate of this 
standard error is the standard deviation of the 
distribution of father’s (mother’s) age multiplied 
by v [(l—r?)/n] where r is the estimated 
correlation between father’s and mother’s ages 
and n is the number in the sample. 


In view of this, we recalculated the results for 
the set of 291 patients considered in Abe and 
Moran’s paper and in doing so also used 
improved estimates of the father’s age based on 
the sample survey mentioned above. Of the 
291 patients, eight were born before 1901, and 
we ascribed to their expected paternal and 
maternal ages the values for 1901-10. We also, 
as in the calculations of the present study, 
ignored the relatively small contribution of the 
standard error resulting from the possible 
sampling error in the sample survey. The t- 
value for the paternal age deviation after 
regression on the maternal age deviation then 
comes to be 4.28, while that for the maternal 
age deviation is .63, thus showing much the 
same kind of values as those in the present 


paper. 


Discussion 


Slater’s findings of raised mean maternal age 
and late birth order in male homosexual 
patients are confirmed—at least for patients 
attending the Maudsley Hospital. Our results 
depart from expectation less than did Slater’s 
(in his cases mean maternal age was 31 .3 years 
and Slater’s index .58) but are still highly 
significant. 

For female homosexual patients, however, our 
findings differ sharply from Slater’s—though in 
each study the numbers were small. He found, 
for 53 cases, a raised mean maternal age (30.3 
years) and a late birth order (Slater’s index 
.62). Our own findings of a lower than 
expected parental age agree with those of 
Kenyon (1968), whose 123 cases were not 
selected from psychiatric patients and were 
compared with 123 controls. 

There are considerable problems in the 
interpretation of the birth order findings. The 
Greenwood-Yule method of comparing 
observed with expected birth order in a popu- 
lation sample was based on the assumption that 
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within each family size the numbers in each 
birth rank will be randomly distributed. From a 
representative quota sample (10,000) of the 
adult population of Great Britain, Hare and 
Price (1974) showed this assumption to be 
unjustified and explained the observed non- 
random distribution in terms of population 
changes in birth rank and family size. Neverthe- 
less, this population sample yielded a figure for 
Slater’s index of .5025+ .0044, i.e. not sig- 
nificantly different from the theoretical expec- 
tation of .5; this was due to the fact that the 
effect on Slater’s index of the over-representa- 
tion of early-born sibs in small families balanced 
the effect of the over-representation of late- 
born sibs in large families. Moreover, the index 
was not greatly affected when the sample was 
considered by sex, age groups or social class, 
and it may thus be taken as a satisfactory 
statistic for the mean birth order of population 
samples born in Britain between 1901 and 1960. 

On the other hand, this population sample 
was restricted to sibships of less than 10 and to 
respondents aged 21 and over, and did not 
provide for an analysis of age-groups by sex. 
The applicability of its findings to the present 
study is therefore uncertain. If sibships of 10 and 
over are excluded from the homosexual studies, 
the index in Slater’s own cases falls from .582 to 
.568 (and the standard error become? .024); 
in our cases the index falls from .546 to .536, 
and this latter value, with a standard error of 
022, is not significantly different from expec- 
tation. 

We confirm the findings of Abe and Moran 
that it is raised fathers’ age that is more 
closely associated with causal factors than raised 
mothers’ age. The fact that parental ages were 
higher in those cases where homosexuality was 
only a secondary diagnosis (Table IT) suggests 
that it would be of interest to examine how far 
the raised mothers’ age which has been reported 
in other psychiatric conditions (in neurosis by 
Norton, 1952, and in schizophrenia by Good- 
man, 1957, for example) may be associated with, 
and secondary to, a raised fathers’ age. 
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A Shifting Seasonality of Schizophrenic Births 


By E. FULLER TORREY and BARBARA BOYLE TORREY 


SUMMARY In view of recent findings in Japan, and in England and 
Wales, data on schizophrenic births in the United. States were ree 
examined to see if seasonal shifts had occurred. In Missouri a 
progressive shift from February to April and May was noted between 
1921 and 1930 and between 1941 and 1950. In five New England states 
there was no shift over the same period. Data were then obtained to 
compare the Missouri shift with two hypotheses previously put forward 
to explain schizophrenic birth seasonality: (1) that it is related to the 
seasonality of general births, and (2) that it is related to seasonal 
temperature variation. Neither hypothesis was supported by the data. 


Introduction 


Evidence from ten different countries has now 
established beyond reasonable doubt that an 
excess number of people who later in life become 
schizophrenic are born in the winter or spring 
months of the year (Hare et al, 1968, 1974; 
Dalén 1968, 1974; Videbech et al, 1974; 
Odegard, 1974; Diebold, 1975; Parker and 
Nielson, 1976; Torrey et al, 1977; Shimura et al, 
1977; Parker and Balza, 1977), The excess of 
schizophrenic births in most of these studies is 
6 to 7 per cent, but it ranges as high as 15 per 
cent (Parker and Balza, 1977). 

In two of the studies there is also evidence that 
the seasonality of schizophrenic births is not 
static. In Japan a significant excess of schizo- 
phrenic births occurred in the spring for those 
born after 1900, but not for those born in the 
years 1841-1900 (Shimura et al, 1977). In 
England and Wales, Hare (1978) showed that 
the maximum excess of schizophrenic births 
shifted from the fourth quarter of the year 
(October, November, December) to the first 
quarter (January, February, March) between 
192] and 1960; the same shift was observed for 
patients with affective psychosis but not for 
patients with neurosis and personality disorders. 

In view of these findings, it was decided to 
re-examine the data from our United States 
schizophrenic birth study to see whether 


similar shifts had occurred. The suggestion of a 
shift had been noted previously in the state 
of Illinois, where the maximum. seasonality of 
schizophrenics born between 1922 and 1955 
was March and April whereas for those born 
between 1860 and 1950 it was December and 
January (Peterson, 1934; Torrey et al, 1937): 


Method 

For schizophrenic patients born betwetn 1921 
and 1950 birth dates were obtained of 16,910 
patients in Missouri and. 10,889 patients in five 
New England states (Maine, New Hampshire, 
‘Massachusetts, Rhode Island, and Connecticut). 
The states were chosen from those analysed in 
the authors’ previous study (Torrey et al, 1977) 
because. they met Hare’s criteria for a sample 
size of at least 4,500 subjects to demonstrate an 
8 per cent deviation in monthly birth distribi- 
tion at a probability of 95 per cent (Hare, 1975). 
The Missouri patients were unduplicated ad- 
missions from 1962 to 1975; the New England 
patients were resident or admitted from 1964 to 
1974 and include an estimated 10 per cent 
duplication. All patients had a primary diag- 
nosis of schizophrenia (DSM II 295.00 to 
295.99) made at the time of admission or 
during their stay in hospital. 

The schizophrenic births were then divided 


-into decades 1921-30, 1931-40, and 1941-50 
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for analysis. As controls all births in the same 
states for the same years were used, also divided 
by decades; the only exception was Missouri, 
where general birth data were not available 
until 1927, so the controls for the first decade 
were births from 1927 to 1930. Statistical 
analysis between observed and expected fre- 
quencies of schizophrenic births for each month 
was done using the y? with 1 df. 

-a 


Results 


The results are presented in Table I. For 
Missouri they show a clear shift of the season- 
ality of schizophrenic births over the three 
decades from February to April and May. In 
the 1921-30 period March and April even had a 
deficit of schizophrenic births. When the three 
decades are combined, all months from Dec- 
ember to May inclusive have a statistically 
significant excess, 

In New England no comparable shift was 
observed over the three decades. December was 
significantly elevated in 1921-30 and 1941-50, 
and also had an excess number of schizophrenic 
births in 1931-40, though this did not achieve 
statistical significance. A second peak is noted 
in Ap»il and May; both months had an excess of 
schizophrenic births in all three decades. 
though it only achieved statistical significance 
for M&y in 1941-50. When, however, the three 
decades are combined, the peak becomes 
statistically significant. A third peak (P < .05) 
also appears for August for the combined data; 
whether this is a real peak or merely represents 
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the one-in-twenty chance expectation for statis- 
tical data at this level is not known. 


Discussion 


The cause(s) of schizophrenic birth season- 
ality is unknown, though many hypotheses 
have been put forward. By examining the 
seasonal pattern in greater detail clues may be 
elicited which will point toward one or another 
of the hypotheses. 


The work of Shimura et al (1977) and Hare 
(1978), and this present re-examination of the 
United States data strongly suggest that 
schizophrenic birth seasonality may vary over 
time. England and Wales and the state of 
Missouri showed clear evidence of such a shift 
within four decades, but the New England 
states did not. Thus, generalizations about the 
pattern of schizophrenic births for a broad 
geographic area (e.g., the United States), or for a 
an extended period of time, should be made with 
caution. The data also suggest that the season- 
ality of schizophrenic births is not just a 
phenomenon of the past but continued to exist 
at least through 1950 in the United States and 
1960 in England and Wales (Hare, 1978). 


In order to perceive shifts in seasonality, it 
would appear preferable to analyse schizo- 
phrenic birth data by month rather than by 
quarter whenever the N is sufficient (at least 
4,500 according to Hare, 1975) and whenever 
the control data are also available by month. 
Analysis by quarter may fail to show a shift if 


TABLE I 
Significant excess of schizophrenic births by decade 





Apr. May Jun Jul Aug Sep Oct Nov 
.01 
.02 01 . 
.05 0l 

.05 


State/Year Dec. Jan. Feb. Mar. 
Missouri 
1921-1930 .001 
1931-1940 .05 
1941-1950 
Combined 01 .05 .05 = .02 
e 
New England 
1921-1930 01 
1931-1940 
1941-1950 .O1 
.001 


Combined 


.02 0l .05 
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this occurs within the three months of a single 
quarter. 

In view of the Missouri shift observed in this 
study, what can be said about various hypo- 
theses of the cause of schizophrenic birth 
seasonality? We examined two hypothese 
specifically : 

l. Ödegård (1977) has suggested that the 
schizophrenic birth seasonality is merely an 
exaggeration of the seasonality of general births, 
the cause of which is also not understood 
(Cowgill, 1966). If this were true one would 
expect to find a shift in the seasonality of general 
births in Missouri over the three decades. No 
such shift was observed—August was the peak 
month of general births in all three decades. 
Another fact tending to refute Odegard’s 
hypothesis is that although the general birth 
peak coincides with the schizophrenic birth 
peak in European countries, the two peaks are 
quite different in North America (Torrey, 1978). 

2. Seasonal temperature variation has been 
suggested as an explanation for schizophrenic 
birth seasonality, operating causally through 
protein deficiency (Pasamanick and Knobloch, 
1961), changes in the oestrous cycle in women 
(Jongbloet, 1971), or genetic selection (Hare 
and Price, 1968). If this were true one would 
expect to find a shift in the seasonal temperatures 
in Missouri over the three decades. To test this 
the mean monthly temperature in Missouri was 
obtained from the U.S. National Oceano- 
graphic and Atmospheric Administration for 
January to June inclusive in each year 1921-50. 
The mean monthly temperature changes over 
the three decades were found to be less than 
two degrees in all cases, and there was no 
apparent pattern in the direction of the minor 
fluctuations. Average mean temperatures for the 
whole year were also computed by decade, and 
these also showed no change. Thus the data 
from Missouri do not support the hypothesis 

„that temperature is causally related to the 
seasonality of schizophrenic births. 

Other hypotheses regarding the cause of 
schizophrenic birth seasonality may explain 
the Missouri shift but were not specifically 
explored. Among them are: changes in the 
pattern of conception of parents most likely 
to give birth to schizophrenic offspring, other 
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genetic theories, and exposure to infectious 
agents (e.g. viruses) or other environmental 
teratogenic agents. 
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Conversations With Chronic Schizophrenic Patients 


By ROGER MORGAN 


SUMMARY An account is given of some of the topics dis¢ussed during 

a small informal weekly open group meeting of chronic schizophrenic 

patients, based on occasional notes compiled over eleven years. The’ 
main feature of the patients’ condition as displayed was poverty— 

clinical, social, behavioural, material and financial—and certain 

features suggested an organic aetiology. Reasons are given for con- 

sidering that the patients’ condition was predominantly caused by 

schizophrenia rather than by institutionalism. 


When it opened in 1961 asa regional psychiatric 
rehabilitation hospital (Morgan, Cushing and 
Manton, 1965), St Wulstan’s adopted a system 
of twice weekly staff-patient meetings copied 
from those at Netherne Hospital (Bennett, 
Folkard and Nicholson, 1961). In the quarter of 
the hospital considered here and known as Blue 
Unit there is a formal large group meeting of 
some 40 to 60 people on Mondays at noon and 
four separate informal small group meetings on 
Wednesdays at noon, each conducted by a 
doctor or nurse. I have attended one of the 
small group meetings ever since. In 1967 I 
started to make notes, either during the meeting 
or immediately afterwards, if something interest- 
ing had been discussed. Eleven years later, I 
have notes on 70 out of about 500 meetings, 
and those notes form the basis of this paper. 

The small group which meets on Wednesdays 
is an open group whose membership slowly 
changes. Attendance is expected and encouraged 
but not compelled. It makes patients half an 
hour late for their mid-day meal a delay which 
some cannot abide. Of about 18 eligible to come 
at any given time, about 6 to 15 usually do, the 
number dwindling erratically over the years. 
(We tried holding the meetings after lunch and 
more patients did come, but half of them went 
to sleep.) 

A total of 25 patients have attended altogether. 
Some came for a few months, the average was 
four years and the oldest attendant (apart from 
me) is Harry who has clocked up nine years. 
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They are the most severely disabled patients in 
this hospital. 

They were a highly-selected group with three 
definable stages in the selection process. Firstly 
they fell ill years ago, entered conventional 
mental hospitals, received custodial care, and 
despite the introduction of phenothiazines they 
stayed in hospital as representatives of the ‘old 
long-stay’. Secondly, they were submitted to me 
by their parent hospitals and accepted by*me as 
suitable candidates for further rehabilitation 
with a chance, however slim, of managing one 
day to dispense with sheltered living conditions. 
Thirdly, after selection and transfer to this 
hospital they had shown .a disappointingly 
limited capacity for improvement and were 
relatively more severely and intractably disabled 
than the rest of our intake. After an average of 
nearly four years in this hospital they had 
gravitated to Blue Unit, which is the section of 
the hospital reserved for patients of this type, 
Even so, they were not as disabled as chronic 
patients can be; for example none of them was 
incontinent or required help with feeding. 

Apart from one inadequate epileptic and one 
leucotomized obsessional neurotic, they were all 
schizophrenic and very chronic. Six patients 
were women. The average patiente(+ S.D.) 
was aged 47 (+ 8 years) on accession to the 
group and had been ill for some 21 years 
(+ 9 years), most of that time being in hospital. 
Twelve patients showed moderate clinical 
disability (Wing, 1961) and the other thirteen 
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were severely disabled, eight of them being 
nearly mute, three floridly deluded and two 
prone to incoherence. Their average score for 
Social Withdrawal (Wing, 1961) was 3.6 
(+ 1.7, range 1-8) and their average 1.Q. 
was 75 (+ 15, range 50-104), though only one 
had been mentally retarded (and only mildly at 
that) before acquiring schizophrenia. In terms 
of their fathers’ occupation, only three are 
known to have had a middle-class background, 
and these all broke down young and never 
worked; the remainder were working-class in 
origin and in occupation. Every schizophrenic 
patient was on appropriate antipsychotic medi- 
cation under regular review, several having been 
tried without and become worse mentally. 

The topics discussed by the group are 
presented under the headings which follow, but 
these overlap considerably. Frequencies are 
difficult to present, the group being unstable in 
size, so when relevant I have worked out 
percentages and adopted the following con- 
vention: 


Percentage Noun! Pronoun Adverb 
0. none never 

1-20 few rarely 
21-40 some sometimes 
41-6Q half often 
61-80 many usually 
81-99 most mostly 

100 all always 
Daily life 


The patients said that they told which day of 
the week it was by such things as predictable 
items on the food menu, (‘fish and chips means 
it’s Friday’), pay-day etc. Half the patients 
could not say how to distinguish one day from 
another, beyond recognizing that working days 
were week-days. 

Most patients reserved their greatest interest 
for food, money, smoking and sleep. All agreed 
that bacon made the best breakfast. Chicken 
was the most popular meat. All evening meal 
dishes were popular except spaghetti. Fish and 
chips was many people’s favourite. Most 
patients expressed decided views with un- 
usually clear answers and I quote these views 
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as an indication of the level at which their 
minds were fully engaged. 

Most patients knew the amount of their 
weekly earnings (these fluctuated, being piece- 
work), but few could contend with the notion 
of their average earnings, which appeared to 
be an abstraction that was beyond their grasp. 
Half made their income last the week, others 
were broke within two days or more. A few 
spent nothing and saved the lot, but without any 
aim in mind. Most money was spent on con- 
sumables, especially cigarettes, tea, sweets and 
beer. Only a few of these patients ever bought 
extra clothes or other possessions. Only some of 
the patients had any savings apart from small 
sums in their hospital accounts. All denied 
being in debt, but a few commonly were. 

We discussed smoking often, but never did 
they show so much resentment about anything 
as they did after the 1977 Budget when the tax , 
on 20 cigarettes went up 4p. Most patients 
were smokers, and each favoured his particular 
brand. Yet all were vague about the price and 
expressed it in shillings and pence even though 
these had been replaced by decimal currency 
six years earlier, and all had had repeated 
instruction in the mysteries of the new system. 
None admitted that they knew smoking was 
harmful, though every cigarette packet says so 
and I had often told them. Ignatius, who gets 
severe recurrent bronchitis, gave a knowing 
smile and withdrew from the discussion by 
sliding into incoherence. 

Most of these patients went to bed very early 
in the evening and therefore had little leisure 
time (see below). They showed quite unusual 
determination to have their own way about 
this but could never satisfactorily explain why. 
This was the group at its woolliest, but it could 
be very different. When I asked each of them to 
name his or her partner on the ward washing-up 
rota, I got prompt accurate answers with 
several terse comments on the partner’s per; 
formance and reliability. 

At one time of asking, all possessed a comb 
except Bernard who used to borrow Harry’s. 
Some had a hairbrush, some had nail scissors, 
many claimed inability to use scissors (which I 
found a surprisingly large proportion) and 
either prevailed on staff to cut their nails or 
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resorted to biting them. When provided with 
scissors or clippers they had lost them. Many had 
toothbrushes (and Brendan indeed had four), 
but some indicated that cleaning their teeth 
was right outside their curriculum and always 
had been, so a toothbrush was unnecessary. 
Brendan wore a watch, Joe owned one but did 
not wear it, Bernard had recently lost his for the 
second time, and Albert had possessed a series of 
two and lost both. Many patients neither had a 
watch nor admitted ever having had one in their 
lives. 


In very hot weather we would often discuss 
suitable clothes to wear. One or two of the 
more alert men, as well as myself would be in 
shirtsleeves and the women would be in summer 
dresses, but the rest of the men would be wearing 
jackets and thick pullovers, shirts, and vests, 
just as in mid-winter. It made them sweat 

*but they always denied ‘feeling hot’. Nothing 
short of compulsion would make them change 
their habit. 


It was the same on hot summer nights. 
Adaptable Arthur had removed all his bedding 
except one blanket. All the other men had one 
sheet three blankets one counterpane and thick 
winter pyjamas with vest and pants on under- 
neath. All said they were comfortable, not too 
hot, and slept soundly without waking up; all 
except Ted, who volunteered that he found it 
agreeable to poke his feet out of the sides of the 
bed to cool them off. Their behaviour put one 
in mind of young children who have not yet 
learnt to identify the cause of their discomfort or 
to take appropriate action if overheated. Their 
flushed appearance argued against the possi- 
bility that phenothiazines were lowering their 
temperature. 


Another childlike characteristic of the group 
was the inability of many members to under- 
stand slang or figurative expressions, whose 
meaning they tended to take literally. This led 
us (Cheadle and Morgan, 1972) to devise a 
questionnaire and test a sample of 90 patients 
the level of whose understanding corresponded 
to that of 8 to 9-year-old children. We thought 
that this failure of comprehension might be part 
at least of the explanation of their frequent 
inertia in response to advice or instructions 
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(Cheadle and Morgan, 1975) or indeed through- 
out everyday life. 


Personal history 


‘Half the patients gave their present age 
correctly; the other half were either wrong in 
either direction or, though numerate, had no 
idea. All knew their own birthday, but some did 
not know their year of birth. All but a few knew 
their birthplace accurately. Nobody knew the 
birthdays of both parents; a few could remem- 
ber one parent’s birthday. Most could remember 
their father’s occupation. Half knew roughly the 
age to which their parents lived, but the other 
half could give no idea. Only some knew their 
own age (even approximately) on first admis- 
sion to a mental hospital, important landmark 
though this was in their lives. 

Some had served in the Forces during the war 
(illiterate Harry and flat-footed George in the 
Pioneer Corps and Ignatius from Belfast who 
had ‘joined up in the Irish Free State Army and 
deserted’). The others were either too young or 
already in hospital. 

Jim had been taken as a child on a family 
visit to London, and Albert had gone on a 
school outing to see the Wembley Exhibition, 
but none of the others had ever been to 
London. Of those whose home was not in 
Birmingham (our nearest city) none admitted to 
having ever visited the place, and Gladys asked 
‘Where is Birmingham, is it near Wolver- 
hampton?’ Only one patient, a doctor’s son, 
had ever been abroad. 


Orientation 

Some items already recorded (e.g. present 
age) are to do with orientation in the sense of , 
self-image and personal identity. The small 
group setting also lent itself readily to examining 
the patients’ knowledge of other people’s 
identity. Much time was spent by the group on 
this topic, leading me ultimately to carry out a 
formal study (Morgan, 1967) on a sample of 
68 patients. Compared with 29 comtrols, the 
patients performed poorly at naming other 
people from their photographs, and even worse 
at naming them from descriptions. The schizo- 
phrenic patients were poorer: performers than 
the others, lacking curiosity to discover names 
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in the first place, and appearing also to lack the 
normal capacity in their memories to keep in 
store those names they had learnt. In the group 
it was no insuperable handicap if they could not 
name people present (who were by definitión 
wardmates or workmates and usually both) 
because if need be they could and did resort to 
pointing. But if they or I wanted to refer to 
anyone not present and they did not know the 
absentee’s name it meant that communication 
effectively ended at that point. It was surprising 
at first to find out the extent to which social 
intercourse is prevented by the lack of a name as 
a tool of communication. We found no way of 
helping these patients to overcome this handicap 
(Morgan and Jones, 1968). It arose apparently 
in large part from schizophrenic withdrawal, 
and once acquired it certainly was a factor in 
maintaining and reinforcing the withdrawal, as 
presumably the schizophrenic intended it to be. 

Orientation in time and place were also 
disturbed. In February 1977 we made a game 
of each trying to remember our situation 
exactly 25 years earlier at the time of the 
Queen’s accession. At other meetings we 
tackled 12 years ago and 30 years ago. Some 
patieats were wrong (or had no idea) over the 
12 year span, and half the patients were wrong 
across 25 and 30 years, but no comparison is 
valid because the composition of the groups 
was different. Common to all three exercises 
was the patients’ approach to the problem set 
them. A few dealt with it perfectly capably as 
healthy people would, either by just knowing 
or by using their age at the time or other 
landmarks to draw inferences and work it out. 
But for many there was a poverty of events, 
landmarks etc. in their past lives, or their 
‘memories were very poor and they lacked the 
mental ability to use such as there were. 

Once I confronted them with a large framed 
aerial photograph of the hospital (which 
consists entirely of single-storey huts). We spent 
some time re-arranging ourselves out of the 
usual circle to get a proper view and adapt to 
its unfamiliarity. They were unusually interested 
and attentive. A few grasped the idea and gave 
near-perfect answers to simple questions. Some 
had an inkling and were occasionally right. 
That left many who were quite lost, made wild 
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guesses, failed to perceive the pattern at all, or 
gave up before they had started. 

A similar lack of verbal and other ability 
made Charlie appear totally incompetent at 
one meeting. He had graduated to becoming a 
day patient and he was asked to describe his 
lodgings and his journey to the hospital. He did 
not know the name or number of the house, the 
name of the road or the name of the district 
where he lived. He could not name the three 
people with whom he shared a room. He could 
not say the time when he had to set out, or the 
place, time or number of the bus he caught in 
the mornings. Nor could he describe in any way 
the succession of three buses that he had to 
catch to get home at night, or where he had to 
get off the final one. Any clinician relying only 
on the patient’s answers to questions would 
have been bound to regard him as showing no 
evidence of correct orientation. Yet he had , 
coped perfectly for two years with a five-mile 
journey to and from the hospital by public 
transport. 


General knowledge 


One topic that was invariably unpopular with 
the group was current events. They signified 
their hostility by yawns, resigned-looking grins, 
and silence, thereby generating considerable 
group tension and discomfort. Whatever their 
reason (and, of course, they would not say) their 
displeasure served to make current events a rare 
topic since one recorded meeting in January 
1968. It was an eventful month and I had no 
difficulty in listing in advance ten items of news 
as a checklist. The well-informed Ted knew 
vaguely about U.S.S. Pueblo being captured, 
about the previous Saturday’s F.A. Cup third 
round results, and about the train robber 
Wilson being caught. The burly Cyril, with his 
reputation for getting the wrong end of every 
stick, had heard this last item and told us that 
Prime Minister Wilson had been sent to goal, 
No other patient had anything spontaneous to 
contribute. Yet they keep the radio on all day, 
or so it seems, and some watch television, and 
there are newspapers in each ward. 

Only George had watched any of the 1968 
Olympic games, and his account of what he saw 
was typically fragmentary (‘running, swimming, 
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weight-lifting’). Gladys and Ignatius had seen 
some of the 1974 Commonwealth Games and 
described them just as above with no grasp of 
different events, distances, countries individuals 
etc. Ignatius said ‘It’s not so real on TV’. 

Football and boxing made better talking 
points because of the relative simplicity of the 
results, and interest was shown every year in the 
outcome of the F.A. Cup Final. But nobody who 
watched it could describe what they had seen, 
and even the soccer fans were completely 
confused by the complexities of the 1978 World 
Cup. 

They showed no evident sign of political 
awareness, but they were prepared to commit 
themselves on clear-cut political issues. They 
divided 8-6 against the Common Market in 
1971. Before the 1970 General Election they 
recorded (unofficially) five Labour, three Con- 
servative and two Liberal votes and agreed with 
most other commentators in predicting a 
Labour victory, wrongly as it turned out. In 
February 1974 a slightly different group showed 
a definite swing to the right with nine Con- 
servative votes to four Labour and one Liberal; 
and by 8 to 4 with 2 abstentions predicted a 
Conservative win, again wrongly. 


Social skills 


All patients had an individual issue of 
personal clothing. The hospital would make good 
any shortages that occurred in time through 
clothes wearing out, getting lost etc. It was the 
patient’s personal responsibility to take care of 
his stock of clothing, enter in his laundry book 
whatever items he sent each week, check them 
on return, and tell the staff if he required any 
replacements. Whenever I enquired, it was rare 
to find a man with more than two pairs of socks 
or a woman with more than two pairs of 
stockings or tights. They would let the original 
issue of six pairs dwindle to two or even less 
before doing anything about it, if then. The 
same applied to handkerchiefs. It was hard to 
believe that some patients had ever met a 
handkerchief before coming into hospital; they 
would put a brand new white one into their 
jacket pocket and leave it there until it eventu- 
ally became so grubby that it wag really only fit 
to destroy. They would fail to send laundry at 
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all, send it but fail to record it, lose it (some 
became notorious for their speed at losing 
whatever they were topped up with) and a 
small few would sell the more marketable items 
like shoes for cigarette money. 

I took a telephone directory to one meeting 
and invited each of them to look up a named 
person’s number. Nobody managed it. Few had 
ever used a telephone fn. their lives outside (or 
inside) hospital. None admitted having earlier 
attended special classes here to learn this and 
other skills. Some claimed to know how to use a 
directory. Ted said ‘alphabetical order’ and Sid 
recited the alphabet. Irene, who claimed to 
know, was persuaded to have a second try and 
proceeded as follows. She leafed randomly 
through the pages, eventually finding the right 
initial by accident, went beyond the name, 
didn’t know how to:turn the pages back, gave 
up, was helped to the right page, looked 
randomly, gave up, was shown the correct 
column, gave up, was shown the actual name, 
read the number from the wrong line, gave up, 
tried again, read the wrong number, gave up, 
tried again, read the right number, was asked 
for the exchange, gave up, was reassured and 
gave the exchange correctly. She and the 
taciturn Sid who did equally badly were the best 
in the group. 

In October 1973- I started asking abdbt the 
patients’ plans for the forthcoming Christmas. 
Two patients had homes and went there 
regularly, so had no problem. Five patients had 
no homes to.go to, so would have to spend 
Christmas in hospital. That left four patients 
with a possibility of going somewhere if only 
they set about asking their relatives in time. So 
I asked them to do that. Gillian responded by 
not coming to the next two meetings. Harry got 
his Charge Nurse to write for him. After one 
week Derek and Alf had done nothing. After 
two weeks Derek, perfectly capable of writing, 
had conned an inexperienced nurse into doing it 
for him. Alf had still done nothing about it; in 
his passive dependent apathetic but likeable way 
he seldom grasps why on earth it is ever up to 
him to do anything for himself. 

Another time, three years later, with only four 
patients in the group, it was ten days before 
Christmas and we talked about sending cards. 
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Alf had excelled himself (or was it the change to 
haloperidol?), had bought two cards weeks ago 
and had already sent them to his mother and 
brother. Gladys had found the canteen sold out 
and was too sluggish to go out to a local. shop, 
so she had written a letter to her cousin explain- 
ing why she was unable to send her a card. 
George had not sent his brother one but 
promised to think abouf it, which is George’s 
invariable way of telling any intruder to get lost. 
Ignatius, the bronchitic soldier, had not done 
anything this year but was quick to point out 
that he had sent his family a card last year, very 
much with the air that that should be quite 
enough for them to be going on with. 


Leisure interests 


Many of the patients were able to recall 
having leisure interests in earlier life before they 
fell ill. Altogether in four different meetings they 
listed sixteen different former interests. Only the 
one neurotic patient kept his particular interests 
alive. Harry from Stoke on Trent knew the 
name Gordon Banks well enough but did not 
realise he was Stoke’s goalkeeper; actually he 
supported Port Vale but knew nothing about 
them either. Ted, the boxing enthusiast, knew 
all the names from 1935 to 1945 but nothing 
about recently televised bouts or current world 
champfons. Brendan, the collector of stamps and 
toothbrushes, could be persuaded to glance 
through his albums but lacked the drive to do 
more. In a way these men in their forties and 
fifties reminded one of elderly gentlemen 20 or 
30 years older reminiscing about the past. 

Television could have provided them with the 
way to keep up to date, but they lacked the 
ability to use it. None disliked it for either 
rational or delusional reasons. None viewed it 
selectively, though programme times -were 
readily available in magazines and papers. It is 
uncertain how much they grasped of what they 
did watch, for few could string together a 
coherent account of what they saw (the same 
applied to dilms). The few who claimed to be 
interested in particular programmes (Coro- 
nation Street, Opportunity Knocks) could 
rarely say the day, time and channel for viewing 
them. Few of the patients in the group would 
consider watching anything that started after 
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about 7 p.m. because of their self-imposed 
compulsion to go to bed about that time if not 
sooner. They taught me how powerful this 
compulsion is and led me to carry out formal 
studies of their sleep pattern (Morgan and 
Drew, 1970) and body clock speed (Morgan, 
1977). 

At Christmas, Easter and Whitsun they would 
face three or four consecutive days off work and 
I would often ask them beforehand about their 
plans and afterwards about their achievements. 
A few would be at home on leave, another few 
would venture forth once to the shops, another 
few would go on a hospital organised coach 
trip, and Harry could be relied on to go every 
morning to the local pub for a skinful. The 
remaining half would do absolutely nothing. 
They welcomed a holiday from work but had no 
idea what to do with it; alternatively, if you 
like, they knew exactly what they wanted to , 
do with it—nothing. They resented my efforts 
to stimulate them into activity and usually 
reacted with mute hostility. The only time that 
Mary, normally placid, got angry with me was 
on this subject. I realised, and sympathized with, 
their lack of unlimited money, of transport and 
of family or friends to prompt them into 
activity. But if all else failed the Malvern Hills 
were easily accessible and free. Some had been 
taken up the hills once or twice by a visiting 
relative, Jimmy had walked up by himself but 
never left the road and a few had been taken in 
an organised party. That left many who had 
never in several years felt inclined to go. 

They all went for one or two weeks holiday to 
the seaside. One time in 1973 four members of 
the group went together as part of a larger 
party, and on their return I got them to 
describe what happened. They all travelled, ate, 
slept, smoked, drank tea or beer, and walked up 
and down the front. For the three men that was 
all, and they looked on it as a perfectly satis- 
factory and complete holiday. They did not, 
swim or even paddle. They bought nothing to 
bring back and remember the holiday by. They 
went on no sightseeing trips. They went to no 
shows or pictures. They did not even play 
Bingo. Gillian was more enterprising, though 
leucotomized and still psychotic. She went to a 
show with two other patients and she bought 
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“herself a handbag and a nightie. She did not 
know the- other patients’ names. Nor did Alf 
know the name of the man he chose as his 
companion all the week; he looked on it as a 
piece of unnecessary knowledge since they 
never spoke to one another. 


Discussion 


This has been a very unsystematic account of 
some aspects of mental hospital life as seen and 
lived by a small highly selected group. of very 
disabled (and almost entirely) chronic schizo- 
phrenic patients. Despite their disability 11 of 
the 25 patients have at some time achieved 
discharge from here, but 6 have subsequently 
had to be readmitted, and another 2 (Cyril and 
Ted) have subsequently died leaving only 3 
(Brendan, Mary and the pyknic Desmond) who 
in 1978 are continuing to survive outside 
hospital. As a group, therefore, they are more 

* disabled than those patients who are capable of 
more permanent resettlement from this and 
-other hospitals; and they are somewhat less 
disabled than the many thousands of patients in 
other hospitals whom I would consider too 
disabled ever to accept for transfer here. Severe 
as the cognitive and other defects of this small 
sample were, it is likely therefore that the 
cognitive and other defects of the typical long- 
stay chronic schizophrenic patient in a con- 
ventional mental hospital are even more severe. 

It would be a mistake to picture my 25 
patients as having just emerged from a restrictive 
custodial regime. They were transferred to this 
hospital from other hospitals in the West 
Midlands Region between 1961 and 1972, and 
in many of those other hospitals active rehabili- 
tation and a better quality of care had become 
available before and during that period. Nor, 
of course, did they enter the small group 
immediately on admission to this hospital; on 
average they entered it nearly four years later, 
having been exposed here to a rehabilitation 
regime that was as intensive as we could make it 
(and as they could tolerate) during that interval. 
Some of-the stimulant ingredients of the regime 
have already received incidental mention—the 

`- full work programme, piecework payments, 
various instructional classes, individual clothing 
and laundry, promotion of leisure activities, 
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travelling, shopping, summer holidays and 
indeed the small group meetings themselves. 
It was: only after an. average of nearly four 
years of all this (and more) that the patients’ 
responses and performance in the small group 
began to be recorded. 

The various disabilities I have described 


, amount, therefore, to residual disabilities still 


present after a ‘long amd intensive course of 
rehabilitation. Barton (1959), referring to 
Institutional Neurosis, wrote “The condition 
may be indistinguishable from the later stages of 
schizophrenia. Often it is complicated by resi- 
dual schizophrenic features such as delusions or 
hallucinations. In such cases the diagnosis can 
only .be made retrospectively after subjecting 
the patient to an intensive course of rehabili- 
tation’. If Barton is correct what my patients 
demonstrated was chronic schizophrenia in a 
relatively purified form after removal of any 
removable admixture of institutionalism. 

Despite what had already been done for them, 
many remained severely disabled. The persis- 
tent deficits in their comprehension, orientation 
and memory, the strong suggestion of a decline 
in J.Q., their crippling dysphasia, and the 
way they could handle only concrete rather 
than abstract terms, were features that sug- 
gested an organic aetiology (cf. Crow and 
Stevens, 1978; Johnstone et al, 1976).® The 
keynote of their various disabilities was poverty. 
There was evidence in most cases of social, 
cultural and material poverty in their original 
upbringing. Clinically, there was poverty of 
intellect affect and volition. This showed in their 
behaviour in a lack of curiosity, initiative, ideas 
interests, plans, ambitions, activity and arti- 
culacy. They were all unmarried, and though 
several had surviving relatives they almost all’ 
lacked close family ties and support. They had 
comparatively little money, few possessions and 
no friends. 

The foregoing generalizations apply more or 
less within narrow limits to all 23 chronic 
schizophrenics and to the one inadequate 
epileptic patient. Except that he too is un- 
married, none of them applies to the one 
leucotomized neurotic patient, although his 
history and length of stay are both long. Al- 
though I can produce data relating only to these 
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25 patients, they are not, of course, the only 
patients whom I have known for a long time. 
In patients outside this small sample I find the 
same features as I have described within the 
sample. The non-schizophrenics tend not to be 
disabled in the way described. Those paranoid 
schizophrenics whose personalities remain more 
or less intact resemble non-schizophrenics in this 
respect. It is only if my experience those 
schizophrenics whose illness is either more 
severe or of a different kind and in whom a 
process of mental disintegration occurs who 
develop the various disabilities described here. 

I take the above factors to be evidence, 
(strongly suggestive but not conclusive) that the 
disabilities described’ are due to schizophrenia 
rather than institutionalism. I anticipate, there- 
fore, that the current community-orientated 
style of managing such illnesses will result in 
such chronic schizophrenic patients becoming 
no less disabled outside hospital after a similar 
length of illness. 

Another school of thought appears to expect 
community treatment to abolish chronic schizo- 
phrenia. If its members are right then produc- 
tion of such disabled people as I have described 
is gofng to stop or has already stopped. In that 
event it would be as well to have a description 
of them on historical record before the last of 
then? disappears. When put in that way I doubt 
if such an optimistic outcome sounds credible to 
anyone with close knowledge of chronic schizo- 
phrenia. 
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An Experimental Study of Pictures Produced by 
Acute Schizophrenic Subjects 


By STEPHEN RUSSELL-LACY, VICTORIA ROBINSON, 
JANET BENSON and JANET CRANAGE 


SUMMARY The purpose of this study was to examine the validity of 
assessing pictures produced by acute schizophrenic subjects as a 
technique in differential diagnosis. It was hypothesized that art 
productions by schizophrenics differ from those both by other acute 
psychiatric patients and by ‘normals’. Coloured slides were made 
from pictures produced in standardized conditions by three samples 
each of thirty subjects. It was found that repetition of abstract forms 
was the only factor studied to be associated specifically with schizo- 
phrenia; whereas the presence of pictorial imbalance, overelaboration, 
childlike features, uncovered space, detail and colour variety were 
found to be associated with psychiatric admission irregardless of 
diagnosis. Doubt is cast on the use of art as a technique in differential 


psychiatric diagnosis. 


Introduction 


Anastasi and Foley (1941), in their review of 
the voluminous literature relating to'the art 
productions of psychiatric patients, found that 
relatively little of a conclusive nature could be 
gleaned, owing to the inadequate control of 
experimental conditions and the excessive 
theoretical speculation which frequently ob- 
scures the data. Even the systematic studies (as 
opposed to anecdotal material or single case 
studies) lacked control groups and reported 


little or no quantitative data. Thirty years later, 


in his review, Child ( 1972) also concluded that 
‘the study of imaginative productions by 
psychiatric patients is extremely diverse but thus 
far more in the tradition of case stay than of 
systematic research’. 

Clearly there is a need for further research to 
help clarify which picture features differentiate 
between psychiatric groups. Nevertheless there 
are workers who. today use artistic expression for 
“diagnostic „purposes with psychiatric patients 
(Naumberg, 1966; Fink et al, 1973). Little or no 
systematic research has been dope on the art 
productions of acutely ill mentally disturbed 


subjects recently admitted to hospital. Findings 
reported in the literature could be due to 
long-term institutionalization of the patients or 
the results of the chronic phase of the illness. 


The purpose of this study was to examine the 
validity of using assessments of pictures pro- 
duced by schizophrenic subjects as a-means of 
differential diagnosis. In our study of pictures 
produced by schizophrenic patients we used two 
control groups, standardized painting conditions, 
blind ratings, operationally defined criteria and 
quantitative data. 


It was hypothesized that art productions by 
an experimental group of schizophrenics would 
differ from those by each of two control groups, 
consisting of other psychiatric patients and of 
‘normals’, with regard to the presence of those 
pictorial features which have been reported in 
the literature to be relevant to the art work of 
abnormal and more particularly schizophrenic 
subjects: (Anastasi and Foley, 1944). 


More 4pecifically, it was hypothesized there 
would be differences in the following (sometimes 
arbitrarily defined) features: 
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(a) imagery lacking relationship with other 
imagery (incoherence) ; 

(b) absence of a focal point (confusion) ; 

(c) unevenly distributed elements (imbalance) ; 

(d) presence of three or more repetitions of thé 
size and shape of non-representational 
abstract forms (mannerisms) ; 

(e) any large area of over one-sixth of the 
picture totally covertd by one colour only 
(monochromaticism) ; - 

(f) at least four repetitions of the shape of any 

one representational pictorial detail regard- 

less of colour or size (stereotype) ; 

at least one superfluous image (over- 

elaboration) ; 

absence of any clear horizon line in an 

outdoor picture ‘(poor atmospheric per- 

spective) ; 

(i) at least one image lacking characteristic 
detail (poor detail); 

(j) atleast one written or printed word present 

(script) ; 

the main pictorial subject a house (primiti- 

vism) ; 

(1) only two dimensions (primitivism) ; 

(m) childlike appearance (primitivism) ; 

These factors were developed into the form of 

a questionnaire. It was also hypothesized that 

there would be -differences between the three 

groups’ in the amount of space covered by 
colours, the-use of colour blending, and the 
variety of colour used. These more objectively 

measurable factors were measured by means of a 

template, which enabled quantification of the 

amount of each picture in terms of the amount 
of paper covered by paint or other material. 


(g) 


Method 


` The experimental group consisted of all 
consecutive psychiatric admissions who agreed 
to participate and in whose cases the diagnosis 
as formulated by the consultant psychiatrist 
(made several months after admission) included 
the word ‘schizophrenia’ or a form of this word. 
The patient control group were selected 
similarly except for the diagnosis, which 
specifically excluded schizophrenia. Excluded in 
all groups were: geriatrics, cases of clinically 
assessed dull intelligence and neurological 
damage; those with any art training; and those 


who had previously been admitted for a 
psychiatric condition to any hospital or institu- 
tion. The ‘normal’ control group consisted of 
subjects who had had no past or present 
consultation with a psychiatrist; they were 
hospital typists, psychiatric nurses, student 
nurses, occupational therapists, and members of 
the public who used the hospitals sports 
facilities. 

The only constraint on the subjects’ age was 
the exclusion of geriatrics. The mean age of the 
non-schizophrenic patients was 41.2 years 
(s.d. 14.6), that of the schizophrenic patients 
was 36.1 years (s.d. 14.0), and’ that of the 
‘normals’ was 30.3 years (s.d. 13.3). These 
ages were compared by Student’s t test. The 
non-schizophrenic patients were significantly 
older than the ‘normals’ (P <0.01), but the 
ages of ‘the schizophrenic patients were not 
significantly different from those of either of the 
other two groups. The ratio of the sexes was 
very similar in the three groups, there being 
53 per cent of females in the schizophrenic 
group, 60 per cent in the non-schizophrenic 
patient group, and 56.7 per cent in the ‘normal’ 
group. 

The mean time elapsing between admission 
to the hospital and painting the assessed picture 
was 8.4 days (s.d. 6.8) for the schizophrenic 
patients and 12.2 days (s.d. 7.8)’ for the non- 
schizophrenic patients. A Student’s ‘t’ test 
showed that this difference was not significant. 
The refusal rates for the schizophrenic patients, 
non-schizophrenic patients, and normals were 
14, 25 and 40 per cent respectively. 

All subjects were seated alone in an isolated 
room and provided with standard painting and 
drawing materials. They were instructed to 
produce a picture without copying anything 
they could see in about 30 minutes. One picture 
was collected from each of the 90 subjects, and 
coloured slides were made. Paid art students 
acted as judges; before each sequence of slide | 
projection they were shown how to understand” 
the item of the questionnaire, they were next to 
use. They were not told from which painter 
group each.slide was taken. Slides were pre- 
sented in random order. 

The 90 slides were divided up into six sets of 15. 
Each set was made up of 5 slides from each of 
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the three types of painters. The 60 judges were 
divided up into six groups of 10. Each set of 
slides was seen by only one group of judges. A 
further 5 test slides were shown to all 60 judges, 
so that agreement between judgement groups 
could be assessed, and an estimate of interjudge 
reliability made. 


Results 
Assessment of interjudge reliability 

This assessment is based on the data from the 
5 test slides and 60 judgements for each question- 
naire factor. For each factor on each slide the 
difference between the number of ‘yes’s’ and 
‘no’s’ was calculated (the majority). The 
maximum possible size of a majority is 60; the 
minimum is 0. For a majority to be significant 
the probability of:that majority occurring if the 
judges were rating randomly should be less than 
5 per cent (P <0.05). 

A significant level was assigned to the 
majority verdict for each slide on each factor (see 
Table I) and interjudge agreement depended on 
the number of slides found significant. On the 
basis of the statistics shown in Table I, it can be 
estimated that on factors: 


b,c,jandk ........ there was very good agree- 
ment 
s caw ating. there was good agreement 
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a,d,e,fiandl...... there was acceptable 
- agreement ` 
Mand ike Seite te there was poor agreement 


‘Agreement between judgement groups 

As there were 10 people in each group of 
judges, the possible score for each slide, on each 
factor, ranged from 0 to 10 depending on the 
number of affirmative*judgements. The assump- 
tion that all the groups of judges were judging in 
a comparable way was tested, using the test 
slides. The Friedman’ two-way analysis of 
variance was performed, both for each in- 
dividual factor, and over all the factors. Since 
none of the tests on the individual factors nor 
the test using all the factors gave a significant 
result, the null hypothesis that the six groups of 
judges were drawn from the same population 
was not rejected. 


Differences between slides 

The Mann-Whitney U was used to test for 
differences in central tendency on the question- 
naire items within pairs of painter groups, using 
the number of affirmative judgements per 
group of judges as a score. Chi-squared values 
were computed for comparisons between pairs 
of painter groups for the more objectively 
assessed picture features, using the numbers of 


TABLE I 
Level of probability that the majority verdict, of 60 judges (for each questionnaire factor and each of 5 test slides), occurs 


randomly using ‘R’ 


scores with an estimate of interjudge reliability per factor 








Questionnaire Test slide Estimate of inter-judge 
factor ; 1 2 3 5 reliability 

a +++ * +++ ne Acceptable agreement ' 
b +*+ hke wkk ae ae Very good agreement 
c ee *+ kek kkk +*+ Very good agreement 
d ane “r one * Acceptable agreement 
e s + sre alla Acceptable agreement 
f ae ke one oe Acceptable agreement 
g was * Poor agreement 
h a8 en on * ie Good agreement 
i ae eke ee ee Acceptable agreement 
j ee een ee ae ak Very good aggeement 
k wae ee en eh tax Very good agreement 
l txt * “ee wee Acceptable agreement 
m “ee oe +++ Poor agreement 





Level of probability that the majority verdict occurs randomly. 


+++ P <0.0001 *+*+—P <0.00! *—P <0.05 
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pictures as nominal data. The Kruskel-Wallace 
one-way analysis of variance H values were 
computed for the amount of covered space 
factor, and the proportion of space per picture 
was used as data. All test values are shown in 
Table IT. 

From Table II it can be seen that schizo- 
phrenic art was not found in this study to differ 
generally from art produced by other acute 
psychiatric patients. The only factor found to 
reach significance in differentiating these two 
groups was the presence of mannerisms; that is 
to say the repetition of abstract forms was 
judged to be more frequently present in the 
schizophrenic pictures. It can be seen from 
Table II that it was found that the pictures by 
the schizophrenics compared with the ‘normals’ 


tended to be judged as having present more 
imbalance, mannerism, over-elaboration and 


‘two-dimensions, and less detail, colour variety 


and: covered paper. The same was also true of 
the non-schizophrenic patients compared with 
the ‘normals’, except that no differences were 
obtained in mannerism and two-dimensions. 
However, the ‘normals’ were found to use more 
yellow and more colour blending that the non- 
schizophrenic patients, but not more than the 
schizophrenics. 


Discussion 
Theoretical aspects 


„In this study it was generally found that: 
(1) Acute psychiatric subjects produced pic- 


Taste IIa 
Mann-Whitney U test ‘Z? values with associated probability levels: differences in central tendency within pairs of picture 
samples for each questionnaire factor using number of affirmative judgements as data 














Questionnaire Schizophrenic V > Schizophrenic V Patient control V 
factor Patient control Normal control Normal control 
(c) Imbalance weer 337 ¥* 3.24 
(d) Mannerism * 2.06 * 2.14 
(g) Over-elaboration *** 2 63 #8 2.52 
(i) Detail *** 2.67 wee 3.18 
1) Two dimensions ** 2.45 
m) Childlike wee 4 GI oe 307 
or 
Taste IIs 


Chi-squared test values (with Yates correction for continuity applied) with associated probability levels : differences within pairs 
of picture samples in the proportion of prctures with each colour factor present l 











Colour Schizophrenic V Schizophrenic V Patient control V 

factor Patient control Normal control Normal control 
Yelow present ** 6,43 
Blending *** 6.86 
Colour variety ** 5.82 “ee 7.81 


es en 
i f Taste IIc 
Kruskal-Wallace one-way analysis of variance test ‘H’ values with associated probability levels; differences within picture 
: samples in the average proportion of covered space per picture 




















" Schizophrenic V Schizophrenic V Patient control V 
Patient control Normal control Normal confrol 
** 6.4 sey 8.4” 
* P <0.05 ** P <0.02 *** P <0.01 *+** P <0.001 


All tests are two tailed. Only values reaching significance are shown. 
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tures of lower art quality than did ‘normal’ 
subjects. ' 


(2) There was little difference between 
pictures by acute schizophrenics and pictures 
by other acute psychiatric subjects. 

These results do not support the traditional 
view of schizophrenic art as due to an under- 
lying pathological process whereby pictorial 
abnormality is linked with regression, autistic 
thinking and thought disorder, e.g. Prinzhorn, 
H. (1972), Sato, K. (1933), Pickford, R. W. 
(1956), Bender, L. (1938), Mosse, E. (1940). In 
particular there was no evidence of more 
confusion, incoherence, imbalance, overelabor- 
ation, primitivism, stereotyping or use of script 
in the schizophrenic pictures compared with 
those by other psychiatric patients. It would 
thus appear that art is not very helpful for 
differential diagnosis. The similarity between 
the pictures of the schizophrenics and other 
patients can be seen in terms of the subjects’ 
normal responses to the stress they were all 
experiencing. The only finding in support of a 
specific pathological schizophrenic process was 
that on mannerisms. : 

If this normality-based model is more 
accurate, it would be predicted that general 
medical patients in hospital for conditions 
would produce pictures similar to those pro- 
duced by schizophrenic patients. Also, according 
to this model, the bizarre and more extremely 
distorted pictures by chronic schizophrenics 
observed by Prinzhorn and others would be 
predictably produced by chronic general medi- 
cally ill subjects enduring a similarly prolonged 
period of stress, 

The finding that the psychiatric patients. 
produced pictures which, compared with the 
‘normals’, tended to have more uncovered 
space, less detail, and less colour variety may 
be attributable to a lack of interest and en- 
thusiasm for a novel challenging experience in 
people recently admitted to hospital and 
preoccupied with their own personal problems. 


Methodological aspects 


Because of the ethical problem of depriving 
` patients of treatment, there was no control over 
medication. With the usual prescription of 
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drugs at 'the time of admission any real differ- 
ences in drawing between diagnostic groups 
could possibly have been masked by the 
psychotropic effect of medication. More im- 
portantly, schizophrenics were prescribed 
different kinds of drugs compared with other 
psychiatric patients and this might have 
affected the way pictures were produced. All 
the patients were on-¢heir medication at the 
time of their picture-making, and this could 
account for their poorer art production com- 
pared with the ‘normals’ who were on no drugs. 
Further research is needed to assess the effects of 
medication on art productions before an 
evaluation of these difficulties is possible. 

-The higher refusal rate of the ‘normal’ group 
may have resulted in the selection of people 
relatively good at drawing; people who are 
bad drawers tending to refuse. This may have 
biased the results to some extent. 

A general difficulty with this kind of study is 
the large inter-subject variability. Individual 
differences in drawing skill may have covered 
over any real intergroup differences in the 
pictures. The use of I.Q. test data may have 
been an improvement. However, Klonfer and 
Taulbee (1976) in their review of studieg of the 
Draw-a-person Test, have cast doubt on the 
assumption that drawing ability is highly 
correlated with 1.Q. (apart from at the very 
low level of the range of intelligence). ` 

It may be thought unwise to have used judges 
unfamiliar with psychiatric patients. However, 
Levy and Ulman (1976) reported that health 
workers were not superior to judges without 
experience in dealing with psychiatric patients. 
As can be seen from Table I, except on the 
factors overelaboration (g) and childlike appear- 
ance (m) interjudge agreement was estimated 
as generally good. 
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Psychological and Behavioural Disturbance in West Indians, 


Indians and Pakistanis in Britain: 


A Comparison of Rates Among Children and Adults 
By RAYMOND COCHRANE 


SUMMARY Data are presented from four studies which compare 
rates of psychological disturbance for three groups of immigrants to 
Britain and natives respectively. Children of West Indian and Asian 
parents are compared to native British children on the Rutter Teachers’ 
Questionnaire and on rates of admission to psychiatric hospitals. 
Asian children have lower rates of behavioural deviance and mental 
hospital admissions than do British children. Children of West Indian 
immigrants show no more behavioural deviance in schools than do 
British children, but have considerably higher rates of admission to 
mental hospitals. The pattern for adults is remarkably similar to that 
shown by children, even though different definitions of psychological. 
disturbance are used. The findings are discussed in the context of 
previous studies of immigrants to Britain and contemporary theories 


of immigrant adjustment. 


Recently, there has been an upsurge of 
interest in the psychological and social adjust- 
ment of immigrants to Britain, stimulated by 
research in other'countries and by the increasing 
proportion of the British population composed 
of recent immigrants and their descendants. 
The results of that research have been marked 
more by ambiguities than by consistencies, but 
it can be concluded tentatively that the rate of 
serious psychological problems, as measured by 
psychiatric hospital admissions, is very variable 
between ethnic groups and that there is no 
justification for regarding all immigrants as 
comprising one group, with which natives can be 
ecompared. Cochrane (1977) found some groups 
of immigrants to have notably higher rates of 
mental hospital admission than natives (e.g. 
Irish, Poles), some to have broadly similar 
rates (e.g. West Indians) and some to have 
conspicuously lower rates (e.g. Italians, 
Pakistanis). Only for the diagnosis schizophrenia 
was there a consistent, marked excess of 
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immigrants of all ethnic origins compared to 
natives. 

However, the results of earlier British studies 
did not support these two conclusions at all 
strongly (Bagley, 1972; Hashmi, 1968; Hemsi, 
1967), though in other countries, Malzberg 
(1969) and Sauna (1969) found a generally 
similar pattern, both for all admissions and 
admissions for schizophrenia in particular. 

Other previous conclusions were that the 
magnitude of adjustment required of different 
immigrant groups correlated not at all, or 
perhaps negatively with the extent of psychiatric 
disturbance in those groups and that other 
measures of psycho-social adjustment, so far 
as they are available, show a similar pattern to 
that shown by psychiatric hospital’ admission 
rates. ‘In other words, immigrant groups low on 
these admission rates do not compensate by 
being excessively deviant in other respects. 
Similarly, Cochrane and Stopes-Roe (1977) 
were able to show that, for Asian immigrants 
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at least, sub-clinical measures of psychological 
disturbance reflected fairly accurately the 
picture obtained from admission rates. 


These generalizations have been based upon 
adult first-generation migrants. Young immi- 
grants and the children of immigrants have 
received much less attention, partly no doubt 
because definition of psychological adjustment 
is so much more difficult with young people. 
There have been two systematic studies of 
behavioural deviance in school children belong- 
ing to minority ethnic groups. Rutter et al (1974) 
compared rates of behavioural deviance and 
psychiatric disorder in 10-year-old West Indian 
and English children in London. Using a 
questionnaire completed by teachers for each 


of the children in their classes, the authors - 


found that over 40 per cent of West Indian, 
compared to less than 20 per cent of native 
children, received a score categorized as deviant. 
The difference between the two groups was 
significant and almost entirely accounted for 
by the high rate of ‘conduct’ deviance among 
the West Indian children. Conduct deviance 
refers to behaviour such as fighting, lying and 
being destructive. The children did not differ on 
behaviours such as worrying, being anxious, 
stuttering or thumb sucking, which were taken 
to beeindicative of emotional problems. Inter- 
estingly, however, total prevalence of psychiatric 
disorder, as judged on the basis of an interview 
with parents was higher, but not significantly so, 
in the native group. The excess of behaviour 
deviance among the West Indian group was 
specific to the school situation. 


Subsequently, Kallarackal and Herbert 
(1976), using the same teachers’ questionnaire, 
examined the behavioural deviance of children 
of Indian origin. Using a sample of 9~-12-year- 
olds in Leicester, they found a rate of mal- 
adjustment of 10 per cent among the Indian 
children, compared to 26.5 per cent in the 
English group, and explain the significantly 
lower rate of behavioural deviance in the 
former by reference to possible, but not yet 
established differences in family life. The 
supposedly ‘strong and protective’ nature of the 
Indian family was considered to reduce the 
likelihood of emotional and behavioural prob- 
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lems, but interesting as they are, no evidence was 
offered to support these explanations. 

The purposes of the present paper are three- 
fold. First, to examine sub-clinical behavioural 
deviance in several groups of children of 
immigrants and native children in the same 
schools. Second, to examine more dramatic 
forms of psychiatric disturbance in children, as 
reflected in psychiatric hospital admission 


- statistics. Thirdly, to examine the overall pattern 


of psychological disturbance in immigrants and 
natives, as measured in a variety of ways in 
both adults and children, to determine whether 
any consistencies exist. Finally, the relevance of 
the whole set of findings for theories of immi- 
grant adjustment will be considered. In this 
paper, the term ‘immigrant’ will be reserved for 
those people who have actually migrated. 


Method 


Data on the school children were collected in 
five schools in Birmingham, selected for their 
high levels of ethnic diversity. A Rutter 
Children’s Behaviour Questionnaire (form B2) 
was completed by teachers for each nine-year- 
old in the school. The questionnaire consists of 
26 statements concerning the child’s behaviour 
and the teacher is invited to state whether the 
statement ‘Doesn’t Apply’, ‘Applies Somewhat’, 
or ‘Certainly Applies’. The scale may be scored 
in two ways: a total score is obtained by 
weighting the teachers’ ratings of each item 
0, 1, 2 and summing across the 26 items, giving 
a range from 0-52. Rutter (1967) demonstrated 
that with this method of scoring, the scale was 
reliable (test-retest correlation over two months 
of +0.89) and had high inter-rater reliability 
(+0.72). The discriminative power or validity 
of the scale was examined by comparing the 
scores of groups of psychiatric clinic children 
with general population groups. Adequate 
discrimination was achieved and the best cut- 
off point for this purpose was a total score of 9., 
Using this as a starting point, a second score for 
each child scoring 9 or more can be derived. 
If the child was awarded the high score for 
predominantly emotional problems, then he is 
labelled as being ‘emotionally deviant’; if, on 
the other hand, antisocial behaviours account 
for the high score then ‘conduct deviance’ is 
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assumed. A final ‘mixed’ category is reserved 
for those whose high score is equally derived 
from the two types of behaviours. This method 
of scoring the questionnaire was justified by 
Rutter (1967), who showed that the ‘diagnoses’ 

derived from the questionnaire were in close 
agreement with clinical diagnoses for two groups 
of children attending clinics. 

A total of 319 questionnaires were completed, 
one for each of the nine-year-olds in the five 
schools participating in the study. Eighteen 
questionnaires were subsequently discarded 
because the parents of the children involved did 
not fall into one of the four groups of interest, 
viz—both parents born in India, Pakistan, the 
West Indies or Britain. In addition to:the Rutter 
questionnaire, details of each child’s school 
progress and background were collected from 
teachers and school records. 

Psychiatric hospital admission dente by 
place of birth for the year 1971 were made 
available by the DHSS and were converted to 
rates per 100,000; the rates for adults and the 
problems involved in calculating them, have 
been discussed elsewhere (Cochrane, 1977). 
Clearly, these rates are not necessarily an 
accurate measure of true rates of psychological 
disturbance or even of treated disturbance in 
children; they will be affected by what can be 
considered extraneous factors, such as what 
constitutes a psychiatric hospital (e.g. some 
units attached to Children’s Hospitals are 
excluded). The number of beds available may 
have an influence on admission statistics equal 
to that of the clinical need for admission, as will 
the availability of residential resources for 
children other than in-Patient Units. However, 
the figures are presented here because they are 
the only material available on a national basis 
with sufficient standard information on age, 
place of birth and diagnosis to be useful. There 
is no reason to believe that the admitted 
weakness of this measure of psychological 
disorder in childhood affects the various ethnic 
groups differentially. Evidence is also presented 
later that the relative rates found across 
different ethnic groups are quite consistent with 
other independent evidence of behavioural 
disorders. The rates for children refer to all 
admissions for in-patient treatment to psych- 


203 


iatric hospitals in England and Wales in 1971; 
in that year, over half of all children’s admis- 
sions were accounted for by personality. and 
behaviour disorders, while admissions for mental 
handicap are excluded. 

The definitions of the groups used.in the 
psychiatric hospital admission figures are not 
directly comparable with those used for the 
questionnaire study of School children. In the 
latter case, the child’s parents were immigrants 
but a majority of the children were born in 
Britain. The DHSS data, however, refer to 
place of birth not ethnic origin. The children 
(and adults) included in these figures were born 
abroad and may conceivably include individuals 
of ethnic origins (including British) other than 
that of the country in which they were born. 
Similarly, some of the British-born group: may 
very well be of non-British ethnic ' origin. 
Psychiatric hospital admission figures based 
upon ethnic origin, as opposed to place of birth, 
are not available. 

Finally, the questionnaire-derived . psycho- 
logical disturbance scores of adult immigrants 
and natives were taken from.a study reported 
elsewhere (Cochrane and Stopes-Roe, 1977). 
The assessment of psychological disturbance was 
based on scores derived from a version of the 
Twenty-Two Item Scale (Langner, 1962) which 
has been specifically validated for use® with™ 
immigrants to Britain (Cochrane, Hashmi and 
Stopes-Roe, 1977; Cochrane, 1978). West 
Indian immigrants were not included in this 
survey. 

Because of the diversity of sources of inform- 
ation, all scores and rates were converted to 
ranks for use in comparisons between sets of 
data. 


Results 


Children’s adjustment based on teachers” questionnaires 
A comparison of the four groups studied 
revealed that they were broadly similar in terms 
of sex composition, age (mean = 9.0 years) and 
social class, as defined by father’s oecupation, 
with the majority being from working class 
backgrounds. Most of the children were born in 
this country—81 per cent of Indians, 76 per cent 
of Pakistanis and 94 per cent of West Indian 
origin children. A somewhat small proportion 
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of minority ethnic group children than of the 
British group were first born or only children. 
Christianity was the dominant nominal religion 
of the British and West Indian children, most of 
the Pakistanis were Muslim and a majority of 
the Indians were Sikh; there was insufficient 
overlap between religious groupings to enable 
this variable to be analysed’ in isolation from 
ethnic origin. The préportion of each group 
attending remedial classes varied from 11 per 
cent of Indians to 26 per cent of Pakistanis; the 
differences in these proportions were not 
significant (chi square = 5.35, df = 3). 

+ The overall scores derived from teachers’ 
ratings of behaviour deviance were subjected to 
a two-way analysis of variance, with the results 
shown in Table I. Both main effects of sex and 
ethnic group membership were significant. 
Overall, boys had significantly higher deviance 
scores than girls, although the mean scores for 
Pakistani and West Indian children were 
higher in girls than boys; Pakistanis scored 
significantly lower than either West Indians or 
British children. However, the proportion of the 
variance accounted for by these two variables 
was very small (sex = 1 per cent, ethnic group 





Tase I 
Analygis of teachers’ ratings of behavioural deviance by sex 
g and ethnic group 
A. Means Males Females Total 
N X N X N x 
British 39 6.95 35 4.23 74 5.66 
Indian 52 4.33 46 2.78 98 3.60 
Pakistani 20 3.50 22 4.86 42 4.21 
West 
Indian 36 6.42 51 6.76 87 6.80 
Total 147 5.44 154 4.11 301 5.07 


B. Analysis of variance summary 





Source S.S. df. M.S. F p 
Sex o 118.32 1 118.32 3.86 <.01 
_ Ethnic | . 
Group 372.20 3 124.07 3.92 < 05 
Sex X Ethnic 
Group 115.41 3 38.47 1.27 N.S. 
Error 8884.96 294 30.22 
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= 3 per cent, Hays, 1964, p. 407). The inter- 
action between ‘sex and ethnic group was not 
significant. 

Using a cut-off score of 9, as suggested by 
Rutter, to identify children with behavioural 
deviance revealed a pattern similar to that from 
using mean scores, but there were no very large 
differences between any of the groups and no 
single. comparison of any of the three ethnic 
minority groups with the British group yielded a 
statistically significant difference, either for 
total deviance or for conduct or emotional 
deviance separately. However, when the sample 
was broken down into separate ethnic.groups by 
sex categories, the numbers became small and it 
is not surprising that the differences between 
deviancy scores were not significant. The trends 
are in line with Rutter et aľs (1974) finding, 
except that Pakistani as well as West Indian 
girls had higher rates of conduct disorders than , 
British or Indian girls. As found previously, 
there was a consistent tendency for a greater 
proportion of boys than girls to show anti-social 
behaviour or ‘conduct deviance’. 

Each child was assigned a score by teachers in 
each of five areas of school performance: 
comprehension, vocabulary, reading, written 
work and number work, ranging from 4 for 
‘very good’ to 0 for ‘very poor’. These scores and 
a combined performance score based on the 
sum of all four ratings were correlated with the 
behavioural disturbance ratings. The corre- 
lations obtained were extremely consistent, 
ranging from —0.31 to —0.51, and were all 
significant statistically. The correlations for the 
total performance score and behavioural de- 
viance scores were: British ~—0.42; Indian 
—0.40; Pakistani —0.51; West Indian —0.44; 
all significant at  <0.01. There is known to be 
an association between psychiatric disorder and 
educational retardation which is particularly 
true for conduct disorders in boys and this was 
borne out in the present study. Boys with 
conduct disorders or emotional deviance scored 
significantly lower on the combined academic 
performance measure than those who were not 
deviant on the Rutter Questionnaire (means = 
6.57, 5.71, and 10.31 respectively; F = 12.28, 
p <0.001). Girls also showed the same pattern, 
with those classified as behaviourally deviant 
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getting lower academic performance scores 
(F =9.14, p <0.001). 


Mental hospital admissions 

Following a procedure outlined previously 
(Cochrane, 1977), psychiatric hospital admission 
rates were adjusted to include those for whom 
place of birth was not available and the original 
figures expressed as rates per 100,000 population 
aged 15 years or less in 1971. Sex-specific rates 
are shown in Table II together with the age- 
adjusted, sex specific rates for adults with the 
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same country of birth for comparison. The 
children’s rates require some comments because 
of the small numbers’ involved in some groups 
(e.g. there were only two Pakistani females 
under 15 admitted in England and Wales in 
1971). Where small numbers are expressed as a 
rate of 100,000, there is a danger of exaggerating 
any small differences that may be present when 
populations are compared. Most of the admis- 
sions were for personality and behaviour 
disorders, whereas most adult admissions were 
for depression, schizophrenia and neurosis. 


. Tape II 
Sex specific rates of mental hospital admissions for children and sex specific age-adjusted rates for adults by place of birth 
` (England and Wales, 1971) 








Number of admissions per 100,000 population 





























Country of birth Children (< 15 years) Adults (15 + years) 
Males — Females Males Females 
England and Wales 76 53 434 551- 
India 28 13 368 436 
Pakistan 6 24 294 374 
West Indies - 99 111 449 621 
Taste III : 
Rank ordering of ethnic x sex groups on various measures on psychological disturbance 
Children ‘Adults 
Mental Mental 
Hospital Questionnaire WA Hospital Questionnaire 
admissions scores deviant admissions scores 
Male 3 1 2 5 3 
British 
Female 4 6 4 2 2 
Male 5 5 7 7 4 
Indian ' 
Female 7 8 8 4 1 
Male 8 7 5 8 6 
Pakistani ; E oot 
Female 6 4 6 6 5 
Male 2 3 1 3 NA 
West Indian ' i 
Female l 2 3 1 NA 
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Despite these differences, which reflect the 
differential diagnostic patterns found in child 
and adult psychiatry, the relative rates for 
children and adults showed remarkable con- 
sistencies. In both cases, West Indian females 
had the highest rates of admission and Pakistani 
males the lowest. 


Consistencies in the medSuremeni of psychological 
disturbance 

Table III brings togéther all the material 
presented previously and adds results from a 
small community survey among adult immi- 
grants and natives in Birmingham in 1975, in 
which psychological disturbance was measured 


by questionnaire (Cochrane and Stopes-Roe,’’ 


1977). 

Although this table shows a mixed pattern of 
results, it also contains some remarkable 
consistencies. Even though the children’s devi- 


ance scores from the questionnaire study were 


derived from a handful of schools in one city 
and were based on children born in Britain, 
there is still a strong similarity between the 
ordering of these scores and relative psychiatric 
hospital admission rates for the whole country. 
The ddmission rates for adults and children are 
also very similar in a relative sense. The other 
_comparisons which can be made from Table ITI, 
“while not so clear-cut, also show consistencies. 


-Discussion 

The results derived from the Rutter teacher’s 
questionnaire of behavioural deviance are of 
interest for several reasons. First, when total 
scale scores are analysed, they confirm the 
findings of Kallarackal and Herbert (1976) for 
‘the children of Indian ethnic origin (Table I). 
However, if the data are analysed in a way 
similar to that of the earlier authors, there are 
no significant differences between the proportion 
of Indian and native children found to be 
maladjusted. Kallarackal and Herbert do not 
present results for boys and girls separately, 
which is unfortunate in the light of the large sex 
differences found both by Rutter et al (1974) and 
in the present study. Allowing for this, however, 
the trend of results in this study and in the 
earlier study is very similar, with approximately 
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25 per cent of native children and 10 per cent of 
Indian children rated as maladjusted. 

A comparison of the rates of behavioural 
deviance amoņg West Indian and native 
children with that found previously shows 
strikingly similar results for native children, but 
a much lower rate of deviance for West Indians 
than that reported by Rutter et al (1974). On 
both the total scales and on the proportion of 
children found deviant, West Indians and 
natives are indistinguishable in the present 
study, although Rutter reports that West 
Indians had almost double the natives’ rate of 
behavioural deviance. The only category where 
earlier findings of Rutter et al were confirmed is 


‘in the high rate af ‘conduct disorder’ among 


West Indian girls, although even this does not 
attain statistical significance here, probably 
because: of the somewhat small numbers 
involved. 

There are several possible factors which ° 
might account for the differences in results, 
although detailed information on some of the 
relevant variables is not available for the earlier 
studies. Rutter et al’s data were collected in 
1970, those of the present study in 1976; 
Kallarackal and Herbert’s data were collected 
at some time in between. It is possible that the 
years between 1970 and 1976 saw a reduction in 
the overall level of deviant behaviour in West 
Indian youngsters, either in actuality or as 
perceived by teachers. By 1976, a sizeable 
proportion of non-white faces in the classroom 
had become the norm in some areas of major 
conurbations and both teachers and pupils may 
have adjusted to this, whereas in 1970, more 
than a few immigrant children in the classroom 
may still have seemed a novelty. Indirect 
evidence which gives some partial support for 
this hypothesis comes from Rutter et al’s other 
finding that the rate of behavioural deviance at 
home, rather than in school, was very similar in 
West Indian and native children. Again, a more 
detailed interview with teachers failed to 
confirm the statistically significant difference 
found with the questionnaire, although the 
results of questionnaire and interview were 
somewhat similar. All these factors point to the 
possibility that in 1970, teachers werd more 
‘sensitized’ to behavioural problems of West 
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Indian children and more likely to consider such 
behaviour as deviant than are teachers today. 
Rutter also notes that ‘a high proportion of 
West Indian children are considerably retarded 
in their educational attainments .. .’ (Rutter 
et al 1974, p. 258, see also Yule et al, 1974) and 
goes on to link educational difficulties with 
behavioural disturbance at school. In the 
present study also, a significant correlation 
(—0.41, p <0.001) was found between 
teacher’s ratings of academic performance and 
behavioural deviance, but the school work of 
West Indian children was not judged inferior 
to-that of British children. In the area of reading, 
which Rutter et al singled out as having a strong 
relationship with conduct disorders, 29.8 per 
cent of the British children and 28.4 per cent of 
the West Indian children were rated as ‘poor’ 
by their teachers. In addition, it was-found that 
virtually the same proportion of West Indian as 
British children were attending remedial classes 
at their school. As the two studies differed in 
both time and place, it is not possible to state 
- definitely that the academic performance of 
West Indian children has improved, but the 
generally adequate level of school achievement 
in the present sample may go some way towards 
explaining the lower rates of deviancy found 
here than in the 1970 study. 

Two other factors were investigated with 
respect to the differences in rates of adjustment 
between different ethnic groups—the proportion 
of each group in the classroom and whether or 
not the child was born in Britain. Neither 
variable produced anything of interest. All of 
the classes studied had at least 50 per cent and 
up to 90 per cent minority ethnic group children 
and the fluctuations between classes in pro- 
portions for each group were quite unrelated to 
the amount of behavioural deviance which that 
group in that class exhibited. Similarly, there 
were only minimal non-significant differences in 
behavioural deviance between children of the 

“same ethnic origin born in Britain or born 
abroad, although the numbers not born in 
Britain were quite low. ` a 

Psychiatric hospital admission rates among 
children born in Britain and those born else- 
where show very high relative rates of West 
Indian children of both sexes and an extra- 
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ordinarily low rate among Pakistani boys. For 
British and Indian children, the excess of female 
over male admissions among adults is reversed ; 
this is consistent with the fact that boys are 
more frequently referred to psychiatric agencies 
than girls. Gove and Herb (1974) suggest a 
possible explanation. However, for Pakistanis 
and West Indians the pattern is similar for both 
adults and children, swith female admissions 
exceeding male. Differences in diagnosis be- 
tween children and adults have been mentioned 
earlier and are by no means novel or unexpected 
(DHSS, 1971). The year on which these data 
are based is, of course, closer to the year that 
Rutter st al made their assessment of behavioural 
deviance in the classroom than it is to that in 
which the first part of this study was carried out. 
Also, the figures in Table III refer to place of 
birth not ethnic origin, so that many children of 
West Indian descent will be classed as British. 
A particularly high rate of admission char- 
acterizes those actually born in the West Indies, 
but there is no way of knowing if the same is 
true of West Indian children born in Britain. 
Even though different definitions and different 
years were used as the base for the data, hospital 
admissions are very similar in their general 
pattern to that of teachers’ ratings of be- 
havioural deviance. 

A wide variety of methodologies undemie the 
comparisons made in this paper and if no 
pattern had been discernable, this would have 
been difficult to interpret. The fact that a 
distinct patterning of results is visible, despite the 
lack of methodological and definitional homo- 
geneity in the studies presented, does enable 
some tentative conclusions to be drawn. The 
rank order correlation of ethnic group x sex- 
ranked mean scores on the behavioural deviance 
questionnaire and the rank of childrens’ mental 
hospital admission rates is +0.81 (P <0.05), 
even though the former variable was measured 
in a handful of schools in Birmingham and the 
latter is based on the whole country. The 
psychiatric hospital admission rates, for adults 
and children also correlate +0.74 (P <0.05). 
These findings, taken together with some 
evidence from other sources that mental illness 
rates for various ethnic groups are positively 
correlated with rates of other forms of deviance 
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(Cochrane, 1977), suggest that -the level of 
psychological disturbance is lower among 
Asian immigrants to. Britain than. among 
natives, while among West Indians,.ratés are 
similar to or somewhat higher than those found 
among the British. ‘This appears to be the case 
however psychological disturbance is measured, 
whether first:or second generation immigrants 
are considered, and whether adults or children 
are studied. 

' Where does:this leave current theories of the 
psychological adjustment of immigrants? In 
fact, most'such work has been directed towards 
explaining the relatively poorer mental health of 
immigrants than natives. (see Kuo, 1976, as an 
example). This type of explanation is not 
required here, as there is ‘no consistent trend for 
immigrants to have poorer mental health, but 
some such theories might be adapted to explain 
the relative rates of disturbance among immi- 
grant and native groups. 

On the basis of the evidence presented here, 
it might be possible. to dispose of the ‘under- 
utilization of facilities’ explanation of lower 
rates of recorded psychological disturbance 
among immigrants than natives. If foreign-born 
individuals, for one reason or another, are less 
likely than natives to be hospitalized at the same 
level of psychological symptomatology, then 
somparisons of different ethnic groups on the 
basis of treated psychiatric illness will be mis- 
leading. A recent study in Canada (Morgan and 
Andrushko, 1977) found evidence that immi- 
grants :in hospital were more severely ill, as 
measured by length of stay, and were much less 
likely to be admitted for neurotic disorders than 
were natives. In the present study, however, the 
close correspondence between, the relative levels 
of in-patient treated rates of psychological 
disturbance and questionnaire-detected psycho- 
logical disturbance . argues against this 
explanation. Nevertheless, psychiatric hospital 
admissions are not a direct reflection. of treat- 
ment rates, since out-patient treatment is 
considerably more common than admission, 
particularly in childhood. No tendency was 
found for immigrant treatment rates to be 
artificially low. 

: Theories. of omiani adjustment being 
affected by the stresses and strains of the process 
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of migration.also received more disconfirmation 
than support from the studies reported here. It 
might have been anticipated that Indian and 
Pakistani immigrants to Britain: would en- 
counter more difficulties, because of greater 
language: and cultural differences, than would 
West Indians. However, rates of psychological. 
disturbance :are considerably lower among 
Asians than among West Indians, or even than 
among natives. The only evidence supporting 
this hypothesis is the fact that. British-born 
children of West Indian immigrants do not 
appear to have an elevated rate of psychological 
disturbance compared to. natives, ʻ'in the same 
way as do West Indian-born children and toa ` 
lesser extent adults, at least as measured. by the 
imperfect index of psychiatric hospital admis- 
sions. Those West Indians who actually 
experienced the process of.migration are more 
prone to' hospital admission, relative to natives, 
than West Indian children born in Britain are 
prone to behavioural: disturbance, compared to 
native children. However, the same cannot be 
said of either the Indians or Pakistanis whose - 
rates of disturbance, however measured, are 
consistently lower than those of the native-born 
comparison group. : 
This leaves two hypotheses, which . are 
difficult to disentangle because they. might both 
predict the same set of outcomes in these 
studies. ‘The rates of psychological disturbance 
exhibited by immigrants and the children of 
immigrants might reflect more or less accurately 
the rates of the home population from which the 
immigrants: were drawn. The differences. be- 
tween ethnic groups might be accounted for by ' 
some combination of genetic, cultural, religious 
or family factors; for instance, Kallarackal and 
Herbert (1976) consider Indian family life 
to be an important variable in accounting for 
the low rate of~maladjustment ,in Indian 
children. Any alternative explanation based 
mainly on genetic differences .is less, viable 
because for one of the mental disorders with a 
proven genetic aetiological component, schizo- 
phrenia, immigrant rates are uniformly higher 
than native rates, while for other disorders the 
relative rates vary considerably (Cochrane, 
1977). To the extent that cultural factors are. . 
important in determining the rates of distur- 
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bance in different ethnic groups, it is to be 
expected that with increasing absorption into 
the wider society, there will be fewer differences 
in rates between various minority groups and 
between them and natives rates. In other words, 
there may be increasing deviance among Asians 
and decreasing deviance among West Indians. 

The second type of explanation, which 
predicts a very similar set of results and makes 
similar prognostications, is based on the theory 
of differential selection for migration. Assuming 
basically similar ‘true rates’ of psychological 
disturbance around the world, it is possible that 
both different local conditions and requirements 
of the host country mean that immigrants are 
drawn from their home population partly on the 
basis of psychological characteristics. Immi- 
grants from some areas will be selected more or 
less at random, while some will be selected 
, (either by themselves or by some more or less 
formal process) because of their psychological 
stability and some because of instability. ‘Thus, 
differences in rates of psychological disturbance 
exhibited in the receiving country will not be 
accounted for either by base rates in the 
sending country or by the stresses and strains 
of migration, but by differential selection. In the 
case of the groups studied here, the hypothesis 
would be that Asian immigrants, particularly 
Pakistanis, have self-selected on the basis of 
psychological stability, while West Indians have 
not been so selected. Elsewhere, this argument 
has been applied to a wider range of ethnic 
groups (Cochrane, 1977). ` 

It might also be pointed out that disorders 
known to have a genetic contribution to their 
aetiology, particularly schizophrenia, may show 
one pattern of rates across ethnic groups in 
Britain, perhaps relating to the factors in- 
fluencing predisposition to migrate in the first 
place, while other disorders—more susceptible 
to environmental factors—may show a different 
„pattern of rates across the same ethnic groups. 

To choose between these two hypotheses 
obviously requires evidence on the rates of 
psychological disturbance, not only in immi- 
grant and native groups in the receiving 
country, but also on the rates of non-immigrants 
in the sending country. Comparisons based 
upon psychiatric hospital admission rates will 
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be affected by differences in facilities, so that 


estimates of true rates would be more valuable. 


Studies are underway which should make a 
direct test of these hypotheses possible. 
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Depression — Clinical Aspects 


‘Include suggestions for reading which you 
consider to be important, memorable, relevant, 
unusual, informative—or whatever’, said the Book 
Review Editor, his own wording meeting several of 
these criteria. The informative literature on depres- 
sion is vast, so that a comprehensive review is not to 
be considered. I present here an arbitrary selection 
of what has seemed personally useful or memorable, 
with a bias, for maximum information value, from 
each reference, to books and review articles. Apologies 
for the many fine works of equal quality which have 
, been left out. 

Inevitably, much of what seems relevant is also 
recent. Not so Aubrey Lewis’s triad in the Journal of 
Mental Science in the 1930s (Lewis, 1934a, 1934b, 
1936). They form a model for the scholastic dis- 
sertation: historical review, study of current features, 
and follow-up study. Read today, they move at a 
slow and detailed pace, conveying the encyclopaedic 
breadth, though not the underlying warmth, of their 
author. Their dispassionate attention to observed 
facts stands out in the polemical debates on depressive 
classification of their era. They still remain a land- 
mark in detailed clinical documentation from an age 
which depended on description rather than rating 
scales and statistical analyses. The case reports, 
omitted for reasons of space from the reports in 
Inguines in Psychiatry provided enough material 
for at least two statistical studies more than thirty 
years later. The severe disorders which they describe 
have become increasingly uncommon with the 
advent of ECT and antidepressant drugs. 

Depression has provided a much trampled arena 
for the internecine combats of psychiatry over 
classification, the nature of disease, and the import- 
ance of constitution and environment in causation. 
Kendell’s monograph (1968) provides an elegant 
experimental study and a lucid historical review. 
His recent review (Kendell, 1976) makes an equally 
clear, modest and sceptical survey of the situation 
ten years later on. 


ft An occasional feature in the Book Section where 
contributors give their personal choice of important, 
memorable or informative literature. 
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by E. S. Paykel 


I am a classifier and I enjoy the works of those who 
find this exercise worthwhile. Lewis took the unitary 
view that depression, in spite of its diversity, repre; 
sented a single underlying disorder. Kendell found 
that the differences could best be organized as a 
continuous psychotic-neurotic dimension, with occa- 
sional pure and polar types, more common mixed 
cases, and no clear boundary. The Newcastle school, 
led by Roth, believe that fairly clear, separations 
between diagnostic types can be achieved. A neat 
model for such a research study was presented in four 
consecutive research papers on the relationship 
between anxiety states and depressive illness in the 
August 1972 issue of the British Journal of Psychiatry 
(Roth et.al; Gurney et al; Kerr et al; Schapira et al, 
1972). The two disorders were found to be asso- 
ciated with’ different clinical features, previous 
histories, personalities; opposite factor loadings on a 
bipolar factor; a bimodal distribution on a dis- 
criminant function score; and different outcomes on 
follow-up. 

A pathfinding classic, concerned with a different 
classification, was that of Perris (1966). Buildeng ome 
the earlier work of Leonhard, his study was the first 
published in English to draw attention to differences 
between bipolar and unipolar affective psychoses, 
particularly regarding family history, personality, 
and prognosis. The importance of the differentiation 
will ensure a long future of obligatory quotation in 
further studies and reviews. 

He who would study aetiology of depression must 
be prepared at some stage to integrate the psycho- 
logical, the biological and the social. Akiskal and 
McKinney (1975) reviewed in outline a large amount 
of clinical, animal and other experimental work. They 
described ten possible models which have been 
proposed, ranging over the psychoanalytical, be- 
havioural, existential, biological and sociological. 
They attempted to reconcile these in a compre- 
hensive view. The word depression cofers a .wide 
spectrum of phenomena, from a severe clinical 
illness to a normal and universal mood. The con- 
tinuitres between the normal mood and the patho- 
logical state seem greater than the differences, and 
inevitably ‘issues arise as to a functional advantage 
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which has fostered the evolutionary survival of the 
normal mood. 

Psychoanalytic theories, now ageing and out of the 
limelight, have been formative and persisting major 
influences on almost all the other viewpoints. 
Mendelson’s book, now in its second edition (1974), 
provides a clear, critical, witty and beautifully 
written account. Broad enough to encompass 
sympathetically non-psychodynamic work from 
Kraepelin to Winokur an@ Schildkraut, it surveys in 
considerable detail psychoanalytic writing on de- 
pression from Abraham in 1911 to the 1970s. It moves 
gradually from a clear account for the novice to a 
scholarly and talmudic critique for the experts. 
Non-experts ‘like myself," seeking superficial en- 
lightenment, can equally gain from it, and from 
Gaylin’s (1968) compilation of key writings with 
brief introduction. Otherwise the psychodynamic 
literature on depression is scattered and not easy to 
come by. On a key issue in the psychodynamic 
literature, bereavement, Parkes’ (1976) compre- 
hensive and invaluable book manages to adopt an 
empirical approach, free of undue theoretical 
constraint. 

Questions about meaning and the relationship with 
normality are also raised by studies of life events. The 
studies of George Brown and his colleagues: have 
already become well known and deservedly widely 
quoted (Brown and Harris, 1978). Seventeen per cent 
of woħen in the community showed psychiatric 
disorder, most of it depression, and for 8 per cent 
onset was in the last year. Prevalence was higher in 
eworkiffg class than middle class women. Depression 
was highly related to threatening life events, modified 
by four vulnerability factors: early loss, not working 
outside the home, absence of a confidant, presence of 
several children. Psychotic depressives experienced 
early loss by death, neurotic depressives by separation. 
You can argue with some of the findings, (some 
would say that a condition with such high prevalence 
is sub-clinical: I find the differentiation of classi- 
ficatory subtypes by nature of loss particularly hard 
to accept intuitively), but their general trend makes 
sound common and clinical sense. A challenging 
blurb has prejudiced the medical mind against a 
sociological classic which is remarkably clinical in 
orientation, by a statement suggesting that the 
increased rate in the working class women constitutes 
a major social injustice. This is an oversimplification 
carefully avbided within the text. F 

It is on the biological front that the pace of 
advance in the last twenty years has been most 
dramatic. For the first time the understanding of a 
functional mental illness in terms of the neuro- 
physiological mechanisms underlying it appears 
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almost within reach. Lack of grounds for objectivity 
and appropriate modesty have discouraged mention 
of the work of myself and colleagues in any area. 
However, too many of the published books on 
biolegical aspects of depression are accounts of 
personal research and of hobby-horses ridden at 
symposia. If you want a recent attempt to review the 
psychopharmacological front, both in basic studies 
of the physiology of affect, and in treatment appli- 
cations, try Paykel and Coppen (1978). It stands or 
falls, not on its editors, but on its contributors, and you 
must judge it for yourself. 

Is there a short general book suitable for the 
harassed membership candidate, and the more 
diligent student of medicine, psychology or social 
work? None of the general works on depression seem 
to me ideal. Flach and Draghi (1975) provide a large 
multi-authored set of reviews, definitely American in 
viewpoint. For a shorter work, I prefer Mendel’s 
(1970) concise and easily readable account, since he 
thinks more like a British psychiatrist, but Beck’s 
(1973) abridgement of the review chapters from his . 
earlier book contains a widespread, though less 
selective, literature survey. Lucky the University of 
Pennsylvania to have both these authors, as well as 
Mendelson. 
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Book Reviews 





The Use of Drugs in Psychiatry. By Jonn 
CRAMMER, BRIAN BaRRACLOUGH and BERNARD 
Heme. Ashford, Kent: Gaskell Books, Headley 
Brothers. 1978. Pp 230. £3.95 (£2.95 to Members 
of the Royal College of Psychiatrists), 


This book can be recommended with confidence as 
an elementary practical drug manual in psychiatry. 
It would meet the day to day needs of the neophyte 
psychiatrist and incidentally fits snugly into jacket or 
white coat pocket. Other clinicians both in hospital 
and in. general practice would find it a most handy 
‘bench book’. Non-medical members of the multi- 
disciplinary team requiring a relatively simple and 
unencumbered guide to the psychotropic galaxy need 
look no further. 


An introductory section deals succinctly with 
pharmacological and kinetic issues and goes on to 
offer soundly practical advice on topics such as 
choice of prescription; precautions; unexpected 
results and the psychosocial factors to be borne in 
mind fn the successful exhibition of drugs to patients. 


The main body of the book is thereafter divided 
~into fwo sections. Firstly there are notes on the 
treatment of each major category of illness where the 
drug component is placed in the more general 
management context. The second section describes in 
turn the various groups of drugs available. A general 
statement for each of the groups is followed by a 
listing of the drugs. The authors have adopted a 
boldly selective approach here by choosing one 
representative drug for detailed description including 
indications and use; side effects; contraindications 
and interactions; presentation. This is then followed 
by a much briefer statement concerning other drugs 
in the group. The whole tenor of this section is 
strictly practical and includes an element of personal 
evaluation and judgement which is acknowledged ın 
the book and which is not excessive. 


There is an appendix on the administration of 
clectroconvulsive therapy, a short drug bibliography 
and other useful notes. There are separate indices for 
the drugs and for symptoms and clinical usages. 


K. Rawns.ey, Professor of Psychological Medicine, 
Welsh National School of Medicine, Cardiff 
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Contributions to the Psychopathology of Schizo- 
phrenia. Edited by BRENDAN A. Maner. New 
York: Academic Press. 1977, Pp 382. $9.50. 


Psychologists have produced a body of work both 
experimental and theoretical concerning the schizo- 
phrenias of which many clinical psychiatrists, 
including myself, remain sadly ignorant despite their 
interest and potential clinical relevance. A book such 
as this which presents reviews covering some of the , 
contributions of psychologists to understanding the 
psychopathology of schizophrenia is to be welcomed. 
The book presents a series of major reviews culled 
from the journal Progress in Experimental Personality 
Research over the last decade with the authors adding a 
postscript to bring the reader more up to date with 
the particular field. This format has the advantage of 
making some important contributions more widely 
available but does have the disadvantage that 
several of the reviews are now extremely dated. The 
section on verbal behaviour ın schizophrenia, though 
probably important historically, is unlikely to help 
someone ignorant of the field to grasp current 
concepts and research. Maher’s own review of the 
related area published in the British Journal of 
Psychiatry some years ago, provides a far more up to 
date and useful introduction for a clinical psych- 
iatrist. The extensive review on ‘Twin Studies in 
Schizophrenia’ from Drs Gottesman and Shields 
though thorough and useful, would undoubtedly be 
familiar to most. British psychiatrists. This book 
despite the drawbacks mentioned still offers for 
clinical psychiatrists an interesting and readable 
introduction to the work of psychologists on the 
psychopathology of schizophrenia. 


Pau E. MuLLeEN, Senior Lecturer in Psychiatry, 
Institute of Psychiatry, London 


The Secrets of Sexual Fantasy. By GLENN WILSON. 
London: Dent. 1978. Pp 159. £4.95. 

Glenn Wilson 1s an experimental social psycho- 
logist at the Institute of Psychiatry in London. The 
Secrets of Sexual Fantasy 1s his latest offering; it is 
directed principally at the general reader, and in it 
he brings together recent research findings that are 
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not at present available in a single volume to the 
clinician, researcher, or intelligent layperson. 

What ‘secrets’ does he reveal? There are chapters 
on fantasies during masturbation and intercourse; 
sex differences; the effects of deprivation (hospitaliz- 
ation and imprisonment)‘ and stimulation (using a 
vibrator) ovulation, menstruation, breast feeding and 
arousal of anger; the consequences of exposure to 
narrative and pictorial erotica (my italics—he really 
means a wider range of sexually explicit materials) ; 
fantasies of deviant groups; therapeutic uses of 
fantasy; and there is a questionnaire developed by the 
author that allows readers to rate their own fantasy 
life. 

There are many’ interesting details to be found ia 
the text which comprises about a hundred pages; 
tables, liberally scattered throughout, the question- 
naire, case illustrations, and a useful bibliography of 
over seventy references, take up most of the rest. 

The studies Wilson quotes are largely American 
and one wonders how similar the findings would be 
in-this country. His own ‘fantasy questionnaire study, 
subjected to sophisticated statistical analysis, was 
standardized on only 90 men and women living in the 
London area (hardly a representative random 
sample), and it is their response profiles to which the 
readers’ scores are compared, indicating levels of 
libido and sexual satisfaction. Although fantasies, as 
Wilson states, are in general associated with high 
levels of sex drive, recent evidence suggests that there 
are a distinct group of males who, as far as one can 
tell, never fantasise but who consistently produce 
strong sexual arousal; some of these individuals 
include aggressive sex offenders. In the Hunt study 
quoted (p. 21) men do not fantasise being raped more 
than women—the table has been reproduced 
incorrectly; and female transsexuals are not convinced 
they ‘should be’ men, but that they are already, 
despite being entrapped inside the wrong body. 
Furthermore an account of how sexual fantasy 
relates to non-sexual fantasy would have been 
welcome and relevant.’ 

Apart from occasional specific criticisms one may 
level (inevitable in a distillation of selected research 
findings on a difficult and sensitive subject), Wilson 
has done a good job. His book puts into perspective 
the role of sexual fantasy and its related functions, and 
presents a readable and cogent account of how 
objective experimental approaches have proceeded in 
attempts to describe and explain sexual fantasies. 

One secret we are not told about, however, is that 
the terms ‘fantasy’ and ‘phantasy’ have rather 
different meanings, in spite of being -identical in 
sound and very similar in etymology. According to 
the OED, the predominant sense of fantasy is 
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‘caprice, whim and fanciful invention’, and that of 
phantasy ‘imagination and visionary notion’. We are 
told (on the book’s fly-leaf) that the author claims the 
distinction of being the only British psychologist. to 
have sung Don Giovanni in a Hollywood nightclub. 
That is the substance of which phantasies are made. 


Maurice YarrE, Senior Psychologist, 
Guy’s Hospital, London 


e 
Social and Personality Development. Edited by 
MicHAEL E. Lame. New York: Holt, Rinehart 
and Winston. 1978. Pp 330. £9.25. 

In his preface the editor begins by declaring that 
the study of social and personality development has at 
last come of age, yet to the dismay of teachers no 
comprehensive text has existed up to now. So he 
invited 13 others (all but one from his own side of the 
Atlantic) to assist him in producing a series of specially 
commissioned chapters. Not all the authors are 
internationally known but all are said to be pre- 
eminent in their own field. Like any other edited 
collection this one has properties in common with the 
curate’s egg, although the level of scholarship remains 
unflagging. The reviewer was less satisfied with the 
treatment of adolescence (‘a time for becoming’) than 
with other developmental phases, but other readers 
would have their own preferences. Most- of the 
literature reviewed dates from about 1965 onwards, 
and apart from occasional guest appearances of such 
well known authors as Bowlby and Eysenck almost 
all of it is American. But no matter, the coverage is 
still broad. Those responsible for planning gp 
teaching courses in this area might be glad to pluck 
this volume off a library shelf, but perhaps only the 
most affluent reader of this Journal would be tempted 
to purchase it at today’s hardback prices. 


MiıcuaeL Humpurey, Reader in Psychology, 
St George’s Hospital Medical School, London 


Family Therapy in Clinical Practice. By MURRAY 
Bowen. New York: Jason Aronson. 1978. Pp 
565. $25.00. r 

It is difficult now to imagine how clinically 

courageous and administratively controversial: it was, 
25 years ago, for a psychiatrist to regard the whole 
family rather than the individual patient as the unit 
of treatment. Dr Bowen was in the vanguard of this 
approach as an astute clinician and important 
teacher. This collection of his papers from journals, 
symposia and books, charts the early work with 
families of schizophrenics and the development and 
elaboration of a theory and therapy of the family. 
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Much of the book describes ‘the Bowen theory’, but 
Bowen is not a gifted theoretician. His valuable ideas 
(family projection process, triangles, differentiation of 
the self, nuclear family emotional system, multigener- 
ation transmission process, sibling position, emotional 
cutoff, emotional process in society) are poorly devé- 
loped and remain a haphazard group of high level 
abstractions based on clinical observation. He neither 
explores obvious links with psychoanalytic and other 
family theories, nor cares much for the Popperian 
approach to scientific theory. 

The book’s excessive repetition is its most glaring 
fault and effectively disqualifies it from my buying 
list. Readers can find the main points in a paper in 
Comprehensive Psychiatry (1966) or a chapter in the 
American Handbook of Psychiatry (1975). The paucity 
of detailed clinical descriptions of families and 
of the process of therapy was another disappointment, 
but it was compensated for by a fascinating chapter 
describing the author’s treatment of his own family. 


WARREN Kinston, Research Fellow in Psychiatry, 
Charing Cross Hospital Medical School, London 


The Technique of Psychotherapy (Third 
Edition). Parts I and II. By Lewis R., WoL- 
BERG. New York: Grune & Stratton. 1977. Pp 
1343. $69.00. : 

The publication of a new edition of a respected 
work on psychotherapy in two volumes is a major 
event and at the price of £49 ought to be a rewarding 
one for the reader as well as the author. With some 
&gservasions this expectation is satisfied. 

This encyclopaedia of psychotherapy, ranges from 
such contemporary byways as ECT and Rolfing to 
how to reply to a referral letter and forms to be 
completed by prospective staff members. There is an 
excellent index and detailed subheadings of chapter 
contents. The importance of group and family 
therapy is emphasized, but pride of place is given to 
individual therapy, with particular sympathy for a 
psycho-analytic approach. The nature of psycho- 
therapy and non-specific factors in healing are 
considered, a useful distinction between supportive, 
re-educative and re-constructive therapy is made and 
the theoretical contribution of the main exponents of 
each, including the behaviourists, is outlined and 
criticized. Similarities and differences between the 
various approaches are explored, and directions given 
for choosing the level of therapy. Then follows an 
account of the beginning, middle and terminal phases 
of treatment. Wolberg considers adjunctive aids, 
special cases and supervision. An interesting section is 
an annotated case history demonstrating Wolberg’s 
appraisal of a particular patient’s communications 
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and the rationale for his responses. He lists a number 
of recommended texts and American audio/visual 
material. The final section reproduces forms for all 
purposes, which Wolberg has found useful. 

The problem with a book about technique is that 
technique in itself may come to be seen as being of 
prime importance. Psychotherapy is like music; the 
score can be written but its realization demands 
creative interpretation. In an endeavour to be 
comprehensive and prescriptive the essential human 
concern of being a therapist is obscured. To answer 
the questions ‘Who is Wolberg and what does he feel 
is vital?’, one has to read carefully. From such an 
experienced practitioner one might have hoped for a 
stronger personal flavour and emphasis. Sensitivity 
and empathy are mentioned as essential features of 
the therapist’s personality, which is stated as being 
the key factor in therapy, but otherwise the approach 
is technique-bound. The therapist is adjured to be 
non-directive, non-judgemental and apersonal. One 
senses that the author disapproves of ‘transparency’ 
and ‘genuineness’ as these currently debated issues 
are not mentioned. These reservations apart, the two ° 
volumes are full of interest and welcome guidance. 
Committed psychotherapists, especially those who 
teach and whose interest is in individual therapy will 
find the work indispensible and therefore worth the 
daunting price. For the rest the book should be 
available in hospital libraries. ` 


MARK AVELINE, Consultant Psychiatrist/Psychotherapist, 
Mapperley Hospital, Nottingham 


Emergency Psychotherapy and Brief Psycho- 
_ therapy. By LEoroLD BELLAK and LEONARD 
SMaLL. New York: Grune and Stratton. 1978. 
Pp 282. $18.50. | 
At the outset the authors define brief psychotherapy 
(emergency psychotherapy is the same treatment 
applied to emergency situations) as a treatment 
limited to a ‘few’ sessions using specific techniques for 
the achievement of specific goals, They then indicate 
their intention to enlarge on this definition in a later 
chapter. Unfortunately they fail to do so. Although 
we learn that a few sessions means usually five or six, 
their account of techniques and goals is mostly vague. 
The longest chapter, entitled ‘Basic Processes’, pre- 
sumably the most crucial to an understanding of the. 
model presented, left me confused and also somewhat 
irritated, particularly in the light of the authors’ 
comment that the effectiveness of the treatment 
‘derives from the clarity of conceptualization neces- 
sary for its practice’. The jargon pervading the text 
e.g. extrinsic traumata, trouble-shooting clinic, does 
not help either. ` 
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The impression one gathers eventually is that their 
model is in fact a considerably diluted version of 
psychoanalytic psychotherapy, telescoped into half a 
dozen sessions and that it is applicable to ‘any kind 
ofemotional problem’. _ 

The section on clinical application brings us little 
closer to an understanding of brief psychotherapy. 
The chapter on ‘the elderly patient’ for instance 
focusses mainly on chnical symptoms with the 
application of brief psychotherapy to them barely 
discussed. 


Swwney Biocn, University Lecturer and Honorary 
Consultant ın Psychiatry, University of Oxford 


Epidemiological Approaches in Child Psych- 
iatry. Edited by P. J. Granam. London: 
Academic Press. 1977. Pp 397. £10.00. 

This book is a collection of eighteen papers 
originally presented at a symposium in 1976. Rutter’s 
contribution should be mandatory reading for any 
worker starting research in this field. Subsequent 
sections follow from parenting through infancy. to 
adolescence. Of particular note are those on ‘Child 
Abuse’ (Baldwin), ‘Psychiatry of Sensory Disorders’ 
(Freeman) and ‘Prevention’ (Graham). 

Generally the book presents a high standard both 
for the technique of epidemiological research and the 
information about individual studies. It can be 
recommended to those involved in epidemiology for 
stimulation and guidance and to those who are not, to 
widen their horizons. 


H. Zerrim, Senior Lecturer in Child Psychiatry, 
Westminster Hospital, London 


Mothers, Fathers and Children: Explorations in 
the Formation of Character in the First 
Seven Years. By SyLvia BRopy and Smney 
AXELRAD. New York: International Universities 
Press. Pp 669. 1978. $27.50. 

The authors describe themselves as dissatisfied with 
the state of psychoanalytic ego psychology (in which 
they remain firmly rooted), because it is ‘based upon 
propositions about the mental lfe of the infant 
without recourse to direct observations of infants’. 
This justifiable concern led to the publication of an 
earlier research entitled ‘an atlas of signs of favour- 
able and unfavourable behaviour in the first year of 
life’. Two groups of mothers, still willing to partici- 
pate, were categorized broadly as A. ‘more adequate’ 
(N = 40) and B. ‘less: adequate’ (N = 41). The 
authors hypothesized that Group A and B mothers 
would behave consistently in subsequent years and 
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attempted to construct appropriate measurements of 
observed and reported interaction between each 
mother and child. They postulated that Group A and 
Group B fathers similarly would be distinguishable 
and now offered to include them, separately, in the 
study. There was, however, non-participation of 
25 per cent of Group B fathers. ‘Narrative Case 
Studies’ on 9 mothers and 10 fathers, consist mainly of 
reports on the behaviour of 19 children as observed by 
individual parents selected in such a way as to 
support the authors’ hypothesis. Often it is difficult to 
know whether the interviewer is observing the child, 
quoting the parent or interpreting the behaviour of 
both. The book is a stimulating but unsatisfying 
juxtaposition of extended anecdote and limited, 
intermittently critical, evaluation. Attempts to 
describe, chronologically and in psychodynamic 
terms, the moral development of children ‘through 
latency’ remain unrelated to current work on the 
psychology of moral growth. There seems no aware- 
ness of relevant philosophical work in the field of 
moral education nor to the developing and relevant 
field of family psychiatry. The book is recommended 
only for specialized libraries. 


Jean Harris, Consultant Psychiatrist, Child and Family 
Psychiatric Service, Bedfordshire 


Frames and Cages: The Repertory ° Grid 
Approach to Human Understanding. By 
ANTHONY Rye. London: Sussex University 
Press. 1975. Pp 148. £4.50. - 

This book is not a strictly academic work but is 
rather a personal account based on the author’s 
extensive experience of repertory grid usage and 
psychotherapy. The major emphasis is on repertory 
grid technique and practice in a clinical setting but 
there is also an interesting albeit overbrief attempt to 
integrate object relations and repertory grid theory. 
Throughout, case studies are used to help clarify the 
discussions of grid procedure and interpretation and 
most readers will be impressed by the author’s talent 
for devising new applications of repertory testing. The 
interpretation of the test material presented rests 
heavily on the sopbisticated and widely used compu- 
tor analysis developed by Patrick Slater which, 
admittedly, one is asked to accept on trust. 

Overall, the work should appeal particularly to 
those having some familiarity with the subject 
matter who wish to further explore the potential of 
the repertory grid in therapeutic and allied settings. 


Martin Lunem, Lecturer in Psychology, 
Queen Margaret College, Edinburgh 
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Therapy Options in Psychiatry. By J. Conno.iy. 
Tunbridge Wells: Pitman Medical Publishing. 
1978. Pp 375. £6.95. 

The title is modest, the aim ambitious, the result 
very successful. Compression has not led to a con- 
densed style which can be so tedious nor do the 
minimal lists and tabulations interfere with a 
thoroughly readable text. The choice of topics 
needing passing reference or fuller treatment are 
dictated by a practical “outlook. This no doubt 
springs from the fact that the authors are a team 
accumstomed to giving twice yearly courses for 
psychiatrists and general practitioners. All medical, 
nursing or para-medical professional groups would 
benefit from this uniquely comprehensive review of 
current psychiatric treatment. The prejudiced would 
also learn that ECT, drugs and leucotomy are not 
the only forms of treatment available. The reference 
list is extensive and relates largely to easily accessible 
material. Examination candidates ‘will appreciate 
this and the book with its subsequent editions will 
surely become standard reading for M.R.C.Psych. 
and D.P.M. candidates and for G.P. Trainees. With 
a shift of some aspects of routine psychiatric care to 
primary care teams the G.P. of the future needs to 
acquire common ground with his psychiatric col- 
leagues. This book has no designated dedication; it 
could do worse than to make it to this cause. 


JOHN Cizosury, Consultant Psychiatrist, 
St Augustine’s Hospital, Canterbury 


Effective Ingredients of Successful Psycho- 
therapy. By J. D. Frang, R. Hognn-Saric, 
S. D. Imper, B. L. LBERMAN and A. R. STONE. 
New York: Bruner/Mazel. 1978. Pp 220. 
$15.00. i 


New Perspectives on Psychotherapy of the 
Borderline Adult. Edited by James F. MASTER- 
son. New York: Brunner/Mazel. 1978. Pp 168. 
$10.00. 


J. D. Frank and his colleagues record their psycho- 
therapy research over 25 years during which they 
have published one classıc, Persuasion and Healing, and 
papers concerned mainly with the elucıdation of 
factors common to the psychotherapies. These 
include hope and realistic expectations which they 
establish during an induction interview; an attitude 
of self-determination (‘mastery’); and the necessity 
for an optimal level of emotional arousal conducive to 
changes in attitude. An interesting suggestion 1s that 
the factors leading te positive outcome at the termin- 
ation of therapy may differ from those maintaining 
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change at follow-up. The book is lucidly written and 
should be read by every psychotherapist. 

Masterson’s book, far from demonstrating any- 
thing new, is a repetitious statement of views on the 
borderline syndrome by four distinguished clinicians 
(Giovacchini, Kernberg, Masterson and Searles). 
Discussions of the papers, transcribed rather than 
edited, are included. The major new perspective 
needed in this field is an account of the therapeutic 
results of treating this difficult group of personality 
disorders by intensive psychotherapy. 


Smpney Crown, Consultant Psychiatrist, 
The London Hospital, Whitechapel 


Crisis Intervention as Psychotherapy. By 
Cuaries P. Ewinc. Oxford University Press. 
1978. Pp 130. £2.75. 

‘The arguments for crisis intervention as a cost- 
effective method of delivering psychiatric care are 
illustrated convincingly but fairly in this modest 
book, which reviews current practices ın the United 
States. The author reviews the history and develop- 
ment of crisis theory, presents an informative and: 
balanced account of several apparently successful 
crisis therapy programmes, cntically examines the 
methodology and results of evaluative research in the 
field, and discusses its therapeutic uses and the groups 
of patients for whom crisis intervention is appropriate. 
A good case is made for regarding crisis intervention 
as brief psychotherapy; Ewing speculates on its 
future. The final section offers a model for the 
clinical practice of crisis infervention as psycho- 
therapy. This book is concise, lucid and readable, 
and should be of interest to all psychiatrists, whatever 
their special interest or mode of practice. 


PamE.a M. Asuurst, Consultant Psychotherapist, 
Southampton 


Encounters with the Self. (2nd Edition). By 
Don E. Hamacuex. London: Holt, Rinehart & 
Winston. Pp 284. £4.25 (paperback). 

This book purports to be a serious academic work 
about the self, and has chapters on: understanding 
the self; theory and theorists; self-consistency; body 
and appearance; early family influences; school and 
college influences; and self-acceptance. It also 
purports to be an expression of humanistic psycho- 
logy. Unfortunately it is neither of these things. i 

A better title for this book would be Building the 
Self-ımage in an Amencan College. It is all about the 
social formation of an external and peripheral 
personality, capable of holding its own in a com- 
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petitive world. There is nothing here about the self 
regarded as the inner core of the person, and Hama- 
chek appears quite ignorant of any such concept. 
This is all the more extraordinary since this concept 
of a real or true inner self 1s one of the most distinctive 
features of humanistic psychology, which Hamachek 
claims to be representing. But if you are looking for 
copious up-to-date references on the self-image, this 
is the place to find them. 


Hamachek quotes psychoanalytic concepts with 
approval, and transactional analysis concepts with 
approval, and experimental findings with approval, 
and humanistic psychologists with approval, ‘and 
interactionist sociologists with approval—he’s really 
intent on being nice to everybody. So I don’t really 
know where Hamachek is coming from, and I don’t 


think he does either. Maybe if he discovered more 


about his own self... 


Joun Rowan, Depariment of Occupational Psychology, 
Birkbeck College, London 
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Basic Statistics for Medical and Social Science 
Students. By A. E. MaxweLL. London: 
Chapman and Hall. 1978. Pp 126. £1.50. 

Professor Maxwell claims this must be ‘one of the 

simplest textbooks on elementary statistics ever 
written’, but he ıs mistaken. This is not a simple 
book. Technical terms like ‘skew’ are introduced with 
no explanation; formulae proliferate unnecessarily; 
and there are not nearly enough worked examples. 
The section on ‘t-tests is ood, but there 1s too much 
probability and not enough useful information on 
subjects such as non-parametric techniques. This book 
is also intended to provide an introduction to 
experimental design. Unfortunately his comments 
are too condensed to be of practical use. As a starting 
text for a course on statistics, this book may be useful, 
if supplemented by practical examples. Psych- 
iatrists will learn little, however, if they try to work 
through it on their own. 


Wiirrip Hume, Lecturer wn Clintcal Psychology, 
University of Leeds 
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SIMULATED AND REAL ECT 
Dear Sir, 

There can be little doubt that the paper by 
Lambourn and Gill (Journal, December 1978, 133, 
514-19) will be widely quoted by those who, from 
whatever motive, seek to denigrate the therapeutic 
effect of ECT. However the unobservant reader who 
simply accepts the authors’ conclusions will be 
seriously misled, and we request space to present the 
data in a different form so that the issues may be clear. 

Over a period of two weeks, 16 depressed patients 
were treated with ECT and a further 16 were 
subjected to the procedure termed simulated ECT. 
The immediate outcome of the two groups was not 
remarkably different; in each group 1! patients 
responded well (+++ or ++) and 5 patients 
responded poorly (+ or 0). It is from this observation 
that the authors draw their major conclusion, that the 
induction of a convulsion plays an unimportant part 
in the therapeutic procedure. (The authors’ statement 
in their Results section is, of course, an error: overall, 
10 not 5 patients failed to make an immediate 
favourable response). However, the study does not 
Wd at*this point, for the referring clinicians required 
that 6 of the patients in the active treatment group 
and 7 of the patients in the simulated group should 
have further ECT at the end of the two-week trial 
period. At this stage presumably all the patients were 
receiving active treatment, for the authors do not 
state otherwise. 

The issue now becomes slightly clouded by the fact 
that the authors have managed to ‘lose’ the data (or 
the patients) of three in each group. However, the 
outcome, after a further month, of the 11 patients 
who had now received active treatment and for 
whom data were available is sufficiently impressive 
(see table on p. 224). Thus 10 out of the 11 patients 
now receiving active ECT (5 of them for the first 
time) improved. 

We think that no one would deny that a part of the 
total effect of ECT, and indeed of every other medical 
procedure, may be regarded as a placebo effect, 
although suggestion alone cannot account for the 
total variance of this effect. Some patients will have 
improved since they were coming to the end of their 
depressive illness anyway, in others the diagnosis will 


have been in error, and so on. It should therefore 
come as no great surprise that the recovery rates after 
the initial two week procedure were similar. What is 
important is that, at the end of the period, when all 
these extrancous factors had exerted their effect, such 
a large proportion of patients responded favourably 
to real ECT. 

It is necessary to stress a further point. The authors 
quote our work (Barton et al, 1973) but seem to have 
missed the point in planning their own study. The 
point is this: that a large proportion (38 per cent in 
our study) of patients who recover with ECT do not 
show evidence of this recovery until after six appli- 
cations have been given. 

J. L. Barton 
University of MissourtColumbia, 
School of Medicine, Missouri Instituts of Psychiatry, 
St Louis, Missouri 63139, U.S.A. 

R. P. SNAITH 
Leeds University, 
Department of Psychiatry, 
15 Hyde Terrace, Leeds LS2 9LT 


Reference 
Barton, J. L., Menta, S. & Snarru, R. P. (1973) The 
prophylactic value of extra ECT in depressive illness. 
Acta Psychiatrica Scandinavica, 49, 386-92. 


Dear SR, 

The report of ‘A Controlled Comparison of 
Simulated and Real ECT’ (Journal, December 1978, 
133, 514-19) is important; not least because it will 
enter the political arena as ammunition for those who 
actively oppose ECT in any circumstances. As the 
authors state, ECT ‘is accepted as a highly effective 
therapy, particularly for depressive psychosis . . .’, and 
many, probably most, experienced psychiatrists are 
convinced that there are some clinical syndromes 
where ECT leads to a dramatic and sometimes life-* 
saving improvement, which cannot be explained by a 
placebo effect. 

What are we to conclude from this study? Un- 
fortunately, it is difficult to come to any conclusion, 
as we are told very little about the 32 patients. The 
classification of affective disorder is not an area in 
which there is wide agreement, and ‘a diagnosis of 
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depressive psychosis’ in this study may have been 
associated with a very heterogeneous group. In view 
of the importance of the study, I would ask Drs 
Lambourn and Gill to publish brief clinical des- 
criptions of all their patients. It may then be possible 
to evaluate the general significance of their results. I 
do not accept that the data they have presented so 
far ‘casts some doubt on current views of the effective- 
ness of ECT in general’, although their results 
certainly cast doubt on the effectiveness of ECT in 
their sample. 

A major problem in this kind of study is‘that the 
group of severely ill patients with particular clinical 
features, who would be expected to make a specific 
and dramatic response to ECT on the basis of clinical 
experience, cannot be easily included in a study with 
a placebo group, for ethical reasons. For all I know, 
none of the 32 patients in this study had the kind of 
syndrome which, I have found, urgently requires 
ECT. More information please! 

‘J. H. Dowson 
e Department of Psychiatry, i 
Addenbrooke’s Hospital, 
Cambridge CB2 2Q.Q 


DRUG ABUSE IN MANDURAI 
Dear SR, 

May we briefly report important findings on drug 
and alcohol abuse in this part of India? Apart from 
alcohol and tobacco, drugs are not thought to be 
abused to an alarming extent in India. The National 
Committee on Drug Addiction (N.C.D.A. 1971) 
concluded that much of the population was totally 
abstinent, a feature attributable to the cultural 
attitude. However, there have been fears that this 
position might change; some few alcoholics and hard 
drug addicts are known, although this remains very 
rare in women. 

We have studied 178 (175 male) addicts and 
alcoholics in our department in the five years 1970-4, 
We included cannabis users smoking more than 
0.5 g daily for several years. 

Drugs involved were alcohol and/or cannabis in 
146 (8 per cent), multiple drugs in 16 (9 per cent), 
barbiturates, amphetamines and opiates in 16 
„(11 per cent). The incidence of new cases appears to 
have doubled between 1970 and 1975. The study has 
indicated that addicts form a small percentage of 
those who seek psychiatric help (1.7 per cent), 
though this proportion is rising. Illiterates in India 
are generally averse to drugs, which in their view 
harm the body. Ayurveda, the Indian system of 
medicine, emphasizes the regulation of personal 
habits and nutrition, rather than medication, for 
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positive health. These ancient concepts still prevail. 
Currently there has been a total prohibition of 
liquor consumption in some parts of India, and the 
ultimate aim of the Government is country-wide 
prohibition. The cultivation of cannabis has been 
banned, and within the next decade it will not be 
available from indigenous sources. 
We intend to continue to study the situation as it 
changes in the next few years. 
° A. VENKOBA Rao 
A. SUKUMAR 
C. NEBLAMBARADHARAN 
Department of Psychiatry, 
Madurai Medical College and 
Erskine Hospitals, 
Madurai-625020, 
India 


‘ Reference 
N.C.D.A.: ‘Drug Asuse IN Inpa’ (1977) Report of the 
Committee appointed by the Government of India, 
Ministry of Health and Family Welfare, New Delhi. 


ATTITUDES OF NURSING STAFF TOWARDS 
i ART THERAPY 
Dear SR, 

The efficacy of any form of therapy will be affected 
by the attitudes of nursing staff. We used a question- 
naire to find out why psychiatric nurses valied art 
therapy, and how training affected their attitudes. 
Eighty-five nurses at a large psychiatric hospital 
were asked to indicate whether they agree® wiff? 
each of 14 statements; of these nurses 48 were trained, 
and 37 untrained or in training. The hospital had 
organized a programme of art therapy for ten years 
entirely administered by trained personnel. 

The nurses correctly perceived art therapy as an 
activity intended to encourage self-expression and 
relaxation, rather than the development of artistic 
skills. However, only 65 per cent considered art 
therapy to be a form of treatment, and many saw it 
merely as an ancillary service akin to occupational 
therapy. Many nurses recognized forms of treatment 
other than purely physical ones: in fact only 44 per 
cent agreed with the suggestion that ‘physical 


‘treatments (tablets, ECT, etc) are on the whole more 


effective than any other kind of treatment’. Neverthe- 
less, the benefits of art therapy were seen as largely 
social. A surprising finding was that there was no 
significant difference between the proportions of 
trained and untrained staff who agreed with any 
question. ` 

The different attitudes of psychiatric nurses and 
art therapists must result in the therapeutic outcome 
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being less than optimal; and, to the extent that 
training fails to make nurses’ attitudes more con- 
sistent with those of art therapists, nursing education 
is losing an opportunity for increasing co-operation 
between medical and para-medical staff. 
J.T. E. RICHARDSON 

G. R. GNANAPRAGABAM 
Department of Psychology, 
Brunel University, 
Uxbridge, Middlesex UB8 3 RH 


BRITISH PSYCHIATRY’S LOVE AFFAIR 


Dear Sir, 

I sympathize with Dr Macilwain’s transatlantic 
letter (Journal, September 1978, 133, 282) following 
the critique of British psychiatry by Professor 
Kathleen Jones (Journal, April 1978, 132, 321-32), 
which describes psychiatry’s ‘love affair’ with 
medicine at the expense of a wider conceptualization, 
including psychodynamic awareness. From greener 
pastures elsewhere, Dr Macilwain asks if he would be 
permitted to practise psychiatry as he would wish to 
over here. Since this concerns many psychiatrists in 
training, I feel it can be stated that there are several 
hopeful signs that the aims and attitudes of influential 
people here are changing for the better, as in the 
following examples. 

One way of assessing the priorities of the DHSS in a 
time of economic stringency is to look at the number 
of new posts established in different specialities. 
Before 1975 there were no senior registrar posts in 

epsychetherapy apart from four in London, but since 
then four new provincial posts have been created. At 
consultant level, data from the Medical Manpower 
Division of DHSS (in Health Trends, 9, 45 and 10, 61) 
mdicates that between September 1976 and Septem- 
ber 1977 consultant posts in psychotherapy rose from 
18 to 32. This 78 per cent increase compares with a 
1 per cent fall in mental handicap (although the 
number of posts in these specialities is much larger), 
while forensic psychiatry posts rose from 9 to 11 
(22 per cent). The need to develop psychotherapy 
services in areas where they barely exist is being 
recognized, as shown by several new consultant posts 
such as the one I have been appointed to in Kent. 

From its inception in 1971, the Royal College of 
Psychiatrists has adopted the policy that all trainees 
in general psychiatry should have some training in 
basic psycMotherapeutic skills (Journal, 119, 555~7). 
This aim is seriously limited by the lack in most areas 
of trained psychotherapists, but 1s increasingly being 
implemented according to local opportunities (Journal, 
132, 398-402 and The Bulletin, August 1978, 143-5), 
including Aberdeen where Dr Macilwain and I 
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were colleagues and here in Cambridge where 
psychotherapy training is given a high priority. 
Psychotherapists themselves are increasıngly respond- 
ing to the challenge to demonstrate their ability to 
‘deliver the goods’. Careful and sophisticated research 
on the effective components of psychotherapy and its 
long-term effects, e.g. Malan’s work on brief psycho- 
therapy, is being matched by development into new 
areas, e.g. Brook’s frontier work on the attachment of 
psychotherapists to general practice surgeries (Brook 
and Temperley, 1976). Dr Macilwain rightly empha- 
sized the importance of attitudes of teachers in 
medical schools. In Cambridge, with the encourage- 
ment of senior medical staff, we have attempted to use 
regular discussion groups on the subject of all aspects 
of doctor-patient relationships, although serious 
difficulties have been encountered. 

Lastly, in Sir Denis Hull’s lecture on ‘The Qualities 
of a Good Psychiatrist’ (Journal, August 1978, 133, 
97-105) he freely acknowledges the essential place of 
psychotherapy and an awareness of psychodynamic 
factors. I was impressed with his description of 
clinical maturity which starts: ‘personal and emo- 
tional maturity, which means freedom from personal 
neurotic nostalgia with one’s own past’. The grass 
may well be greener in Canada or America, but the 
soil over here is more fertile than it may appear and 
needs good farmers to work in a challenging and 
rewarding field. 

CHRISTOPHER ALLISON 
Addenbrooke's Hospital, 
Lensfield Road, 
Cambridge 
References 
Brook, A. Temprrrey, J. (1976) The contribution of a 
psychotherapist to general practice. Journal of the 
Royal College of General Practitionsrs, 26, 86-95. 


DO CHRONIC SCHIZOPHRENICS IN 
HOSPITAL NEED MORE THAN ONE 
NEUROLEPTIC DRUG? 

Dear Sir, 

In psychiatric hospitals long-stay patients are 
commonly prescribed more than one type of neuro- 
leptic preparation. Rationale for such practice is not 
clear. We wish to report here our experience in 
switching patients from multipharmacy to a singl¢ 
drug regime. 

We assumed the clinical responsibility of a ward in 
which there were 30 female chronic schizophrenic 
patients. Their mean age was 60.3+1.5 years and 
they had been in hospital for a mean period of 
2742.3 years. Fifteen of these were receiving more 
than one type of neuroleptic preparation including 
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depot injections, and 10 patients were on a variety of 
other compounds including tricyclic antidepressants, 
anxiolytics and fenfluramine. Twelve patients were 
receiving antiparkinsonian drugs and 8 patients were 
receiving sedatives at night. The majority of the 
patients were receiving the drugs three times daily. 

We decided to maintain all the patients on a single 
neuroleptic, haloperidol. This was prescribed in oral 
doses equivalent to their previous medication cal- 
culated on a basis reported by Howard (1976). All 
patients receiving antiparkinsonian drugs were 
switched to procyclidine. No other drug was allowed 
apart from nitrazepam at night which was given if 
required only. The drug administration was reduced 
to once daily in 1/3 of the patients and twice daily in 
the other 2/3. 

Prior to the change of medication the patients’ 
psychiatric morbidity was assessed on a Brief Psych- 
iatric Rating Scale (BPRS). The ward sister, who had 
known the patients for many years, was asked to rate 
their behaviour on Wing’s ward behaviour scale. 
Extrapyramidal side-effects were rated on a modified 
extrapyramidal rating scale (Okasha and Hirsch, 
unpublished). Each patient was asked to complete a 
standardized side-effects checklist, with the help of 
nursing staff if necessary. All the patients continued 
with the usual activities including occupational and 
industrial therapy. 

Six months later all the clinical ratings were 
repeated. 

The results are shown in the table (see pp. 224). 
There was no significant difference in the BPRS nor 
on the extrapyramidal symptoms (EPS). Two 
patients were withdrawn from the antiparkinsonian 
drug during the trial but this was added in 3 patients. 
The nurses’ rating scores showed a significant decrease, 
as did the patients’ complaints of side-effects. 

Caution must always be used in interpreting the 
results of an open study. However, although the trial 
was initially viewed with some anxiety by the 
nursing staff, it was soon welcomed as it was found 
that patients could be maintained at the same level 
or better on a single medication given once or twice 
daily. It was felt that there was an increase in drug 
compliance by patients and also an increase in the 
amount of time the nurses could spend with the 
patients in other activities. Our experience supports 
*the report (Dimitriou et al, 1977) of beneficial results 
of single dose regime. The 50 per cent decrease in 
side-effects reported in patients is highly significant. 
This indicates that limiting the treatment to one 
drug alone renders the therapeutic regime more 
acceptable to patients. We therefore believe that it is 
usually of little value to give patients more than one 
type of neuroleptic. Probably the most important 
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variable is the dosage of the neuroleptic which 
should be carefully adjusted. 
` 0 V. A. Rama Rao 
- A. COPPEN 
Medical Research Council Neuropsychiatry Laboratory, 
West Park Hospital, 
Epsom, Surrey 
References 
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SODIUM VALPROATE AND 
TARDIVE DYSKINESIA 
Dear Sir, 

Since A. C. Gibson (Journal, July 1978, 133, 82) 
has been unable to replicate our encouraging findings 
concerning the efficacy of sodium valproate in the 
treatment of tardive dyskinesia, we would like to 
point out a few salient points in our experimental 
design: 

1. A half of our subjects were over 65 years of age. 
This combined with the high dose of sodium 
valproate used by us led to relatively high blood 
levels of the drug. s 

2. The offending and ‘high potency’ neuroleptics 
were avoided and our patients were treated 
with ‘low potency’ neuroleptics, suth s% 
chlorpromazine, which are known to have 
effects on many other transmitter systems in 
addition to dopamine. At the pharmacokinetic 
level these drugs are known to increase blood 
levels of many other therapeutic agents by 
inhibiting their metabolism. When used in 
combination with ‘high potency’ neuroleptics 
sodium valproate seems to be ineffective in the 
treatment of tardive dyskinesia. We have 
recently documented that sodium valproate 
does not enhance the efficacy of pimozide in the 
treatment of tardive dyskinesia. 

We think that differences in experimental design 

between Gibson’s and our work explain the dis- 


crepant findings. 


Box 2921, 
Duke University Medical Centre, 
Durham North Carolina 27710 USA 

MATTI VIUKARI 


MARKKU LINNOILA 
e 


Koskela Hospital, Helsinkt, 
Finland 
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Table to Barton and Snaith letter on p. 220 








e ee 
Real ECT ` Simulated ECT ` ni 
Outcome at end Number of Outcome after Outcome atend Number of Outcome after 
of 2-week trial further ECT further ECT of 2-week trial ECT active ECT 
+++ 3 +++ ++ 4 +++ 
+ 7 +++ T 7 +++ 
F 5 +++ 0 7 ++ 
+ 6 ++ 0 5 +++ 
+ 5 + 0 5 +++ 
0 5 +++ 
Outcomes on Hamilton ratings: 


+++ Excellent +-+ Good + Poor 0 None 











mæ -o 
Table to Rao and Coppen letter on p. 223 
i l TABLE 

Clinical state and unwanted side-effects before and after stabilization on haloperidol 

Baseline Haloperidol only 
(on multipharmacy) 

Rating scale n mean S.E. mean S.E. 
Brief psychiatric rating scale 27 7.25 1.26 9.66 1.72 
Wing’s ward behaviour scale 30 6.2 0.67 4,93* 0.71 
Extrapyramidal symptoms rating scale 28 9.6 1.38 10.5 1.61 








Side-effects checklist 27 6.37 0.78 3.07* 0.49 
* Less than baseline, p <0.001 
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THE FAMILY INSTITUTE, CARDIFF, 


will hold a 
DAY CONFERENCE 


on 


FRIDAY, 23rd MARCH, 1979 


conducted by 


DR. SALVADOR MINUCHIN, 
of the Philadelphia Child Guidance Clinic 


who will talk about and demonstrate his approach to family therapy 


Further details and application forms from Miss M. James, The Family Institute, 


105 Cathedral Road, Cardiff CF1 9PH. Telephone: (0222) 26584/28747. 
The Family Institute is part of Barnardo’s work in South Wales. 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on genera! editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London SW1X 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists, 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted. 
Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 

A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


Kenpex, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rutger, M., Tizard, J. & Warruore, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. I. Rosen). Oxford University Press. 


“Duffkuem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology, by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...” 

Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London W1M 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 

Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 

Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for aki authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SWrY 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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ST. ANDREW'S HOSPITAL, NORTHAMPTON 


PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed environ- 
ment. Staffed by nine full-time Consultant Psychiatrists, three Clinical Psychologists and with a 
full complement of skiJed nursing and rehabilitation staff, the hospital offers a broad range of 
psychiatric treatments. Care is provided on a short, medium and long term basis and the follow- 
ing specific units are available: 


SHORT TERM ACUTE TREATMENT 
ALCOHOL TREATMENT 


BEHAVIOUR MODIFICATION 

DAY HOSPITAL 

PSYCHOGERIATRIC 

PSYCHOTHERAPY 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W1, 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brochures may be obtained from the Medical Director, 
St. Andrew's Hospital, Northampton. 
(Telephone 0604-21311). 











--The Retreat, York 


for Psychiatric Ilinesses 





Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. it is easily 
reached by rail and motorways. 





Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 






The Nursing Home is a registered charity and is able to offer inclusive care in shared 
acegmmodation from £13.85 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 
















For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904-54551). 
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The addition of Disipal fo phenothiazine therapy enables optimum therapeutic ponse! o be achieved 
‘without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression så 
often associated with major tranquillizer therapy. 


Dragofchoice — 
Following three month double blind crossover trial, the authors concluded that, “orphenadrine' is the drag: 
of choice in the treatment of drug-induced extra-pyramidal reactions and depression”! 


‘Increased response 
Furthermore; the authors postulate that “the introduction of orphenadrine in the teniment oti a patient cis 
response to phenothiazines is not maintained, might well result in farther benefit”: eee 


For patients on major tranquillizer therapy 


+ controls extra-pyramidal reactions 
* elevates patient mood. 


L-Capstiok NaJ dat Med Res, 1976,4 (6), 435. Disipal orphenadrine hydeochloride B.P; is a registered tade mark. 





Brocadeg House. Pyriced Road: ‘West Ryfiest Weybridge: Surrey KETA GRA 
Telephone Rytiset 45849602791. Telex: S17 201 
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ST. ANDREW’S HOSPITAL 
NORTHAMPTON 


A NEW FACILITY 
THE KEMSLEY UNIT 


FOR TREATMENT OF BEHAVIOUR DISORDERS IN THE BRAIN- 
INJURED 


Brain injuries, particularly when they result from severe diffuse trauma as in road accidents, lead very often 
to both physical and behavioural disabilities. This Unit has been designed to treat behaviour disorders while 


providing physical rehabilitation at the same time. The 


with individually tailored additional programmes. 


setting involves a highly structured Token Economy, 


It is staffed by a Consultant Neuropsychiatrist, Psychologist, Speech Therapist, Physiotherapist, Occupa- 
tional Therapist, and Nursing Staff specially trained in behavioural techniques. 


The aim is for an intensive treatment programme of about six to eighteen months, to bring behavioural 
disorders under sufficient control to allow the brain-injured individual to progress to wider rehabilitation 


settings elsewhere—or, of course, to return to the community. 


Further details may be obtained from the 
Medical Director, 
St. Andrew’s Hospital, Northampton NN1 5DG. 
Tel. Northampton (0604) 21311 


VILLA FOR SALE 





ao 


UNSPOILT MAJORCA 


Retreat! Ideal holiday or retirement home for 
psychiatrists—or anti-psychiatrists. Profes- 
sor's unpretentious villa in mountain village 
favoured by writers, artists et al. of a dozen 
nationalities, and refugee consultants from 
Palma, a cosmopolitan city only 12 miles 
away by country roads. Off tourist track. 
Panoramic views of mountains and sea. 


Accommodation (furnished): living/dining 
room, 3 double bedrooms, 2 full bathrooms, 
fitted kitchen, laundry room or 2nd kitchen. 
Easily convertible into two self-contained 
flats, each with own entrance, terrace, park- 
ing space and access to small garden. 
Garage. £23,250 


Brochure: Macdonald, Ca'n Sitin, Galilea, 
Mallorca, Spain. 









BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton-Miller 


A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 

the treatment of patients suffering from neuroses, 

early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 


Treatment is supervised by experienced psychiatrists 
whose services are inchisive in the patients’ fees. 


A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 
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On second 
thoughts... . 


A restless mind in an overtense 
body, fretting the wakeful hours away. 


Cycles of mental and physical 
tension, setting up barriers to 
natural drowsiness. 

To help such patients over these 
initial hurdles, a mild relaxant may 
be all they really need. 

Before you consider recourse to a 
hypnotic, try two Trancopal tablets, 
taken at bedtime. Just to help them 
unwind into natural sleep. 












non- 
hypnotic 


Trancopal 


first step to restoring sleep ( 


Trancopal (PL 0071/5098): Each tablet contains 200 mg chlormezanone. Battles of 60. 
Dosage: For patients suffering from muscular spasm or anxiety which prevents 
sleep, a usual dose of two tablets at night is recommended. 

Basic N.H.S. Cost: One week's treatment (2 tabs nocte) 59p. 

Side-effects and precautions: Trancopal may cause minor side effects such 

as drowsiness, dizziness and drying of the mouth. Ambulant patients who 
experience drowsiness should not drive or operate machinery. The sedative 

effect may be potentiated by alcohol and other tranquillisers, particularly 
phenothiazine compounds. Trancopal should not be used with monoamine oxidase 
inhibitors. Trancopalis a registered trade mark. Further information 

available from: Winthrop Laboratories, Surbiton-upon-Thames, Surrey KT6 4PH. WIN 
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THE RICHMOND FELLOWSHIP INTERNATIONAL 
4TH INTERNATIONAL CONFERENCE OF THERAPEUTIC 
COMMUNITIES 


~From Mental Hospitals to What? 


University of London Union, Malet Street, London WC1 
2-4 July, 1979 
To what extent are halfway houses establishing them- 
selves as a viable form of community care and as a suc- 
cessful alternative and complement to hospital 
treatment? 
The Conference will examine this question through 
discussions on the politics of mental health delivery 
systems; the spectrum of need and the range of 
provision; intervention philosophies, old and new: the 
role of therapeutic community workers, their status and 
training; and ways of maximising the effectiveness of 
therapeutic community care. 
Eminent speakers will give lectures and lead symposia 
and specialised discussion groups. 


The Conference is designed for senior therapeutic com- 
munity Workers, psychiatrists, therapists, politicians, 


social service policy makers and 
researchers and academics. 

Further details and application forms obtainable from 
The Conference Organiser, Richmond Fellowship, 
8 Addison Road, London W14 8DL, Tel: 01-603 6373. 


practitioners, 








NEW Mk.4 E.C.T. APPARATUS: 


` DUOPULSE, ECTONUSTIM, 


ECTONUS & ECTRON 


Also 


SOMLEC 


ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. SG6 IAQ 


ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 








THE INSTITUTE OF THE LONDON 
CENTRE FOR PSYCHOTHERAPY 


is inviting applications for its 


Four Year Evening Training 
Course in Analytical 
Psychotherapy 


This course is open to experienced profes- 
sionals in medicine, psychology, social work, 
and allied disciplines. It provides a system- 
atic training in various models of psycho- 
therapy based on analytic and dynamic con- 
cepts. 


All students will be expected to have analyti- 
cal psychotherapy twice weekly throughout 
the training. 


The course commences in October 1979 and 
further particulars and application forms can 
be obtained from L.C.P., 19 Fitzjohns Avenue, 
London NW3. 


Closing date for applications 7th March 
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University of Bristol 
Departments of Mental Health and 
Extra-Mural Studies 





PSYCHOTHERAPY WORKSHOP 
13th-18th May, 1979 


This workshop is intended for 
psychologists, psychiatrists, social workers, 
and general practitioners who have a few 
years’ experience of psychotherapy and 
possibly (but not necessarily) some training. 
£95.00 resident membership. 


Further particulars and application forms 
from: The Assistant Director, Department 
of Extra-Mural Studies, University of 
Bristol, 32 Tyndall’s Park Road, Bristol 
BS8 IHR. (Tel. Bristol 24161 ext. 649) 


PSYCHIATRISTS 


Saskatchewan Health, Psychiatric Services Branch, invites 
applications from physicians with post graduate training and 
experience in psychiatry for the following positions: 


Medical Director Shwe ari Director HI contract), Saskatchewan 
Hospital, North Battleford. Competition 614043-9-583. 


Senior Psychiatrists (various locations}. Competition 6 14030-8-581. 

These positions will appeal to physicians who are interested in: 

(a) Working in a province that has an international reputation for 
pioneering the community care approach to the treatment of 
mental illness and for providing high quality service. 

(b) Wish to gain valuable experience in community psychiatry while 
working with a team of health professionals such as 
psychologists, social workers, community and ward nurses and 
therapists. 

(c) Living in a pollution free environment in a province that has some 
of Canada's most scenic lakes, fishing areas and park 
playgrounds. Saskatchewan offers skiing, curling, skating, 
swimming, camping and an excellent school system, 

(d) Mobility within the province. Psychiatrists who wish to change 
their geographic locations have frequent opportunity to apply for 
posting to other centres when vacancies for which they are 
qualified arise, 

If you have graduated from a recognized medical school in Canada, 

Great Britain, Australia, New Zealand, South Africa or the U.S.A. 

you may be eligible for a full license in Saskatchewan. 

Salary is commensurate with training and experience. Please forward 

enquiries to: 

Dr. H. G. Lafave, Executive Director, Psychiatric Services Branch, 

Saskatchewan Health, 3475 Albert Street, Regina, Saskatchewan, 

Canada S48 6X6. 





Amitriptyline 
first choice 
in treatment 

of depression 







O on Y RP 
Lentizol 


sustained release amitriptyline 


amitriptyline 
e for your new patients 
e for maintenance treatment of 
responders to amitriptyline 
e Lentizol aids patient compliance by 
piel the need for multiple daily 
oses 


L Barton, JL and Snaith, R.P Curr.med.Res.Opin., 1, 3,133, 1972, 


¥Lentizol 


sustained release amitriptyline 
Wiliam R Mamert Ga ta eet oe 
w 


Usk Road, Pontypool, Gwent NP4 OYH 
*Trade mark 6612-UK-DEC 78 
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Vacancy for 


PSYCHIATRIST 


INGUTSHENI (MULTI-RACIAL) HOSPITAL 
BULAWAYO, RHODESIA 


Applicants must hold a qualification in medicine which is registrable in Rhodesia. In addition, applicants 


must hold the D.P.M. or equivalent higher qualification in psychiatric medicine and preferably with an 
interest in forensic psychiatry. 


Credit is given for post qualification experience up to a maximum of four years and commencing salaries 
would be in the scale:— 


£13,444 x £351 to £14,848 (Scale Barrier) x £351 to £15,199. 
Leave conditions are generous and an Annual Bonus is paid to Permanent Appointees. 


Appointments may be on a three year contract with return fares paid for recruit and family or to the 
Permanent Staff with single fares paid. 


Full details obtainable from: The Medical Superintendent, 
Ingutsheni Hospital, P.O. Box 3363, Belmont, Bulawayo, Rhodesia. 


The British Government urges U.K. Nationals who wish to visit Rhodesia or take up employment there to 
consult the Foreign and Commonwealth Office (Rhodesia Department. telephone 233 4995) or the nearest 





British Consular Office before doing so. 











2 AUSTRALIAN NATIONAL UNIVERSITY 


NHMRC SOCIAL PSYCHIATRY RESEARCH UNIT 


7 “PSYCHIATRIST or BEHAVIOURAL 


SCIENTIST RESEARCH FELLOW 


The persan appointed should have undertaken and published research in 
one of the following areas: clinical or epidemiological psychiatry, medical 
sociology. clinical or sociai psychology or medical anthropology. It is 
expected that most applicants will have completed an MD or PhD. 

The work of the Unit is directed towards the epidemofogy of neurasis, with 
special reference to the effect of adversity and of social support in groups 
specially at risk in general populations. The person appointed would be 
‘encouraged. according to his or her aptitudes, to undertake an in-depth 
study of social bonds in specific clinical or demographic groups. 

The Unit is funded by the National Health and Medical Research Council but 
staff are appointed by the University and are full members of the University 
statt. Appointment will be until 31 December 1981 in the first instance. but 
may be extended. subject to the reveiw of the Unit by NH&MRC and the 
University in 1979. 

Salary on appointment will be in accordance with qualifications and 
experience within the range 3A15,786 to $420,606 per annum, A salary 
loading of up to $45,000 per annum may be paid to an applicant holding 
appropriate medical qualifications, Current exchange rates SAt: 58p 
BUS1.14 

Furtner information is available from the Head of the Unit, Dr. A. S 
Henderson, in the University 

CLOSING DARE: 30 MARCH 1979 

Reasonable appointment expenses are paid. Superannuation benefits are 
available for applicants who are eligible to contribute, Assistance with 
housing is provided for an appointee from outside Canberra. 

The University reserves the right not to make an appointment or to make an 
appoint nt by invitation at any time. 

Prospe applicants should obtain further particulars from the 
Association of Commonwealth Universities (Appts). 36 Gordon Square, 
Londan WC 1H OPF. 






















PSYCHIATRISTS ON CONTRACT 
FOR PRINCE GEORGE, B.C., 
CANADA 
Attractive conditions of Service 


The Ministry of Health is appointing three psychiatrists to 
practice in Prince George, British Columbia, in association 
with a U.B.C. Psychiatric Teaching Unit at Prince George 
Regional Hospital. The terms are a three-year contract under 
an arrangement whereby at any one time two of the three are 
practising in the city, while the time of the third is freed for 
research work, further education, other gainful employment 
or extended vacation. The contract payment will be 
equivalent to the income of a medical specialist 
($45,000/850,000 per annum, plus fringe benefits). 

The professional training and experience of applicants 
should be of such a high standard that eligibility for 
temporary medical licencing in British Columbia may be con- 
sidered. Applicants should have experience in the clinical 
teaching of psychiatry so that a clinical appointment in the 
Department of Psychiatry, UBC would be appropriate. 

An appointment will allow considerable free choice of 
working in the settings of office practice, the Prince George 
Regional Hospital, the Mental Health Centre, engaging in 
consultation with community agencies, and free time for 
preparing for the licencing examination of the Medical 
Council of Canada. 

Applications with c.v.s. should be sent to: 

Donald J. Watterson, M.D., Acting Chairman, 

Department of Psychiatry, The University of British Columbia, 
Health Sciences Centre Psychiatric Unit, Vancouver, B.C., 
V6T 1W5. 
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Oxford University Press 





Neurological Pathophysiology 
Sven G. Eliasson, Arthur L. Prensky, and William B. Hardin 


This text brings together a wide range of information on the mechanisfns underlying signs and 
symptoms of neurological disease. This new edition focuses more on discussions of 
pathophysiology, and contains more diagrams to explain disease mechanisms. 

Second edition illustrated paper covers £5.50 


The Biochemical Basis of Neuropharmacology 
Jack R. Cooper, Floyd E. Bloom and Robert H. Roth 


This book presents neuropharmacology by way of the cellular physiology and biochemistry of 
nervous tissue. It focuses on neurotransmitters and describes individual drugs where their 
action is related to transmitter function. It provides an excellent basis for understanding 
psychopharmacology as well as the normal communication of signals between nerve cells. 
Third edition illustrated. paper covers £3.95 


Mental Illness in Pregnancy and in the Puerperium — . 
Edited by Merton Sandler 


Based on a symposium held at the Institute of Obstetrics and Gynaecology, this book covers 
topics such as psychoses, neurotic disturbances, theories of the cause of post-natal 
depression, the effect of psychotropic drugs on the foetus, drug abuse in pregnancy and the 
possible consequences of modern obstetric management on mother and baby. 

Illustrated £6 Oxford Medical Publications 


Unwanted Pregnancy—Accident or Illness? 
David Tunnadine and Roger H. Green 


This book is a detailed examination of women requesting termination of pregnancy. A greater 
understanding of the personality of such women should help counsellors to overcome the 
adverse reactions to abortions, and the long-lasting psychological damage that can result. 
Illustrated £8 Oxford Medical Publications 
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NoweNellelola 
Modecate’ 


injection 


> (fluphenazine decanoate 100 mg/mi) 









** High dose/low volume 
(100 mg in 1 ml). 


* Ideal when higher doses are 
required for effective anti- 
psychotic control. 





* Retains the efficacy of 
Modecate™ . 
(fluphenazine decanoate injection 25 mg/ml 
—10 years clinical use in 
treating schizophrenia. 


Indications 

Modecate injection (flupnhenazine decanoate 25 mg/mi) is indicated for 
the treatment of psychotic disorders, particularly maintenance treatmen’ 
of chronic schizophrenic patients. 
Modecate Concentrate 


e injection provides a high 
fluphenazine decanoate (100 mg/ml) in a smali volume for those patients 
who require higher doses for effective anti-psychotic control. 


1. Adult patients already receiving Modecate injection (25 mg/ml), may 
be transferred directly to the equivalent dose of Modecate Concentrate 
injection (100 mg/mi) on the basis that 1 mi of Modecate Concentrate is 
equivalent to 4 mi Modecate 

2. Patients not receiving injections of Modecate should be given a test 
dose of 0.5 mi Modecate injection (12.5 mg) by deep intramuscular 
injection into the gluteal region to test for susceptibility to extra-pyramidal 
reactions. Further injections may be given according to the initial response. 
Modecate Concentrate (100 mg/mi) administered by deep intramuscular 
injection into the gluteal region may be used for severe conditions where 
high doses are required on the basis that 1 mi of Concentrate is equivalent 
to 4 mi of Modecate injection, 


Patients with marked cerebral atherosclerosis, phaeochromocytoma, 
renal or liver failure, or severe cardiac insufficiency. 
Precautions 


Care shouid be taken in patients who exhibit marked extra-pyramidal 
reactions to oral phenothiazines, eiderty patients. 
Side effects 


Mainly extra-pyramidal reactions. Drowsiness. lethargy, dryness of the 
mouth and mild hypotension may occur. 
Pack 


Basic NHS Price 
Modecate Concentrate injection £34.00 
Sx tmiamp. 
Modecate £20.10 
10x1 mi amp. 
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Consciousness, Information Processing and Schizophrenia 


By C. D. FRITH 


SUMMARY The symptoms of schizophrenia can be interpreted as the 
result of a defect in the mechanism that controls and limits the contents 
of consciousness. This defect can be understood as excessive self- 
awareness. Normally most of the complex information processing 
which is continuously required by even simple acts of perception, 
language and thought goes on below the level of awareness; whereas 
in schizophrenic patients some of this processing, or the results of 
this processing, not in themselves abnormal, become conscious. This 
excessive awareness can account for the typical symptoms of schizo- 
phrenia and explains many of the specific cognitive abnormalities 


found in schizophrenic patients. 


Introduction 


The three principal positive symptoms of 
schizophrenia, hallucinations, delusions and 
thought disorder, are all disorders that manifest 
themselves in the consciousness of the patient. 
Indeed, two of these symptoms, delusions and 
hallucinations, can only be assessed on the 
basis of the patient’s introspections concerning 
his conscious experience. The third symptom, 
thought disorder, is observed in the patient’s 
speech; however, it is inferred that this language 
disorder is also a reflection of another disorder 
of consciousness, i.e. the stream of thought. 
Even though some important symptoms asso- 
ciated with schizophrenia, such as motor 
retardation, flattening of affect and muteness, 
can be assessed on the basis of the patient’s 
behaviour rather than of his reported conscious 
experience, none of these symptoms would be 
sufficient on their own to allow an unequivocal 
diagnosis of schizophrenia. The only two 
symptoms which are both necessary and 
sufficient for a diagnosis of schizophrenia, 
according to some widely used standardized 
procedures (Wing, Cooper and Sartorius, 1974; 
Feighner, Robins, Guze, Woodruff, Winokur 
and Munoz, 1972), are hallucinations and 
delusions. 

In this paper I shall try to show that a basic 
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disorder of consciousness can account not only 
for the three principal symptoms of schizo- 
phrenia but also for a number of cognitive 
disorders associated with the illness. In orgler to, 
throw some light on the nature of this disorder 
it will first be necessary to discuss some recent 
experiments concerning the differences between 
conscious and preconscious processing. 

In the last 20 years experimental psycholagigts 
have made considerable advances in under- 
standing the various cognitive processes that 
must be involved when a person interacts with 
the environment. These studies have provided a 
vocabulary and a methodology for studying the 
hypothetical processes carried out by the brain. 
For example, Broadbent’s (1958) suggestion 
that human information processing involves a 
limited capacity system and the ‘filtering’ of 
information has had a considerable influence. 
This has lead to various models of schizophrenic 
cognitive deficit in terms of a defective filtering 
system (e.g. Payne, Matussek and George, 
1959; Cromwell, 1968) and to a number of 
ingenious experiments on perception in schizo- 
phrenic patients. k 

This model has had success in explaining some 
of the cognitive disorders found in schizo- 
phrenia, but how it accounts for the principal 
symptoms of the disorder is much less clear. 
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A more serious criticism of the theory is its 
assumption that stimulus selection in general 
has become defective. Perception is so dependent 
on selection that such a defect would result in 
a reduction in cognitive abilities to a level 
approaching severe subnormality. In contrast, 
many schizophrenic patients can function and 
communicate remarkably well in spite of 
continuous hallucinatjons and all-pervasive 
delusions. Thus a defect in filtering cannot be of 
a general kind, and it is necessary to specify 
at what level of processing a breakdown occurs. 
In addition, the defective filter model does not 
account for deficits in response selection, 
although such a defect is clearly an important 
component in the cognitive abnormalities found 
in schizophrenia (Broen and Storms, 1967; 
Chapman, 1966). 

The model of schizophrenic cognitive deficit 
to be presented here, while being closely related 
to these defective filter theories, attempts to 
overcome these problems. It incorporates recent 
evidence on the nature and function of conscious 
awareness and specifies more precisely the 
nature and extent of the cognitive deficit. In 
addition, the model considers deficits in output 
as well as input processes. 


The Properties and Functions of Conscious 
and Preconscious Process 


(1) Preconscious processes 


It is by no means a novel idea that certain 
processes operate outside consciousness (i.e. 
cannot be observed by introspection). There is 
now good evidence that these unconscious 
processes are multitudinous and extremely 
sophisticated. 

Among these unconscious processes, I shall 
be particularly concerned with those which have 
been or can become conscious, that is, what 
Freud termed the preconscious. This restriction 
excludes various complex control systems, such 
as those carried out by endocrine or spinal 
mechanisms. A simple demonstration of one of 
these preconscious processes is given by Sper- 
ling’s (1960) partial report technique. When 
people are shown very briefly a large array of 
letters, they can report only about four of these. 
If, however, they are asked after presentation to 
report letters from a particular row or a parti- 
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cular column of the array, they can still report 
about four. Thus for a brief period of time 
virtually the whole array of letters must have 
been available in the preconscious. Only about 
four letters from any part of the array can 
actually become conscious, although subjects 
are aware that other letters were present. This is 
taken as evidence for the existence of a brief, 
high-capacity ‘iconic’ store below the level of 
consciousness. 

Preconscious processes include not only 
perceptual inputs but also motor outputs. 
Almost any repetitive skilled movement, such as 
typing or riding a bicycle, is carried out without 
conscious attention, and indeed rapid skilled 
movements can only be achieved by processes 
operating below consciousness since the reaction, 
time to consciously perceived signals is too slow 
to provide the necessary control (Poulton, 1966; 
Frith, 1973), 

Perhaps the best example of a highly sophis- 
ticated preconscious process is that involved in 
word recognition. In order to recognize a 
written or spoken word the sensory input must 
undergo graphical or phonological analysis; 
and, probably at the same time, semantic 
properties of the word must be processed. The 
final result of the interaction between these 
processes is that some model of the actual word 
presented (its meaning and form) reaches 
consciousness (Allport, 1976; Marcel and 
Patterson, 1977). 

There are a number of studies indicating that 
much of this processing occurs at the pre- 
conscious level. For example, Mewhort (1967) 
showed that some processing occurred in iconic 
memory before items reached awareness. Sub- 
jects were asked to report one of two rows of 
letters; which row was to be reported on was 
indicated after presentation. More letters could 
be reported from the target row if the letters in 
the other row obeyed the laws of English 
orthography (e.g. CERNALIT) than if they 
were random, even though the subject wag 
unable to report what was in this second row. 
Thus subjects must have processed this second 
row to the extent of making use of the regular 
sequence of the letters, even though the contents 
of this row never reached awareness. 

Preconscious and conscious processes do not 
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differ from one another simply in their avail- 
ability for awareness. There are a number of 
additional properties on which the two kinds of 
process differ, 


(2) Capacity 

As we have already seen, there is evidence 
that some preconscious processes involve the 
storage of large numbers of items (Sperling, 
1960). It is not only the iconic store that has a 
large capacity: the long-term store has an even 
larger capacity. Material in this latter store 
is clearly preconscious in the sense given above, 
and the processes by which material (such as 
one’s telephone number) is retrieved from this 
store are largely unavailable to introspection. 
We also have an enormous preconscious store of 
English words and their meanings, but we can 
only be conscious of a very few such words at any 
time. Atkinson and Shiffrin (1971) and Erdelyi 
(1974) have argued that the contents of con- 
sciousness may be equated with the contents of a 
short-term memory system of limited capacity 
(roughly seven items, Miller, 1956). Thus, in 
contrast to preconscious processes; the capacity 
of conscious processes is very small, 


(3) Multiple vs single meanings 

If a stimulus is ambiguous and has more than 
one meaning, only one of these interpretations 
can be in consciousness at one time. Marcel 
(1976) has demonstrated experimentally this 
difference between preconscious and conscious 
processes, using a word recognition paradigm. 
The perception of a word is facilitated if a word 
of similar meaning has just been seen (e.g. 
BREAD—BUTTER). This also occurs with 
ambiguous words. Thus PALM will be faci- 
litated if it is preceded by either TREE or 
HAND. However, once one’ meaning of 
PALM has become conscious the other meaning 
is inhibited. Thus, WRIST will be facilitated 
if preceded by HAND—-PALM, but not faci- 
fitated if preceded by TREE—PALM. If, 
however, by a masking technique, PALM is 
prevented from reaching consciousness and is 
only processed in the preconscious, then 
alternative meanings are not inhibited and 
WRIST is facilitated when preceded by 
TREE—PALM. 
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(4) Serial vs parallel processing 


We have great difficulty in attending con- 
sciously to more than one task at a time. On the 
other hand, many different preconscious pro- 
cesses can be carried on simultaneously without 
difficulty. This difference between the two 
systems is perhaps a consequence of, or another 
way of describing, the differences in capacity. 
In conscious processing ¢he relevant items must 
be dealt with one at a time, in other words 
serially. If items from more than one task are 
present, they will interfere with one another 
(Posner and Klein, 1973; Posner and Snyder, 
1975), In a number of experimental situations, 
such as the dichotic listening task (Broadbent, 
1958), people function as if all information had 
to be processed through a single ‘channel’ of 
limited capacity. These are all tasks demanding 
conscious attention. When a task does not demand 
conscious attention (as when a trained pianist or 
typist is required to touch a particular key) ; the 
person behaves as if the task were controlled by 
one of many channels simultaneously available 
for processing information (Shaffer, 1975). 


(5) Automatic vs strategic processing 

Turvey (1974) and Erdelyi (1974) have 
suggested that preconscious processing is regu- 
latory or automatic, whereas conscious pro- 
cessing is strategic, implying that the crwsial 
feature of conscious processing is flexibility. 
Automatic or regulatory processing does not 
involve flexibility; in such processing the 
repertoire of appropriate stimuli and responses 
is already known, and there is a fixed relation- 
ship between stimulus and response, Such tasks 
are those that can be carried on in spite of the 
fact that conscious attention is directed else- 
where, and they can be maintained in parallel 
with other tasks. Novel tasks in which the 
repertoire of stimuli and responses is not known 
and for which there is no fixed relationship 
between input and output have to be carried out 
by conscious processes. The learning of a skill 
involves the development of knowledge about 
the repertoire of stimuli and responses and the 
construction of fixed relations between them. 
Thus the performance of a skill is gradually 
transferred from a conscious process to an 
automatic preconscious process (Eysenck and 
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Frith, 1977). To the extent to which our 
environment is continually presenting novel 
situations which require novel reactions, con- 
scious processing is crucial for successful 
interactions with the environment, . 


(6) The role of consciousness 


Shallice (1972) has suggested that the role of 
consciousness is that of a high-level executive 
system. Such an executive system must select 
one course of action from among many and 
then carry it out without hesitation or inter- 
ruption unless the need for change becomes very 
strong. To achieve this aim there must be an 
unambiguous representation of the current 
situation and the desired goal. In addition, the 
system must have a certain amount of inertia so 
that a chosen course of action will not be 
abandoned simply because an alternative 
action seems momentarily more desirable. Thus, 
crucial for the successful functioning of such a 
system are the various limitations of conscious- 
ness discussed above: small capacity, intolerance 
of ambiguity, and serial processing. What we 
are conscious of is the selection and carrying out 
of the chosen course of action (the dominant 
action system, in Shallice’s terminology). The 
choseh course of action is dominant both in 
relation to other possible courses of action and 
in relation to any automatic processes that may 
be going on simultaneously. In particular, the 
dominant action system has priority in the 
interpretation of perceptions and the selection 
of responses if there is any conflict with other 
on-going processes. 

(7) A mechanism for consciousness 

Shallice has shown that a simple mechanism 
can have the properties desired for this executive 
system. Although this mechanism is not of 
relevance to the symptoms of schizophrenia, it is 
of interest in relation to the possible causes of 
the breakdown, as it suggests the manner in 
which consciousness may lose its normal role. 
If each of many possible actions is represented 
by a single hypothetical neurone, then a net- 
work in which each neurone inhibits all the 
others will have the property that when many of 
the neurones are stimulated only one will finally 
become activated. In addition to this capability 
of selection, the network also has the property of 
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inertia. Once one neurone has ‘captured’ the 
system it is relatively more difficult for others to 
take over. 


Schizophrenia as a Disorder of 
Consciousness 

I suggest that the symptoms of schizophrenia 
occur when the selective capacity of con- 
sciousness breaks down. In terms of the filter 
theory, the filter that has become defective in 
schizophrenia is the one that determines which 
items in preconsciousness shall enter awareness. 
As a result, the patient becomes aware of 
ambiguous and multiple interpretations of 
events and finds it difficult to select and carry 
through an appropriate course of action. He also 
becomes aware of the functioning of various 
automatic processes. Why does this breakdown 
occur? We know that schizophrenic breakdown 
probably results from a combination of two 
factors. The first is some genetic predisposition, 
probably associated with an abnormality in 
brain biochemistry (Crow, Deakin, Johnstone 
and Longden, 1976). The second is some kind 
of social or environmental stress (Brown, Birley 
and Wing, 1972; Vaughn and Leff, 1976). 
Analogous factors could operate in the nerve net 
model for the selection of material to enter 
awareness. As the various component neurones 
become more strongly stimulated (in analogy 
with increasing stress and arousal), more overall 
inhibition would have to be generated in order 
that only one could finally become activated. If 
the system did not have the capacity to generate 
sufficient inhibition (in analogy with the 
genetic predisposition and biochemical ab- 
normality), the system would break down and 
many neurones would become activated simul- 
taneously. In the remainder of this essay I shall 
try to show how this disorder of consciousness 
can account for the various symptoms of 
schizophrenia and associated cognitive abnorm- 
alities. 


(1) Hallucinations 

Not only are the majority of schizophrenic 
hallucinations auditory, but they specifically 
involve the hearing of words (Fish, 1962). 
Thus, one of Schneider’s (1957) first-rank 
symptoms of schizophrenia is ‘hearing one’s 
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thoughts spoken out aloud’. The understanding 
of speech must rely to a considerable extent on 
sophisticated preconscious processing devices. 
Such processing probably involves a sequence of 
‘guesses’ and ‘checks’, and a system of this type 
has been described by Lesser, Fennell, Firman 
and Reddy (1974). A similar model has been 
applied to reading by Rumelhart (1976). 

When a speech sound is heard a number of 
hypotheses are made about its physical nature, 
its phonemic properties and its meaning. These 
hypotheses will depend partially on prior 
expectations and will interact with one another. 
Thus, for example, a hypothesis as to the 
meaning of the sound will suggest hypotheses 
about its physical characteristics which can 
then be checked. Finally a set of hypotheses that 
are mutually consistent at the various levels 
will emerge, and if the evidence for them is 
sufficiently strong this interpretation of the 
speech sound will enter awareness. (Note that it 
is not the speech sound itself that enters aware- 
ness but a hypothetical reconstruction of it). 
Only the final result of this very rapid process 
normally arrives into consciousness, but clearly 
a number of incorrect interpretations of the 
sound will be present in the preconscious while 
the correct interpretation is being made, 
Naturally this processing will be carried out for 
all sounds, not just speech sounds, and the 
possibility that any sound may be speech must 
usually be considered in the early stages of 
processing. I propose that the awareness of 
these incorrect early interpretations is the basis 
of auditory hallucinations in schizophrenia. 

This explanation requires that hallucinations 
should have a basis in real sounds and involve 
the same processing channels as speech and 
other auditory stimuli. There is a certain 
amount of evidence for this point of view. Some 
schizophrenic patients report that their hallu- 
cinations are based on real sounds. ‘When the 
door slams I hear the words “Get out”.” This 
type of hallucination is known as a functional 
hallucination (Fish, 1962) but is only rarely 
described. 

It follows from this explanation of hallucin- 
ations that schizophrenics should misinterpret 
genuine speech as well as other sounds. Bull and 
Venables (1974) found that schizophrenic 


229 


patients were more likely than controls to 
misinterpret auditorily presented words, even 
though there was no evidence of any hearing. 
loss for pure tones. Similar results have been 
obtained by Moon, Mefferd, Wieland, Pokorny 
and Falconer (1968). 

Misinterpretation of sounds should be re- 
duced if the correct interpretation is made to 
stand out from the incorrect alternatives. This is 
more likely to occur when we actively attend to 
some particular auditory signal as opposed to 
the situation in which we listen passively to 
sounds from a number of unrelated sources. 
Clearly auditory hallucinations should be more 
apparent in this latter situation (Prediction 1). 
It is in line with this prediction that Slade (1974) 
has shown that auditory hallucinations decrease 
in intensity when patients are required to 
perform some complex auditory processing task. 

It also follows from the model of hallucinations 
proposed here that if no sound impinges on the 
patient then no misinterpretation is possible, 
and thus no hallucinations should occur. 
However, in practice it is impossible to place 
someone in a noiseless environment. Even in a 
situation of complete sensory deprivation a 
person eventually adapts to the new low lavel of 
sound, and low intensity noises, such as the 
heart beat, air molecules hitting the ear drums 
and breathing, enter awareness. Harris (1958) 
has reported that schizophrenics placed in a 
situation of sensory deprivation show a tem- 
porary reduction in’ hallucinations. This may 
have been a response to the initial ‘quiet’ period 
before adaptation had occurred. However, 
Harris’s method of recording the presence of 
hallucinations was not entirely satisfactory. A 
corollary of this prediction concerns the effects 
of reducing the possibility for making correct 
interpretations (reducing the signal to noise 
ratio in the language of signal detection theory). 
If, as far as possible, all meaningful sounds are 
removed, as in the perceptual or sensory 
deprivation situation, any attempts to interpret 
the remaining sounds are doomed p failure. 
Since people apparently have a need to find 
‘meaning’ in their environment (Bartlett, 1932; 
Garner, 1966), some of these incorrect inter- 
pretations will be accepted. This seems to be 
what happens to normal people in the later 
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stages of sensory deprivation (Schulman, Milton 
and Weinstein, 1967). 

Deafness also will increase the relative amount 
of meaningless noise that is to be interpreted. 
It is thus very interesting that Cooper, Garside 
and King (1976) have found that deafness is 
more common in elderly psychotic patients than 
in other types of elderly patient. It would be 
interesting to know ifeauditory hallucinations 
were predominant among their symptoms. 

Misinterpretation of sounds also seems to 
underly the verbal transformation effect demon- 
strated by Warren and Gregory (1958), in 
which a word repeated over and over again 
seems to transform into other words or sounds. 
It is as if the dominant (correct) interpretation 
satiates, and less likely interpretations are 
allowed to enter awareness. Slade (1976) has 
found that people prone to auditory hallucin- 
ations hear particularly extreme transformations 
in this situation. Once again, this is consistent 
with the idea that hallucinations occur when 
unlikely interpretations of sounds fail to be 
inhibited from entering awareness. 

Complex preconscious processing is as much 
involved in the reading as in the hearing of 
words, and this, too, probably depends on the 
selection of the most likely from a number of 
alternative hypotheses. One would therefore 
eect that schizophrenics should also have 
difficulty in reading. As far as I am aware this 
ability has never been systematically studied in 
schizophrenic patients. Misread words can of 
course be checked by re-reading (unless they 
are present tachistoscopically), which is not the 
case for misheard words. However, one would 
still expect that the flow of reading in schizo- 
phrenic patients would be considerably dis- 
rupted (Prediction 2). 


(2) Delusions 

Matussek (1952) and Maher (1974) have 
argued that the abnormality that results in 
delusions is not one of thought process, but 
one of tke original perception on which it is 
based. Thus delusions can be seen essentially as 
attempts to explain and understand, using 
entirely normal principles of reasoning and 
experience, the basic misperceptions we have 
already discussed. At first sight this might be 
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thought to imply that delusions are secondary to 
hallucinations and therefore cannot occur in 
their absence. However, it is quite possible for a 
percept to arrive in consciousness abnormally 
and not to give rise to an hallucination, since 
the original environmental event has been 
correctly interpreted. The abnormality lies in the 
fact that normally we would not bother to 
interpret such an event. The very arrival of this 
percept in awareness means (normally) that it is 
important and therefore needs to be explained. 
This hyper-awareness, noting and remembering, 
for example, the colours of the ties of all the 
guests at a party, is frequently observed in 
deluded patients, and these irrelevant details 
form an important part of their delusional 
system (Payne, Caird and Laverty, 1964). 

The model of schizophrenic cognition pre- 
sented here certainly emphasizes the initial 
perception as the primary cause of delusions. 
However, it is also clear that the thought process ° 
itself would not be expected to remain entirely 
normal. If thought is essentially a form of inner 
speech, we would expect that schizophrenic 
thought would be beset by all the problems of 
schizophrenic speech, the stream of thought 
being diverted by irrelevant associations and 
so on. This could account for the way in which 
some delusional systems become strangely 
generalized. Nevertheless, the prime cause of 
these delusional systems must be the initial 
erroneous percepts. 

It could be that the greater intelligence and 
intactness of personality often found in patients 
with paranoid delusions compared to those with 
other types of schizophrenia, occurs because 
only such people are capable of constructing the 
very complex systems necessary to explain all 
the irrelevant percepts of which they have 
become aware. Individuals without the know- 
ledge or ability to construct such explanations 
might not develop delusions even when ex- 
periencing the same degree of hyper-awareness, 

It should be possible to induce delusions of å 
paranoid type by requiring people to attend to 
large amounts of ‘irrelevant’ information (Pre- 
diction 3). A natural setting for such an effect 
would be an intelligence collection agency. The 
personnel of such an agency would be required 
to pay close attention to minor events concerning 
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foreign countries or political organizations. 
Eventually a system for discovering the ‘secret 
significance of such events would be constructed. 


(3) Thought disorder 


Thought disorder is diagnosed on the basis 
of abnormal use of language. Typical abnorm- 
alities include ‘knight’s move’, ‘thought block- 
ing’, ‘neologisms’ or simply talking incompre- 
hensible nonsense (Fish, 1962). These 
abnormalities can be seen as manifestation of 
the same defect as that causing the mispercep- 
tion of words, but at the level of production. 
The process by which the required meaning is 
converted into appropriate articulations is 
clearly very complex and requires the same 
process of guessing and checking as the under- 
standing of spoken words. Thus, en route to the 
required word many related words will be 
selected as possible hypotheses. Once again we 
are not normally aware of these intermediate 
steps, but the schizophrenic will be distracted 
by these irrelevant words and will be likely to 
lose the thread of his conversation. In particular, 
one can see that the failure to inhibit alter- 
native meanings of ambiguous words would be 
extremely distracting. Since we are assuming 
that the neologisms or unexpected words in this 
case are a result of too readily accepting in- 
appropriate hypotheses, we would predict that 
the pauses before such words would be shorter 
than those before expected words (Prediction 4). 
This is the opposite of what happens in ‘jargon 
aphasia’ (Butterworth, 1977), in which there is a 
longer than normal pause before the unexpected 
words, suggesting a failure of the selection 
process to generate suitable hypotheses. 

Lecours and Vanier-Clement (1976) have 
shown that in schizophrenic language disorders 
the underlying language-generating devices are 
working, but if anything too well, producing 
novel forms such as puns at a level normal 
speakers would find difficult to maintain. These 
neologisms may result from an attempt to 
describe the patient’s abnormal experiences. 
Aphasic language disorders, in contrast, are 
characterized by a poverty of production, so 
that the afflicted patient cannot generate the 
words he wants at either the phonemic, mor- 
phemic or semantic level. 





231 


This model of schizophrenia clearly predicts 
that patients should fail to inhibit alternative 
meanings of ambiguous words. This failure 
should disrupt both the perception and the 
production of speech. Furthermore, if this 
deficit is associated with schizophrenia two very 
specific predictions about their performance on 
certain experimental tasks can be made. 

As already discussed, the perception of a word 
is facilitated if a word of similar meaning has 
been seen: previously. Only one of the meanings 
of an ambiguous. word can produce’ this faci- 
litation in normal people (Schvanevelt, Meyer 
and Becker, 1976). In contrast, for schizophrenic 
patients more than one meaning should be 
available. Thus for them the perception of 
TREE should be facilitated even when preceded 
by HAND—PALM (Prediction 5). 

Essentially the same phenomenon can be 
investigated by another technique. Subjects are 
required to learn a list of words, such as JAM. 
During several recall.trials they are given cues 
for each word, suchas TRAFFIC. If they are 
then asked to recall the list when provided with 
equally associated cues, such as STRAW- 
BERRY, they do very poorly, even worse than 
with no cues at all (Tulving and Thompson, 
1973). Schizophrenics should not do so poorly 
when asked to recall the original list using a 
different set of cues, since the alternaewe 
meanings of the original words should not have 
been inhibited (Prediction 6). 


(4) Problems of movement and action 

In his important study of the early symptoms 
of schizophrenia Chapman (1966) describes 
certain disturbances of motor function and 
suggests that patients lose the ability to carry 
out automatic skilled movements. This hypo- 
thesis is based on statements such as ‘none of my 
movements come automatically to me now’. 
‘I’ve been thinking too. much about them, even 
walking properly, talking properly, and smoking 
-~—doing anything’ and ‘if I do something like 
going for a drink of water, I’ve got tọ go over 
every detail—find cup, walk over, turn tap, turn 
tap off, drink it’. I would-interpret these data 
differently and would suggest that the patients 
have not lost the ability to carry out the skilled 
movements, but feel compelled to attend to 
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these movements as they are carried out 
although this attention is unnecessary for correct 
performance. This awareness may in fact 
interfere with the performance, since the patient 
feels compelled to attend to and integrate the 
isolated elements of performance of which he is 
aware rather than letting the automatic proce- 
dures carry on, 

A partial simulationeof this aspects of schizo- 
phrenic deficit can be achieved by requiring 
subjects to attend to two activities simultaneously 
since, they will then at least attempt to be 
conscious of both. Posner and Keele (1969) 
required subjects to perform a reaction time 
task at various stages during the performance of 
a task requiring movement towards a target. In 
these circumstances the reaction time was 
slowed, particularly when it coincided with 
initiation of movement in the aiming task. 
Posner and Boies (1971) also looked at reaction 
times performed during a perceptual matching 
task and found that reaction times were slowed 
by response selection, but not by perceptual 
encoding. The general slowing of reaction time 
in schizophrenia is well known (e.g. Marshall, 
1973). However Hemsley (1976), by studying 
RT ¿asks in which number of stimuli and 
number of responses are varied independently, 
has shown that this is due to slowness in response 
g@eetion rather than stimulus selection. Thus 
schizophrenics perform in a manner similar to 
Posner and Boies (1971) subjects even though 
there is no other task competing for their 
attention. This is consistent with a failure of a 
system which should normally inhibit all but 
one response from becoming dominant. 


(5) Awareness of automatic processes 

(a) Size constancy. The model predicts that 
schizophrenics should have particular problems 
with any situation which involves the use of 
complex processing systems which normally 
function below the level of awareness. A very 
basic system of this type is used to estimate the 
size of objects. People are normally very good at 
this task even though it involves the integration 
of many diverse aspects, such as retinal size, 
depth cues, object recognition and so on. They 
are also largely unaware of how they arrive at 
their estimate. There have been a large number 
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of studies of size constancy in schizophrenia 
which have tended to produce equivocal 
results, some studies finding under-constancy 
and some over-constancy. In their review of this 
literature, Price and Eriksen (1966) concluded 
that essentially schizophrenics are bad at this 
task and can show either kind of error. This 
sort of result is precisely what would be expected 
from our model of schizophrenic deficit. The 
patient is abnormally aware of the many cues 
involved in the performance of this task and in 
attempting to make use of them consciously 
over-rides the correctly functioning automatic 
system, and over-emphasizes one or another of 
the cues, thus producing various kinds of error. 


(b) Non-verbal communication. A much more 
complex system that processes information 
below the level of awareness is the one concerned 
with non-verbal communication. In a con- 
versation, we are principally aware of what the š 
other person says to us, but are also making use 
of a number of non-verbal cues to interpret what 
he says and to control the flow of the dialogue. 
Thus, eye gaze has been shown to play an 
important role in the transition from one 
speaker to another, although the speakers are 
usually unaware of this (Kendon, 1967; Argyle 
and Ingham, 1972). The schizophrenic will 
have particular difficulty in this situation, since 
he will not only be distracted by his awareness 
of the non-verbal cues being presented by the 
other person but will also, through over- 
awareness, disrupt the non-verbal cues he is 
contributing to the conversation. It would be 
predicted that this particular disruption would 
result from a ‘double bind’ situation (Bateson, 
Jackson, Haley and Weakland, 1956). If one 
message is presented verbally while a contra- 
dictory message is presented non-verbally no 
problem arises, since we are conscious only of 
the verbal message although we react to the 
non-verbal one as well. The schizophrenic is 
aware of both messages at once and naturally 
finds this extremely difficult to comprehend and 
to deal with. Better communication with 
schizophrenic patients should be achieved if the 
communicant minimizes the number of non- 
verbal cues used in his part of the dialogue 
(Prediction 7). 
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Conclusions 


In this essay I have presented a model of the 
cognitive deficits associated with schizophrenia 
in terms of a modification of ‘defective filter’ 
theory. In presenting this model I have had 
three basic aims: (1) To describe recent 
psychological experiments that seem to throw 
some light on the nature of consciousness and 
hence on the nature of schizophrenia. (2) To 
show how the hypothesized cognitive deficit 
relates to the principal clinical symptoms of 
schizophrenia. (3) To make some specific and 
testable predictions about the behaviour of 
schizophrenics derived from the hypothetical 
cognitive deficit. 

In essence, it is suggested that the basic 
cognitive defect associated with schizophrenia 
is an awareness of automatic processes which are 
normally carried out below the level of con- 
sciousness but are available to consciousness. 
These processes are primarily concerned with the 
selection of the appropriate interpretation of 
stimuli and the selection of appropriate re- 
sponses. 

The consequences of this defect may be 

summarized as follows: 
(1) The patient is aware of erroneous and 
multiple interpretations ofincoming stimuli, 
giving rise to hallucinations. Reducing the 
ambiguity of stimulation (increasing signal- 
to-noise ratio) should reduce hallucin- 
ations. (Prediction 1). 


These misperceptions and multiple inter- 
pretations occur particularly with words, 
since these are very complex and arbitrary 
stimuli. This should give rise to problems 
with reading as well as with listening to 
words. (Prediction 2). 

The patient is aware of stimuli/events 
normally rejected from consciousness as 
unimportant. Attempting to understand 
why such events are apparently important 
gives rise to paranoid delusions. (Prediction 
3). 

Awareness of the multiple meanings of 
words will also affect the patient’s speech, 
giving rise to the typical features of 
thought disorder. He will be unable to 
inhibit alternative verbal responses, and 
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this will lead to the rapid production of 
neologisms and inappropriate words. (Pre- 
diction 4). 

In certain experimental situations the 
patient’s hyperawareness of multiple mean- 
ings should lead to better than normal 
performance. (Predictions 5 and 6). 


The patient is at a disadvantage whenever 
his situation involves information pro- 
cessing normally carried out in an auto- 
matic manner, but involves stimuli that 
can be perceived consciously. For example, 
he is aware of the many and frequently 
ambiguous components of a conversation 
(e.g. non-verbal aspects of communication). 
He should find communication easier if 
these aspects are eliminated. (Prediction 7), 
The strength of this proposal for the basic 
cognitive deficit associated with schizophrenia 
lies not only in its ability to account for the 
symptoms of this disorder and for many of the 
performance abnormalities revealed by cog- 
nitive testing, but also in its ability to make a 
number of precise and testable predictions 
about the behaviour of schizophrenic patients. 
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First Rank Symptoms of Schizophrenia: 
Questions Concerning Clinical Boundaries 


By KARL KOEHLER 


SUMMARY The phenomenological criteria of prominent Anglo- 
American researchers on certain so-called passivity experiences, sense 
deceptions and delusional phenomena, reflecting their interpretations 
of Kurt Schneider’s first rank symptoms of schizophrenia, are exa- 
mined. In this way the frequent discrepancies and difticulties in 
delimiting the clinical boundaries of these phenomena more clearly 


come to light. 


Introduction 

In the present paper the main purpose will be 
to examine comparatively four detailed sets of 
first rank symptoms (FRS) definitions as found 
in the writings of selected modern Anglo- 
American researchers (Fish, 1962, 1967, 1969; 
Mellor, 1970; Taylor and Heiser, 1971; Wing, 
Cooper and Sartorius, 1974). These authors 
have ebeen chosen for closer scrutiny because 
their criteria have generated the most important 
operationally oriented FRS research of recent 
yeams (Koehler, 1977). Their sets of definitions 
are all ultimately based on Schneider’s (1959) 
Clinical Psychopathology, and therefore must 
necessarily share many essential similarities. 
And yet, it is often enough phenomenologically 
irksome trying to reconcile their positions on 
whether a particular phenomenon is or is not 
to be regarded as of first rank quality. However, 
the same holds true when reading FRS views 
held by various German writers, including some 
of Schneider’s pupils (Koehler and Witter, 
1976), 

The primary contention of this paper is that 
the phenomenological difficulties encountered 
when comparing the FRS views of the above 
mentioneg English-speaking researchers can be 
traced to clearly demonstrable FRS descriptive 
discrepancies. It must be emphasized that the 
point at issue cannot be: Who has the right 
views on first rank symptoms? Such a question 
is meaningless. Rather, the point at issue must 
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be: Can divergent views on individual FRSs 
be documented or not? Thus, Tables I and II 
highlight the important areas of Anglo-American * 
phenomenological disagreement; however, 
Schneider’s (1971) views or those of other 
prominent German authors have not been 
formally interpreted and incorporated into the 
Tables. Hopefully what follows will redirect 
some attention to a systematic reappraisal of 
certain familiar phenomenological criteria. 


A Provisional First Rank Continuum 

For Kurt Schneider (1959, 1971) the primacy 
of first rank symptoms was not a theoretical 
matter but rather FRSs were regarded as 
primary only in the practical diagnostic decision- 
making sense. In fact, he stressed that he had no 
desire to speculate on a ‘common structure’ for 
all such phenomena. However, Schneider at one 
point did mention that those first rank symp- 
toms usually subsumed under the term passivity 
or made experiences might be viewed as due to 
a kind of ‘permeability of the ego-world 
boundary’, whereas first rank phonemes and 
delusional perception could not be understood, 
in the same light. 

In contrast to Schneider, some important 
German clinicians, apparently impatient with 
the Jasperian (1912a, 1968) static-descriptive 
approach to phenomenology, have attempted to 
understand some first rank phenomena in a 
more dynamic way (Matussek, 1952, 1953; 
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TABLE I 
q Passivity experiences; their interpretations as first rank symptoms of schizophrenia by various Anglo-American authors 
































Fish (1962, Mellor Taylor & Wing et al 
Passivity phenomena 1967, 1968) (1970) Heiser (1971) (1974) 

nfluenced thought + — re ad 

. Alienated thought (thought insertion) + + + +2 
Influenced impulses + —1 + O 
Alienated impulses -+ + aee O 

Influenced volit. acts + + $ -2 
Alienated volit. acts + ~ +4 O 
Influenced will ; O + = 

Alienated will + O + 43 
Influenced feelings + - + = 
Alienated feelings + + + + 
Non-shared thought broadcast ~ + + > 

Shared thought broadcast + + = + 
* Pure thought block -3 = O a 

Alienated thought (thought withdrawal) + + O de 4 
Influenced bodily sensations + + as 2 
Alienated bodily sensations + + + -t 





Plus indicates that the phenomenon actually seems to be or is assumed to be of the first rank. Minus indicates 

that it is not of the first rank. Circle indicates no easy interpretation possible (various reasons), 

} Part of their schizophrenic nuclear syndrome. s 

? Where a passivity phenomenon actually seems to be or is assumed to be the result of secondary elaboration 
of another experience, it is not given first rank status in this paper (see 4). 

* Thought block was for Fish, in contrast to Wing et al, an objective sign and not an experience. —_ 

* Apparently given first rank status although described as secondary, in the sense of an explanatory delusion, 
to ‘pure thought block’. 


Taste IT 


Sense deceptions and delusional phenomena: their interpretations as first rank symptoms of schizophrenia by various Anglo- 
American authors 





Sense deceptions 











+ Fish (1962, Mellor Taylor & Wing et al 
Delusional phenomena 1967, 1968) (1970) Heiser (1971) (1974) 

Pseudo-hallucinatory audible thoughts + - — +1 
Hallucinatory audible thoughts + + + — 
Pseudo-hallucinatory voices (arguing, 
e discussing, commenting) — - +? 
Hallucinatory voices (arguing, discussing, 

commenting) + + e+? 
Delusional notion linked to a perception ~ O O O 
Delusional perception + + + -42 


Plus, minus, and circle as in Table I. 
1 A part of their schizophrenic nuclear syndrome. 
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Conrad, 1957; Janzarik, 1959, 1968; Kisker, 
1960). Conrad (1957), in his monograph on 
acute schizophrenia, tried to demonstrate, on 
the basis of Gestalt psychological ideas, that 
dynamic phenomenological transitions between 
FRSs frequently occurred. Fish (1960) later 
reviewed Conrad’s views in this area and also 
pointed out their possible heuristic value (Fish, 
1961). . 

Indeed, as the writings of these last mentioned 
German authors imply, first rank and similar 
symptoms may interchange with one another in 
the dynamic manner they suggest. Obviously 
such so-called dynamic approaches represent 
theoretically biased continuum views whereby 
FR Ss are seen as more or less easily recognizable. 
Prégnanztypen on any such continuum. A study 
of their work, however, reveals a lack of 
operational sharpness in the definition of the 
individual FRS phenomena. 

Although the various psychological theories 
proposed offer solutions to the problems of 
FRS phenomenology they are not very practical 
in a clinical sense. For such a purpose a simpli- 
fied continuum with the main stress placed on 
the static-descriptive aspects of certain pheno- 
meng considered as arbitrary points seems more 
appropriate. Table III presents a possible 
scheme for use in clinical practice. It is im- 
petant to note that the definitions provided in 
this Table are meant only to serve as pro- 
visional phenomenological hints and make no 
claim to represent exhaustive criteria of such 
symptoms. 

The first rank continuum in Table IH is 
non-theoretical in the sense that no over- 
riding, non-clinical, psychological principle 
governs the arrangement of the phenomena from 
Fl to F12. Furthermore, the order of the 
arrangement does not imply any corresponding 
degree of severity nor does the arrangement 
mean that these phenomena actually inter- 
change with one another on a sort of dynamic 
sliding scale. Rather, the continuum suggested 
is best sgen as a clinical common-sense device 
for arranging first rank and FRS-like symptoms 
according to phenomenological principles. 

In this sense Table II can offer a provisional 
operational understanding of how the 
phenomena might be linked to one another. 


FIRST RANK SYMPTOMS OF SCHIZOPHRENIA 


Moreover the broken lines of Table III arbi- 
trarily divide the first rank continuum into three 
major phenomenological areas, which can 
conveniently be labelled the delusional, the 
passivity and the sense deception continua 
respectively. Although such a phenomeno- 
logical tripartite breakdown is meant to be 
theoretically and nosologically neutral, repre- 
sentatives of the dynamic school, such as 
Conrad (1957) and Janzarik (1968), view the 
progression of an acute schizophrenic illness in 
terms of severity from the delusional perception 
through passivity experiences to phonemes, 

As Strauss (1969) has aptly pointed out: ‘It is 
one thing, of course, to stress the need for 
describing, rating, and conceptualizing symp- 
toms on continua and yet another to describe in 
a simple and operational way the major factors 
that determine the position of an experience on 
these continua’. In other words, the components 
of any suggested operational definition for 
individual FRSs and similar symptoms repre- 
senting arbitrary points on a FRS continuum, 
in turn actually consist of many complex 
continua of their own. Theoretically, such 
phenomena are probably best viewed on the 
basis of a multidimensional model of psycho- 
pathological disorder. 

However, the criteria of any continuum meant 
to be actually used in routine clinical work must 
necessarily be more primitive by comparison. 
That this is so can be seen by the fact that in 
practice the arbitrary separation of the various 
FRSs is often made by means of rather simplified 
forced dichotomizations in the various areas of 
continua function considered phenomenologic- 
ally relevant. 

At first glance the arrangement of Table III 
might seem a sort of phenomenological pro- 
crustean bed. Of course it would be possible to 
tease our further distinct phenomena as arbi- 
trary points located on such an operational 
clinical continuum (e.g. alienated depersonali zation, 
positive-passive experiences of alienation). However, 
the arbitrary selection of the items in Table III 
represents the present author’s own bias as to 
what he considers to be relevant, Other writers 
might favour the use of a greater or lesser 
number of such phenomena, a different arrange- 
ment of them or another terminology. Neverthe- 


KARL KOEHLER 239 


Taste HI 
A provisional, phenomenologically oriented, non-theoretical, clinical continuum of first rank and associated symptoms 





Delusional Continuum 


Fl. Delusional mood (Wahnstimmung): The subject perceives something in the outside world and feels that 
something is ‘going on’ in the sense that he is more or less aware that something is happening to or in his 
familiar surroundings, that these may have specially or significantly changed in an odd, strange or 
puzzling way, but he is as yet not certain if or what or how this may be occurring. 


F2. Delusional notion linked to or provoked by a perception (Wahrnehmungsgebundener Wahneinfall) : The subject 
perceives something in the outside world and this triggers a special, signifieant relatively non-under- 
standable meaning of which he is certain and which is more or less loosely linked to the triggering 
perception; that is, the meaning is not contained within this particular perception itself. 

F3. Delusional perception (Wahnwahrnehmung) : The experience is like F2 except for the fact that the special, 
significant relatively non-understandable meaning is contained within, not merely linked to, the 
perception itself. 








Passivity Continuum 


F4. — Passivity mood (Beeinflussungsstimmung): The subject experiences that something is ‘going on’ in his 
inner world in the sense that he is more or less aware that something may be impinging upon the 
integrity of his self or aspects of the self, but he is not as yet certain if or what or how this may be 
occurring. 


F5. General experience of influence (Allgemeines Beeinflussungserlebnis) : The experience is like F4 but now the 
5 subject is quite certain that there is some general control or influence being exerted on him from 
without. 


F6. Specific experience of influence (Spezifisches Beeinflussungserlebnis): The experience is like F5 but now the 
subject is quite certain about which specific ego areas, for example HIS OWN thoughts, feelings and 
so on, are being controlled or influenced by an outside force. 


F7. Experience of influenced depersonalization (Beeinflussungs-Depersonalization) : This represents a combination 
of the more usual experience of depersonalization of the self or aspects of the self, such as thoughts, 
feelings and so on, with the above-mentioned specific experience of influence (F6). 


F8. Positive experience of alienation (Beeinflussungerserlebnis mit Ersatz-Qualitat): The experience is like F6 
but now the subject is quite certain of ‘positively’ experiencing completely alien or foreign thoughts, 
feelings and so on; that is, those that are definitely NOT HIS OWN have been imposed upon him from 
outside (e.g. thought insertion). - 


F9. — Negative-active experience of alienation (Beeinflussungserlebnis mit aktiver Verlust-Qualitat): The experi- 
ence is like F6 but now the subject is quite certain of ‘negatively’ being aware that he has lost HIS OWN 
thoughts, feelings and so on because they have been actively taken away from without (e.g. thought 
withdrawal}. 


F10. Negative-passive experience of alienation (Beeinflussungserlebnis mit passiver Verlust-Qualitat): The 
experience is like F6 but now the subject is quite certain of ‘negatively’ being aware that he has lost HIS 
OWN thoughts, feelings and so on because in some way they passively diffuse into or are lost to the 
outside world against his will (e.g. thought broadcasting). 





Sense Deception Continuum 


F11.  Pseudo-hallucinatory voices (Pseudohalluzinatorische Stimmen) : 

(a) The integrity of the ego areas is no longer experienced by the subject as being influenced or 
alienated from without, but rather he hears a voice or voices commenting on his actions, or voices 
arguing or discussing among themselves, and this experience takes place in his head, that is, in his 
inner world and not in external space. 

(b) Like Flla but now the voice or voices speak his own thoughts (Pseudo-hallucinatory audible thoughts or 
Gedankenlautwerden). 

F12. Hallucinatory voices (Halluzinatorische Stimmen) : 

(a) Like Flla but now the experience takes place not in his head but rather in external space, although 
there is no actual source for these voices in the outside world. 


(b) Like 12a but now the voice or voices speak his own thoughts. (Hallucinatory audible thoughts or 
Gedankenlautwerden). 
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less the phenomenological distinctions proposed 
in Table III and their corresponding terms 
appear useful not only in clinical work, but also 
for the provisional framework that they offer in 
order to conceptualize and compare various 
sets of FRS criteria. In the FRS discussions of 
the following three sections, the major sub- 
headings make use of Mellor’s more familiar 
terminology for eleveneSchneiderian FRSs; the 
corresponding analyses of the four sets of FRS 
criteria, however, are carried out in the light of 
the terminology and definitions suggested in 
Table HI. 


The Delusional Continuum 

Jaspers’ (1962, 1965) three basic criteria for 
delusional phenomena as well as his dichotomy 
of understandable, secondary delusion-like ideas 
or. notions (wahnhafie Ideen) and the non- 
understandable, primary delusion itself (echter 
Wahn), are well known. His breakdown of this 
latter phenomenon into delusional perception 
(Wahnwahrnehmung), delusional ideas (Wahn- 
vorstellungen) and delusional awareness {Wahn- 
bewusstheiten) was later abbreviated by Kurt 
Schneider into the delusional notion (Wahnein- 
falls and the delusional perception (Berner and 
Naske, 1973). However, Schneider (1971) had 
also described another largely neglected inter- 
neecliate phenomenon called the delusional 
notion linked to a perception (wahrnehmungs- 
gebundener Wahneinfall); furthermore, another 
experience, obviously secondary, called the 
delusion-like notion linked to a perception 
(wahrnehmungsgebundener wahnhafter Wahneinfall) 
can also be conceptually separated from this 
latter phenomenon (Koehler, 1976). 

The present writer, in agreement with Fish 
(1962; p. 121), regards the differentiation of the 
delusional notion provoked by a perception 
from a delusional perception itself as the crucial 
issue. Assuming that one does not subscribe to an 
extremely wide concept of schizophrenia, the 
clinical impression is that the former pheno- 
menon gften appears in both affective and 
schizophrenic disorder, whereas the latter 
symptom, when narrowly defined as in this 
paper, occurs much less frequently and then 
almost only in schizophrenia. In an attempt to 
clarify the distinction, Schneider (1971) offered 
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the following suggestion: in the case of the 
delusional notion linked to a perception the 
abnormal new meaning was only linked to 
(angekniipft) the perception but in the true 
delusional perception the abnormal meaning 
was contained in (beigelegt) the perception 
itself. Schneider’s German text and examples 
clearly demonstrate that the precise relationship 
of abnormal meaning to perception was a 
decisive criterion in such instances (Koehler, 
1976). 

In connection with a critique of some Present 
State Examination (PSE) criteria and the 
phrasing of some PSE questions relating to 
delusional phenomena (Wing et al, 1974), the 
example in the PSE glossary (pp. 153-4) of a 
delusion of reference was recently used as the 
point of departure to analyse further such 
phenomena in terms of the above-mentioned 
clinically crucial distinction (Koehler, 1976): 
(1) Did the fact that someone crossed his legs 
set off a train of associations that made you 
believe that other people thought you were 
homosexual? and (2) Did the crossing of the 
legs in itself contain the meaning that people 
thought this? Assuming that the symptom was 
not obviously secondary to some basic psychic 
phenomenon, especially to major mood change, 
then the so-called delusion-like notion linked 
to a perception can be dropped from con- 
sideration and one would opt for a delusional 
perception if the answer to the second question, 
or perhaps to both questions, were positive. On 
the other hand, if only the first question were 
answered affirmatively then a delusional notion 
linked to a perception would seem more likely. 
A more detailed consideration of this differ- 
entiation can be found elsewhere (Koehler, 
1976). 

Delusional Perception (Table II). As men- 
tioned, the essential distinction between the 
delusional notion linked to a perception (F2) 
and the delusional perception (F3) had been 
seen by Fish. In his book on schizophrenia 
(Fish, 1962; p. 121) he stressed the differential 
diagnosis from affective disorder and stated: 
‘Often it is difficult to be sure that a patient has 
a delusional perception . . > and in the next 
sentence we read: “Thus... in (some patients) 
an apparent delusional perception may turn 
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out to be... a sudden delusional idea provoked 
' by a perception’. Unfortunately, no, further help 
is then given for making this distinction in the 
concrete case. Moreover, there is no mention at 
all of the delusional idea provoked by a per- 
ception in the long discussion of delusional 
symptomatology in his monograph on schizo- 
phrenia (Fish, 1962; pp. 29-35), his Clinical 
Psychopathology (Fish, 1967; pp. 39-48) or in his 
article on the diagnosis of acute schizophrenia 
(Fish, 1969). 

In all these cited references, Fish pointed out 
the difference between the delusional perception 
and what he called the delusional misinter- 
pretation (Fish, 1962; pp. 30-1 ; 1967; pp. 40-1; 
1969; p. 42), whereby the latter was obviously 
defined in terms of a Jasperian secondary 
phenomenon; indeed, his delusional misinter- 
pretation is identical with the concept of the 
. delusion-like notion linked to a perception 
mentioned earlier (Koehler, 1976). Mellor, 
Taylor and Heiser and Wing and his co-workers 
(pp. 172, 214, 218), all appear to follow 
Schneider in defining delusional- perception 
(called primary delusion by Wing et al); all 
apparently stress the presence of a real per- 
ception and the special meaning connected with 
this perception. Although in all three definitions 
it is suggested that the delusional special 
meaning is somehow contained within the 
perception itself, no explicit statement is made 
regarding the exact ‘nature of the special 
meaning to perception relationship in the light 
of the distinction between the delusional notion 
linked to a perception and’ the delusional 
perception itself. i 

The Passivity Continuum 

The German terms for gelenkte, gemachte oder 
beeinflusste Erlebnisse have been variously trans- 
lated into English as mads, fabricated or passivity 
experiences: as well as by experiences of influence or 
glienation. In most instances, German and non- 
German writers use such terms interchangeably, 
seemingly not recognizing any phenomenologi- 
cal differences, or, when aware ‘of possible 
distinctions, failing to assign them any particular 
significance. It was therefore of interest that 
Taylor and Heiser’s (1971) list of FRSs clearly 
differentiated between what they arbitrarily 
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called experiences of influence and experiences of 
alienation. Influenced experiences were defined as 
those in which the patient knew that HIS OWN 
thoughts, feelings, impulses, volitional acts or 
actual somatic sensations were .controlled or 
imposed upon him by some external agency. 
In contrast, alienated experiences were described 
as the patient’s awareness, that thoughts, 
feelings and so on whereNOT HIS OWN in the 
sense that they were coming from an outside 
source. 

A further important phendmenon can be 
considered as intermediate between the in- 
fluenced and alienated experiences just mentioned. 
Thus, the subject may be aware of HIS OWN 
thoughts and feelings AS IF in some way they 
were NOT HIS OWN, while simultaneously 
experiencing that all this is due to some outside 
influence. This phenomenon seems to be a 
depersonalization experience, in which the 
patient experiences himself or aspects of the self 
as not belonging to himself, in combination with 
the experience that this is happening because of 
being controlled by an external source. Despite 
its clumsiness, the expression influenced de- 
personalization (F7) seems suitable for this 
experience. Fish’s (1967) term schtZofshrenic 
depersonalization cannot properly be used in this 
context since, conceptually, it actually 
encompassed all the passivity experiences urter 
discussion here. 

In his Klinische  Psychopathologie, Kurt 
Schneider (1971; p. 121) stated: ‘. . . dass die 
eigenen Akte und Zustände nicht als solche 
eigene, sondern als von andern gelenkte und 
beeinflusste erlebt werden’, and Fish (1967; 
p. 84) conveyed Schneider’s uncharacteristically 
vague German text regarding such passivity 
phenomena into English by stressing that the 
patient ‘was aware that his own thoughts, 
feelings and so on were being experienced .as 
being foreign or manufactured against his will 
by some outside influence. By closely analyzing 
the exact wording used by Schneider and Fish 
to describe the essence of these so-called specific 
schizophrenic ego disturbances, one could 
conclude that their criterion was vague enough 
to allow for phenomenological interpretations 
covering influenced experiences, alienated experiences 
and influenced depersonalization as already defined. 
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The attempt to break down Schneider’s and 
Fish’s description of passivity into various 
phenomenological components may seem like 
unnecessary hair-splitting; however, such dis- 
tinctions assume no little importance when one 
realizes that there are authors, as Table I shows, 
who separate some influenced experiences, as 
defined above, from the other ego disturbances 
and then proceed to dény the former ast rank 
status. 

For the most part, German writers have 
followed Schneider’s (1971) general position on 
the schizophrenic ego disturbances. However, 

. Jaspers (1965), in his: discussion of thought 
insertion, had actually foreshadowed the Taylor- 
Heiser dichotomy of influenced versus alienated 
experiences (Koehler and Witter, 1976). Un- 


fortunately, after breaking down the pheno- - 


menon of thought insertion into the influencing 
of the patient’s own thoughts from without and 
the more specific insertion of alien thoughts by 
an external agency, Jaspers failed formally and 
systematically to transfer these phenomeno- 
logical insights into other psychopathological 
areas. 

Recently, a provisional phenomenological 
breakdown, based on Taylor and Heiser’s 
influenced versus alienated differentiation, of 
ideally typical pathological ego disturbances 
into four main phenomenological areas lying on 
a passivity continuum has been suggested 
(Koehler and Witter, 1976). In the present 
paper, this latter clinical continuum view has 
been modified and extended into an arbitrary 
passivity continuum representing part (F4—-F10) 
of the first rank continuum shown in Table III. 

Thoughts Ascribed to Others or Thought Insertion 
(Table I). For Fish (1967; p. 39), the term 
thought alienation was a more general concept 
meant to cover thought insertion, thought deprivation 
(withdrawal) and thought broadcasting. He defined 
thought alienation as the subject’s experience that 
‘his thoughts are under the control of an outside 
agency, or that others are participating in his 
thinking a description obviously vague and 
wide enough to cover not only positive alie- 
nation of thought (F8), negative-active (F9) and 
negative-passive (F10) thought alienation (see 
‘later), but also the specific experience of 
influenced thought (F6). However, his descrip- 
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tion of thought insertion (Fish, 1967; p. 39) was 
clearly couched in terms of a positive experience 
of thought alienation (F8): ‘. . . he knows that 
thoughts are being inserted into his mind, and 
he recognizes them as being foreign and 
coming from without’. In defining thought 
insertion, Mellor similarly selected criteria 
unmistakably pointing to positive thought 
alienation (F8): the subject ‘experiences 
thoughts which have not the quality of being 
his own’ and complains that some external 
agency is imposing these thoughts. i 

Although Taylor and Heiser did not use the 
term thought insertion as such, they obviously 
distinguished between first rank experiences of 
specific influence of thought (F6) and first rank 
experiences of positive thought alienation (F8), 
the latter clearly equivalent to thought insertion 
as defined by Fish and Mellor. As for the more 
recent description of thought insertion given by 
Wing et al (pp. 160-1), it is no different since 
the criteria are also framed in terms of positive 
thought alienation (F8): the subject ‘experiences 
thoughts which are not his own intruding into 
his mind. The symptom is not that he has been 
caused to have unusual thoughts, but that the 
thoughts themselves are not his’. 


Thus, a sharp separation of thought insertion 
(F8) from influenced thought (F6) is obviously 
carried out. Interestingly, Wing and colleagues 
also rate positively for thought insertion in those 
cases where the patient, although quite certain 
the thoughts are not his own, does not as yet 
know that they originate from an external 
agency; this would therefore represent another 
of the possible intermediate experiences that 
could be placed on the passivity continuum. 


Made Impulses (Drives) and Made Volitional Acts 
(Table I). Fish’s (1967; p. 78) description of 
alienation of personal action (e.g. ‘his actions 
are under the control of some external power’ 
and ‘knows his actions are not his own and may 
attribute this control to . . .’) can easily be 
interpreted as covering not only specific 
experiences of influenced volitional acts (F6) but 
also positively alienated (F8) experiences in this 
area. It can be assumed that these broad views 
would also govern Fish’s position on influenced 
and alienated experiences of impulses and of the 
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will, phenomenological areas he apparently did 
not explicitly treat. 

The definition given by Mellor of made 
impulses is quite complex, appearing to combine 
an experience of positive impulse alienation 
(F8) with the secondary experience of an 
influenced volitional act (F6-like) : “The impulse 
to carry out the action is not felt to be his own, 
but the actual performance of the act is’, and 
‘the impulse is made by an external agency’. In 
contrast, Mellor’s position on made volitional 
acts, as it stands, clearly described a primary 
experience of influenced volitional acts (F6): 
the subject ‘experiences his own actions as being 
completely under the control of an external 

. influence’. ° 

Taylor and Heiser’ distinguished between 
specific influenced impulses and volitional acts 
(F6), on the one hand, and the positive alie- 
nation of impulses and volitional acts (F8) on 
the other. To cover the psychopathological 
area under discussion here, Wing et al (p. 167) 
introduced the expression delusions of control. 
Indeed, their definition remained quite narrow, 
being obviously formulated only in terms of 
positive alienation of the will (F8): the subject 
‘experiences that his will is: actually replaced by 
that of some other force or agency’. However, 
they also highlighted the various elaborations 
that this phenomenon might take on; for 
example, the patient may feel ‘even his bodily 
movements being willed by some other power’. 
Apparently, this latter elaboration represents a 
combination of an experience of primary 
positive alienation of the will (F8) with the 
secondary experience of influenced volitional 
acts (F6-like). 

Made Feelings (Table I). Fish’s (1967) views on 
made feelings are similar to those he actually 
held or can be assumed to have held on made 
volitional acts, impulses and will. Mellor 
apparently defined made feelings in terms of 
positive alienation of feelings (F8): the subject 
‘experiences feelings which do not seem to be 
his own’ and ‘thus they are attributed to some 
external source’. Once again, Taylor and 
Heiser sharply differentiated between influenced 
feelings (F6) and positively alienated feelings 
(E8). ca 

In the ninth edition of their Present State 
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Examination, Wing and colleagues made no 
mention of made feelings. However, one can 
probably assume that their views on thought 
insertion and made will (delusions of control) 
would also be applicable to made feelings; that 
is, they would most likely define the latter 
phenomenon as a primary. experience of 
positively alienated feelings (F8). 

Diffusion or Broadcastitg of Thoughts (Table I). 
Fish’s definition of this phenomenon seemed 
rather narrow: the subject ‘knows that as he is 
thinking everyone else is thinking in unison 
with him (Fish, 1967; p. 39),’ that is, he has ‘the 
certain knowledge that everyone else is partici- 
pating in his thoughts (Fish, 1962; pp. 28-9.)’ 
Apparently the actual sharing of thoughts 
remains an essential criterion in his description 
so that the mere diffusion of thoughts from the 
patient’s head would not suffice to merit a 
positive rating. At any rate, Fish’s concept of 
thought broadcasting represents an experience 
of negative-passive thought alienation (F10). 
Earlier, Fish (1962; p. 29) had also mentioned 
that thought broadcasting ‘may form the basis 
of the delusion that his thoughts are being 
read’. However, in a later discussion (Fish, 
1969), the primary-secondary roles of these two 
phenomena are apparently reversed, that is, 
thought broadcasting now appears to be the 
secondary explanation for thought reading. “7 

In contrast to Fish, Mellor’s definition of 
thought broadcasting was not as narrow in the 
sense that for him the criterion of actual 
sharing was not absolutely necessary: the 
subject experiences not only that ‘thoughts 
escape from the confines of the self into the 
external world’ but then ‘they may be experi- 
enced by all around’. This phenomenon, 
obviously, is also a negative-passive experience 
of alienated thought (F10). 

Taylor and Heiser separated thought broad- 
casting not only from all other general and 
specific experiences of influence (F5-++F6), but 
also from all other experiences of positive 
alienation (F8). In their example, a description 
of an initiating experience of influenced thought 
(F6) is also given, for they spoke of ‘the machines’ 
(from outside) being used to broadcast the 
patient’s thoughts; indeed, in this instance, 
thought broadcast is actually described in terms 
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of a secondary experience of negative-passive 
alienation of thought (F10-like). However, their 
formal definition of thought broadcast can be 
regarded in terms of primary ‘negative-passive 
thought alienation (F10): the subject has ‘the 
experience that as his thoughts occur they are 
escaping from his head into the external world’. 
It is also very important to note that for Taylor 
and Heiser the actual Sharing of the diffused 
thoughts was not considered an essential 
requirement for a positive rating. Moreover, 
their description of thought broadcast did not 
seem clearly to separate it from Peery 
audible thoughts (F12b). 

On the basis of their definition of thought 
broadcast or thought sharing, Wing and colleagues 
(p. 161) evidently considered pseudo-hallu- 
cinatory Gedankenlautwerden or audible thoughts 
(Fllb) as some sort of prior stage to thought 
broadcasting. As for their description of thought 
broadcast itself, this was clearly framed in 
terms of negative-passive thought alienation 
(F10). Indeed, their definition was as narrow as 
Fish’s concept since they also insisted that only 
when the subject actually experiences his 
thoughts being shared with others, irrespective 
of the mechanism, could a positive rating be 
made. As for delusions of thoughts being read, 
these, for Wing and his colleagues, could at 
timé@s represent a possible secondary elaboration 
of thought broadcast. 

Thought Withdrawal (Table I). Fish (1967; 
p.-39) defined thought deprivation (withdrawal) 
as an experience of negative-active alienation of 
thought (F9): the subject finds that ‘as he is 
thinking his thoughts suddenly disappear and 
are withdrawn from his mind by a foreign 
influence’. Of interest is the fact that for Fish 
(1967; p. 38) thought blocking was ‘an objective 
sign’, that is, an abnormality of expression or 
behaviour (Ausdruckssymptom) and not defined in 
terms of an experience (Erlebnissymptom). Thus, 
he suggested that thought deprivation was ‘the 
subjective experience of thought blocking’. 
These views become important when compared 
with those of Wing and colleagues on ‘pure 
thought block’ (see below). - 

Mellor also defined thought withdrawal in the 
sense of an experience of negative-active 
thought alienation (F9): the subject simul- 
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taneously experiences a cessation of his own 
thoughts and their being withdrawn by some 
external force. Surprisingly, neither Taylor and 
Heiser’s description of influenced thought (F6) 
nor of alienated thought (covering only F8 and 
F10) made any allowance for the pheno- 
menological possibility of thought withdrawal 
viewed as an experience of negative-active 
alienation of thought (F9). Indeed, they made 
no separate mention of thought withdrawal as 
had been the case with the separate listing of 
thought broadcast. 

Wing and colleagues (p. 162) used the 
expression thought block or thought withdrawal 
as if both components were merely different 
terms for the same phenomenon. In their 
descriptions, pure thought block, the experience 
of a sudden stopping of the subject’s own 
thoughts quite unexpectedly, was clearly sepa- 
rated from what they called the ‘explanatory 
delusion of thought withdrawal’, that is, the 
experience that ‘his thoughts have been removed 
from his head so that he has no thoughts’. This 
latter elaboration actually represents a secondary 
negative-active experience of alienated thought 
(F9-like); however, despite the obvious secon- 
dary nature of their description, the impression 
is still given that thought withdrawal is con- 
sidered to have primary first rank status (F9). 

Influences Playing on the Body or Somatic Passivity 
(Table I). In his discussion of bodily or somatic 
hallucination, Fish (1969) stressed that ‘one 
must make sure that the patient actually 
experiences bodily sensations as being produced 
by an external agency’. Unfortunately, he did 
not precisely distinguish between influenced 
(F6) and alienated (e.g. F8) somatic sensations; 
however, it will be assumed that for Fish both 
forms of experience would be acceptable as 
being of the first rank. 

In describing this phenomenon, Mellor also 
did not make it clear if the resulting bodily 
sensations, despite the external influence, were, 
still being experienced by the subject as his own, 
or were now experienced as being not his own, 
that is, as completely foreign sensations. Thus, 
Mellor’s definition of the phenomenon stated 
that the subject is ‘a passive . . . and reluctant 
recipient of bodily sensations imposed upon him 
by some external agency’, and it is stressed that 
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the perception is simultaneously experienced as 
being both a bodily change and externally 
controlled. Since he went on to concede that 
such bodily sensations might be due either to 
actually present abnormal physical sensations 
or to haptic, thermic or kinaesthetic hallu- 
cinations, Mellor appeared to be quite open to 
the experiential possibilities of influenced (F6) 
as well as positively alienated somatic sensations 
(F8). 

Although they included experiences of in- 
fluence of actual somatic sensations (F6) among 
their FRSs, Taylor and Heiser failed explicitly 
to mention that positive alienation in this 
area (F8) could also occur; however, on the 
basis of their influenced versus alienated dichotomy 
for related phenomena, it can be assumed that 
they would affirm this possibility for somatic 
sensations. In defining other hallucinations and 
delusional elaboration, Wing and colleagues 
(pp. 166 and 212) apparently differentiated 
between haptic hallucinations, (something seems 
to touch him but when he looks nobody is there), 
and the possibility of delusional elaboration of 
this hallucinatory experience. For example, such 
secondary elaboration could take either the 
form of an experience of influenced (F6-like) 
or of positively alienated bodily sensations 
(F8-like), a fact not specifically stated in the 
glossary definition. 


The Sense Deception Continuum 


In his classical papers on sense deceptions 
(Trugwahrnehmungen), Jaspers (1911, 1912b) 
stressed the distinction between true hallu- 
cinations and pseudo-hallucinations; his essential 
criteria were that the latter lacked concrete 
reality or substantiality (Leibhaftigkeit) and 
occurred within the patient’s head or mind, 
whereas the former were perceptions without an 
object being experienced substantially in objec- 
tive space. Schneider (1971) continued to 
conceptualize his first rank sense deceptions, 

*formally at least, as Jasperian true hallucin- 
ations; however, his concrete examples of 
audible thoughts appeared to be more like 
Jasperian pseudo-hallucinations. At any rate, 
the Jasperian position at the present time is not 
followed by most German-speaking psychiatrists 
(e.g. Bleuler, 1972), the tendency now being to 
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make the presence of insight (pseudo-hallucin- 
ation) or its lack (true hallucination), the main 
criterion of differentiation. Recently, there has 
also been some non-German criticism of 
Jaspers’ point of view (e.g. Fish, 1962, 1967; 
Hare, 1973) as well as some more positive 
renewed interest (e.g. Sedman, 1966a, 1966b). 
Audible Thoughts or Gedankenlautwerden (Table 
II). In his description ¢f phonemes, Fish (1962; 
pp. 35-6) apparently favoured a continuum 
view that ranged from the clarity of ordinary 
voices to the voices heard in the mind, the latter 
being called pseudo-hallucinatory. Indeed, Fish 
(1967; pp. 19-20), although clearly aware of 
the Jasperian distinction on sense deceptions, 
maintained (Fish, 1962; pp. 35-6) that ‘the 
pseudo-hallucination is purely of academic 
interest and has no prognostic or diagnostic 
value in schizophrenia”. One wonders why 
Fish (1969) felt it necessary to point out that for 
the diagnosis of acute schizophrenia ‘one should 
always get the patient to give examples of his 
hallucinatory experiences and to explain the 
origin of his voices. It is particularly important 
to be sure that the patient is not merely des- 
cribing very vivid auditory imagery’. Moreover, 
in describing Gedankenlautwerden in acute schizo- 
phrenia, Fish (1962; p. 24) said: the subjects can 
hear ‘their thoughts being spoken aloud as they 
think, and the voice which speaks their thoughts e 
may come from inside (Fllb) or outside 
(F12b) the head’. In contrast to Fish, Mellor 
clearly defined this phenomenon in the Jasperian 
sense of true hallucinations (F12b), that is, 
audible thoughts were sharply separated from 
inner voices, the latter ‘usually (being) forms 
of imagery, including pseudo-hallucinations’. 
Taylor and Heiser agreed on this point for in 
their terminology audible thoughts are con- 
sidered to be so-called ‘complete auditory 
hallucinations’, that is, ‘clearly audible voices 
coming from outside (F12b) the patient’s head’; 
thus, the latter are distinct from what they 
called non-schizophrenic auditory hallucin- 
ations, which are experienced ‘as coming from 
inside the head (inner voices)’. On the other 
hand, Wing and colleagues (p. 161) subsumed 
Gedankenlautwerden under thought broadcasting or 
thought sharing, as if audible thoughts were a 
primitive stage of thought broadcast. Their 
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formal definition clearly stated that the subject’s 
‘own thoughts seem to sound aloud in his head 
almost as though someone standing nearby 
could hear them’. Obviously, such a description 
implies a Jasperian pseudo-hallucination (F11b). 
In addition, for these workers (Wing et al; 
p. 162) thought echo (experiences his own thoughts 
as repeated or echoed, not just spoken aloud in 
his head) and thought gommentary (experiences 
alien thoughts in his head that-are in association 
with his own, or comment on his own) were 
apparently regarded as variants of Gedanken- 
lautwerden. l 

Voices Arguing and Voices Commenting (Table II). 
Fish’s (1967; p. 23) continuum position on 
phonemes (covering Fllab and F12ab), includ- 
ing voices arguing or discussing and commenting, 
has already been considered under audible 
thoughts. For Mellor, voices arguing or com- 
menting were ‘hallucinatory voices’, his 
examples amply demonstrating that concrete 
voices with no actual source of origin in objective 
space in the Jasperian sense (F12a) were meant 
to be sharply distinguished from inner voices. 

Taylor and Heiser also used their concept of 
complete auditory hallucinations, as defined 
above, for these voices (F12a), clearly separating 
them from their non-schizophrenic auditory 
hallucinations. Taking a broad stand on the 
matter, Wing and associates (p. 164) gave 
instructions that not only true hallucinations 
(Fl2a) but also pseudo-hallucinations (F1la) 
should be included when rating positively for 
such phenomena. 


Comment 

On examining the writings of important 
Anglo-American investigators of FRSs (Fish, 
1962, 1967, 1969; Mellor, 1970; Taylor and 
Heiser, 1971; Wing et al, 1974), it can be said 
that the boundaries of these phenomena are 
often viewed quite differently, sometimes being 
defined in wider and sometimes in narrower 
terms. At the risk of oversimplification, it seems 
that the clinician’s main options in judging the 
presence dr absence of FRSs boil down to the 
following dichotomies of narrow (= a) versus 

wide (= b) concepts of such symptoms: 
l. (a) Are only experiences of positive 
alienation (F8) .of thought (thought 
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insertion), of impulses, of volitional acts, 
of feelings and of somatic sensations to be 
considered of the first rank? (b) Or should 
experiences of influence (F6) in these 
areas also be rated positively ? 


2. (a) Is thought broadcasting as a negative- 
passive alienated experience of thought 
(F10) only first rank when the thoughts 
leaving the patient’s head are actually 
also shared with others? (b) Or does it 
suffice for a first rank rating that the 
thoughts must only diffuse out, sharing 
being immaterial ? 

_ 3. (a) Should the experience of thoughts 
ceasing in the patient’s head because of an 
external agency in the sense of a negative- 
active experience of alienated thought 
(F9) be considered as constituting thought 
withdrawal of the first rank? (b) Or 
should so-called pure thought block, . 
when clearly present as an experience, 
and not just as an objective sign, also be 
acceptable? 

4. (a) Are voices arguing or .discussing, 
voices commenting and audible thoughts 
only first rank when they are Jasperian 
true hallucinations (Fl2ab)? (b) Or 
should pseudo-hallucinatory experiences 
(Fllab) also be rated as having first rank 
quality? 

5. (a) Should one define the first rank 
symptom of delusional perception (F3) 
very strictly? (b) Or should the fre- 
quently occurring delusional notion linked 
to a perception (F2) also be acceptable as 
being a first rank phenomenon ? 

Whether wider or narrower views are 
considered acceptable remains purely an arbi- 
trary matter. However, the simple realization 
that such different interpretations are possible 
and actually do exist, is of no little importance. 
Thus, until a more generally binding agreement 
can be hopefully attained, two things seem’ 
essential .and should be demanded of all 
clinicians: 1. an unmistakably clear statement of 
their own personal first rank boundary criteria, 
and 2. a similar statement of the nosological 
bias they personally attach to these phenomena. 

This second point is particularly relevant 
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when one recalls that, for example, Kraepelin 
(1913), Leonhard (1968) and Berner (1977) 
in Europe, as well as somie modern American 
researchers (e.g. Winokur et al, 1969; Taylor 
and Abrams, 1973; Luria and McHugh, 1974), 
do not automatically give a schizophrenic 
weighting to first rank or first rank-like pheno- 
mena appearing in functional psychosis, especi- 
ally in the presence of strong affective clinical 
features. This seems, then, to be in contrast to 
the usual bias influencing the clinical practice of 
German Schneiderians (Koehler et al, 1977). 
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Monoamine Mechanisms in‘Chronic Schizophrenia: 


Post-Mortem Neurochemical Findings - 
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SUMMARY Dopamine and its metabolites homovanillic acid and 
dihydroxyphenylacetic acid, noradrenaline, serotonin and ies metabolite 
5-hydroxyindoleacetic acid, and tryptophan and its metabolite 
kynurenine have been assayed in 9 schizophrenic and 10 control brains, 
together with the monoamine-related enzymes tyrosine hydroxylase 
monoamine oxidase, dopamine-f-hydroxylase, and catechol-o-methyl- 
transferase. In schizophrenic brains dopamine, noradrenaline and 


serotonin were significantly increased in some areas of corpus striatum, : 


but there were no significant changes in enzyme activity or monoamine 


metabolite concentrations in any of the brain areas examined. The. 


findings are not consistent with theories that serotonin or noradren- 
aline stores are grossly depleted or noradrenaline neurones have 
degenerated, or that monoamine oxidase activity is abnormal, in 
schizophrenia, and provide no direct support for the hypothesis that 


dopamine neurones are overactive. 


Introduction 

Interest in possible disturbances of mono- 
amine metabolism in schizophrenia has been 
stimulated by observations that the clinical 
features of the amphetamine psychosis (Connell, 
1958) closely resemble those of acute paranoid 
schizophrenia. Amphetamines facilitate the 
release of both dopamine and noradrenaline 
from their stores in nerve terminals and the 
symptoms of the amphetamine psychosis are 
attenuated by drugs which are effective in 
schizophrenia (Gunne et al, 1972; Angrist et al, 
1974). Since such drugs are all effective dopa- 
mine antagonists (Miller et al, 1974; Clement- 
Cormier et al, 1974) and this action is well 
correlated with anti-psychotic potency, it has 
been suggested (Randrup and Munkvad, 1972; 
Matthysse, 1973; Snyder, 1973; Stevens, 1973) 
that there may be a primary disturbance of 
dopaminergic transmission in schizophrenia. 

Besides dopamine, there have been other 
monoamine theories of the neuro-humoral 
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defect. Gaddum (1954) and Woolley and Shaw 
(1954) suggested that there might be a de- 
ficiency of serotonin and more recently Stein and 
Wise (1971) attributed the ‘anhedonia’ or loss 
of affective ‘response to degeneration of the 
central noradrenergic pathways (e.g. the coerulo- 
cortical system) which may function as com- ` 
ponents of the central mechanisms mediating 
the response’ to rewarding stimulation (Crow 
ct al, 1972). On the basis of an observation 
(Murphy and Wyatt, 1972), still the subject of 
dispute’ (Owen ¢ al, 1976), that platelet 
monoaminé oxidase (MAO) may be reduced in 
schizophrenia, it has been held that a deficiency 
of one or more of the different forms of MAO 
(Johnston, 1968) located within central mono- 
amine neurones may be the chemical basis of the 
psychological disturbance. 

In this investigation, we attempted to assess 
these possibilities by applying ‘chemical tech- 
niques for assaying monoamines and their 
enzymes and metabolites to post-mortem brain 
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tissue, collected at autopsy from patients who 
had suffered from long-standing schizophrenic 
illnesses. 

Methods 
(a) Clinical material 

Patients with schizophrenia: Brains from patients 
with a hospital diagnosis of schizophrenia were 
received from a numbef of psychiatric hospitals. 
The case notes were studied and the brain was 
included in the sample only if the following 
operational criteria for schizophrenia were both 
satisfied: the symptoms could be included 
within the ‘nuclear syndrome’ of schizophrenic 
symptoms on the syndrome checklist of Wing et 
al (1974), and the-disease could be described as 
‘definite’ or ‘probable’ schizophrenia according 
to the criteria of Feighner et al (1972). Brains 
were excluded if there was a prior or family 
history of organic brain disease or serological 
evidence of luetic infection. Five patients were 
known to’ be receiving neurolepics shortly 
before their deaths. 

Controls: Control ‘brains were obtained from 
autopsies carried’ out in the Pathology Depart- 
ment of a ‘district general hospital. Samples 
were matched for age and sex with the patient 
population and cases in which there was 
evidence of cns disease were excluded. The 
range of causes of death, including myocardial 


TABLE I 


Mean age at death and sex of the two groups of subjects and 
storage times for the brains. Time at room temperature is the 
time before removal of the body to the mortuary refrigerator, 
time at 4°C is the rematning tıme before PES was 








carried out 
Schizophreni¢s Controls 
(n = 9) (n = 10) 
Age (years) .73.446.6(SD)  76.4+6.9 
Sex 4M, 5F 5M, 5F 
Time at room i 
temperatuge (h) 2.8+1.6 2.5+0.6° 
` ‘Time at 4°C (h) 55+ 31") 48 +22 
Duration of storage l 
297 +163 258 +100 





(days) 
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infarction, chronic heart disease, carcinomatosis 
and the complications of acute poisoning, was 
similar in the schizophrenic sample and controls. 

The mean age, sex ratio, time between 
death and storage at 4°C, time at 4°C before 
post-mortem and duration of storage at —40°C 
or lower were similar in the two groups (Table 
I). 

Storage and dissection: Brains were deep 
frozen (at —40°C), as soon as possible after 
removal from the cranium, in a polystyrene 
mould designed to retain normal brain shape. 
Cases in which the delay between death and 
refrigeration at 0-4°C was greater than six 
hours, or between death and autopsy was 
greater than 96 hours, were eliminated. 

For dissection, brains were removed from 
storage and allowed to reach —10°C to 0°C 
before they were cut into coronal sections at 
l-2 cm intervals, using a meat slicer (Krups 
type 370). Slices were placed on a foil covered 
cold plate and the areas were dissected accord- 
ing to the atlas of De Armond et al (1974). 
Tissue from each area was diced, mixed and 
stored at —40°C (or in liquid nitrogen in the 
case of later specimens) in screw-cap plastic 
vials. 

The nucleus accumbens is of particular 
interest in schizophrenia, but is not easily 
identified in the human brain. A region was 
dissected out which corresponded as closely as 
possible to the nucleus accumbens septi, as 
described by De Armond et al (1974). In 
practice, this was taken as that infero-medial 
portion of the corpus striatum which is rostral 
and ventral to the anterior commissure. The 
region dissected was limited to those three 
sections of brain rostral to the anterior com- 
missure. 


(b) Chemical techniques 

Dopamine and its metabolites : Homovanillic acid 
(HVA) and dihydroxyphenylacetic acid 
(DOPAC) were assayed by the gas chromato! 
graphic technique of Watson et al (1974). 
Dopamine and noradrenaline were assayed 
radiochemically according to Coyle and Henry 
(1973). 

Dopamine-B-hydroxylase (DBH), the enzyme 
which catalyses the final step in the synthesis of 


noradrenaline, was assayed by the single step 
radiometric method of Wise (1976), using 
tyramine as substrate. 

Catechol-o-methyl transferase (COMT) activity 
was assayed by the radiometric method 
described by McGaman (1965). 

Serotonin (5-HT), tryptophan and their metabolites : 
following homogenization in acid-butanol, tryp- 
tophan, 5-HT and 5-hydroxyindoleacetic acid 
(5-HIAA) were assayed using a modification 
(Joseph and Baker, 1976) of a previously 
described procedure (Curzon et al, 1972). 
Kynurenine was assayed in an aliquot of the 
dilute acid phase from this procedure by gas 
liquid chromatography (Joseph et al, 1978). 

Tyrosine hydroxylase (TOH) activity, was 
assayed by a tritium release method (Cicero et al, 
1972) as modified by Lerner et al (1977) using 
DMPH, as cofactor. 

Monoamine oxidase (MAO) activity was assayed 

° using serotonin (5-HT), benzylamine, tyramine 
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and dopamine as substrates by the radiometric 
technique of Robinson si al (1968). All assays 
were carried out with saturating concentrations 
of substrate. 

Differences between schizophrenics and con- 
trols samples were tested for significance in 
individual areas with 2-tailed ‘t’ tests. 


Results 

Dopamine and its metabolites homovanillic 
acid (HVA) and dihydroxyphenylacetic acid 
(DOPAC) were assayed separately in caudate 
nucleus, putamen and in nucleus accumbens 
(Table II). Dopamine concentrations were 
modestly increased in schizophrenic patients 
and this reached significance (P <0.05) in the 
caudate nucleus and putamen. There were no 
significant changes in HVA or DOPAC in any 
area. Noradrenaline concentrations, also meas- 
ured in these regions of the basal ganglia, were 
low (37-185 ng/g), but were significantly 


Taste II 
Monoamines in basal ganglia and related areas 





























Caudate Putamen Nucleus Accumbens Amygdala 
schiz. controls schiz. controls schiz. controls schiz. confrols 

DA ug/g 2.44+0.6* 1.2+0 1 2.1+0.3* 1 2+0.2 0.640.2 0.540 2 — — 
HVA ug/g 4.04+0.9 5.3+05 5.8+0.9 4.140.7 4.740.6 4 340.7 — — 
DOPAC ug/g 07403 11+0.3 0.6+0 0.6+0.1 1.5+0.1 1.9+0.2 — — 
NA ng/g 104+12 75415 119420"* 65410 131420 132430 — — 
COMT nmol/ 

mg protein/h 10 140.7 11.1409 82408 8.3+0.9 9.6+0.7 10.24+0.9 5.140.2 5.20.3 
tryp ug/g — — 17.7+1.3 15.0+1.4 — — — — 
kyn ng/g 738+157 615+141 — — — — 
5-HT ng/g — — 268 +22* 208414 — — — — 
5-HIAA ug/g — — 1060+151 922+94 — — — — 
MAO (nmol/mg protein/h) 

5HT 47+2 4742 4342 4441 7442 68+2 72+3 7144 

benzylamine 9243 8645 7544 85+4 1454+10 130+8 7143 76+3 

tyramine 145-45 145+9 133+7 1837+11 195411 189+7 183 +8 196+7 

dopamine 2842 30+1 20+2 17+2 513 5142 21+1 19+1 
TOH (n mol/g tissue/h) 


33.64+2.9 37 2+1.8 40.0+3 0 39 542.7 28 343 8 28.542.7 


values +1 SEM 





*p <0 05. ** p <0 001 


(DA—dopamine; HVA—homovanillic acid; DOPAC—dihydroxyphenylacetic acid; NA—noradrenaline; COMT— 


catechol-o-methyl transferase; tryp—tryptophan; 


kyn—kynurenine; 


5-HT—5-hydroxytryptamine; 5-HIAA—5- 


hydroxyindoleacetic acid; MAO—monoamune oxidase; TOH—tyrosine hydroxylase. (Assays were carried out only in 


those brain areas where values are given). 
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. increased (P .<0.001) in putamen in schizo- 
phrenics. 

Dopamine-ß-hydroxylase (the marker enzyme 
for noradrenergic neurones) was assayed in four 
areas of neocortex and hippocampus (Table ITI) 

' and was found to be closely ‘similar in all these 
areas in patients and controls. 
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Serotonin (5-HT) concentrations were in- 
creased by about 25 per cent in putamen 
(Table IT) (P <0.05), but not significantly in 
temporal cortex (Table III). The concen- 
trations of the serotonin metabolite (5-HIAA) 
were also increased in schizophrenic brain, but 
this.did: not reach statistical significance. The 


























° Tase III 
Monoamines in neo- and palaso~cortex 
Cortex Hippocampus 
Temporal Parietal -Frontal Occipital 
schiz. control schiz~ control schiz, control schiz. control schiz. control 
DBH (nmol/g 
tissue/h 26+3 2542 18+2 25+2 2543 2443 2743 2442 2343 2142 
COMT (nmol/ ` 
mug protein) 8 O42 2 EDD tna al LOB 8 E00 652] 05. 140.7 6.341. 0 9.7+0.7 10.241.2 
tryp ug/g 1341 12+2 — = — — — — — — 
kyn ng/g 584+112 460+118 — — — a —= = = = 
5-HT ng/g 83+9 7347 — — — — — — — — 
5-HIAA ng/g 250+27 231+38 — — — — — — — — 
MAO (nmol/mg 
protein/h) 
Substrates 
5-HT 413 3642 41+2 387+2 45+1 4442 49+3 56+5 7544 69+4 
benzylamine 4042 4342 3143 3042 4242 4142 4043 4644 89+4 82+5 
tyramine 944+6 100+7 89+4 97+5 112+4 12149 91+4 98+8 142+5 134+6 
dopamine 14+1 151 21+2 18+2 254+1 2842 26+1 30+3. 28+1 3242 
Values + 1 SEM 
(Asay were carried out only in those brain areas where values are given) 
TaLe IV 
Monoamines in diencephalon and brainstem 
-t 
Hypothalamus ' Thalamus S. Nigra Cerebellum 
schiz. control schiz.- control schiz. control schiz. control 
DBH (nmol/g tissue/h) 147417) 121412 — — — = — — 
COMT (nmol/mg , 
proteinfh) ~- 14.041.8 12.74+1.1 5.840.4 5.84+0.4 5.94+0.5 6340.7 6.2402 6.0+0.6 
MAO (nmol/mg protein/h) l ‘ 
Substrates 
5-HT, 70+4 + 8247. 4843 511 59+5 5642 3142 2548 
- benzylamine 117+6 131410 60+3 5944 63+3 58+4 1442 162 
tyramine 183+11 214414 11344 112+5 183+9 113+6 3542 3842 
dopamine 32+3 3443 27+1 . 2842 15+1 14+1 4+0.3 4+0.3 
Values +1 SEM 


(Assaya were carried out only in those brain areas where values are given) 
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concentrations of tryptophan, the precursor of 
5-HT, and of kynurenine, a tryptophan meta- 
bolite also found in brain (Joseph et al, 1978), 
were not significantly different in these two 
areas in patients and controls. 

Monoamine oxidase activity (Tables II to 
IV) was closely similar in patients and controls, 
using four substrates (5-HT, benzylamine, 
tyramine and dopamine) in fourteen different 
brain areas. 

Tyrosine hydroxylase (TOH) activity was 
similar in patients and controls in caudate 
nucleus, putamen and nucleus, accumbens 
(Table II). Catechol-o-methyl transferase 
(COMT) activity did not differ in patients and 
controls in fourteen different brain areas 
(Tables IT to IV). 


Discussion 


These findings fail to provide support for a 
number of current hypotheses of the neuro- 
chemical defect in schizophrenia—for example 
that dopamine release is in excess (Randrup and 
Munkvad, 1972; Matthyse, 1973; Snyder, 1973; 
Stevens, 1973), that serotonin (Gaddum, 1954; 
Woolley and Shaw, 1954) or noradrenaline 
(Stein and Wise, 1971) are depleted or that 
monoamine oxidase activity is decreased 
(Murphy and Wyatt, 1972). Of these theories, 
the dopamine hypothesis has been the most 
favoured, since there is now compelling evidence 
that the antipsychotic effect of neuroleptic 
drugs is related to their ability to block dopa- 
mine receptors (Crow and Johnstone, 1977; 
Johnstone et al, 1978a). There was a modest 
increase in dopamine concentrations (P <0.05) 
in the caudate nucleus and putamen, but the 
levels of the dopamine metabolite homovanillic 
acid (HVA), which may perhaps be taken as 
an index of turnover, were not increased. 
This is surprising in view of the fact that many 
.of these patients had been on neuroleptic drugs, 
which themselves increase dopamine turnover 
at least on acute administration. The finding 
conflicts with the dopamine neurone over- 
activity hypothesis of schizophrenia. CSF studies 
(Bowers, 1974; Post et al 1975) of unmedicated 
patients have also failed to reveal evidence of 
increased dopamine turnover. The modest 


increase in dopamine concentrations in corpus 
striatum may be secondary to drug adminis- 
tration, since such changes have sometimes been 
observed after chronic neuroleptic adminis- 
tration in animal experiments (O’Keefe et al, 
1970). An increase in dopamine in nucleus 
accumbens, rather than in striatum, as in the 
present study, in schizophrenia has recently 
been reported by Bird et al (1977). In the present 
study, noradrenaline (assayed along with dopa- 
mine) was also increased in the basal ganglia 
(Table II) and serotonin was increased in that 
area (putamen) in which it was assayed. How- 
ever, there were no significant differences in the 
concentrations of the serotonin precursor trypto- 
phan or the metabolites 5-HIAA and kynure- 
nine and thus no evidence of a gross change in 
turnover of serotonin. Thus, we have evidence 
of an increase in dopamine and serotonin in at 
least some areas of schizophrenic brain, without 
any evidence of a change in turnover of either 
amine. The explanation of the increased 
concentrations of monoamines found in some 
areas is obscure, but it seems possible that these 
changes may be secondary to the neuroleptic 
medication that many of. these patients were 
receiving at the time of their death. š 


The view (Stein and Wise, 1971) that in 
schizophrenia there is a degeneration of a 
central noradrenergic reward pathway (which 
might account for ‘anhedonia’) has already 
been challenged by an earlier study (Wyatt et 
al, 1975) of DBH (a marker for noradrenaline 
neurones) in post-mortem brains. It has been 
argued (Wise and Stein, 1975) that DBH 
deficits are to be expected in chronic non- 
paranoid patients. However, of the present 
sample, all but one of the schizophrenics would 
be classified as chronic non-paranoid. Thus, a 
deficit of DBH is unlikely to be a general finding 
in schizophrenia. 


There has been considerable interest in the 
suggestion that low platelet MAO activity 
‘might be a genetic marker for vulnegability to 
schizophrenia (Wyatt et al, 1973). However, 
whilst several groups have confirmed the initial 
finding of Murphy and Wyatt, 1972 (Meltzer - 
and Stahl, 1974; Zeller et al, 1975; Schildkraut 
et al, 1976; Domino and Khanna, 1976; Sulliv. 
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et al, 1977) others have found platelet MAO 
activity to be no different in schizophrenics 
from ‘controls. (Friedman et al, 1974; Shaskan 
and Becker, 1975; Carpenter et al, 1975; White 
et al, 1976; Belmaker et al, 1976; Owen et ‘al, 
1976). The most interesting implication of those 
studies with a positive finding is that the reported 
low activity of platelet MAO in schizophrenia 
might reflect similar deficits in brain. Apart from 
a minor regional difference reported by Utena 
et al (1968), however, there is little support for 
this view in the literature (Vogel et al, 1969; 
Domino et al, 1973; Schwartz et al, 1974; Wise 
et al, 1974) or from the present findings. There 
may be two types of enzyme in brain, each with 
a different substrate specificity—type A for 
which serotonin is a substrate and type B for 
which benzylamine is a substrate (Johnston, 
1968), tyramine being a substrate for both 
types. It has also been suggested that there is a 
specific monoamine oxidase for dopamine 
(Youdim, 1974). However, with none of these 
substrates was there evidence for a deficiency 
of enzyme activity in any of fourteen brain 
areas. 

The present findings fail to support any of the 
mongamine hypotheses of schizophrenia recently 
proposed and perhaps increase the interest of 
recent reports (Owen ¢ al, 1978; Lee and 
Seeman, personal communication) that there 
may. be abnormalities at ‘the postsynaptic 
receptor rather than in the presynaptic mono- 
amine neurone. However, the possibility cannot 
be excluded that there are sub-groups of 
patients, defined by particular clinical char- 
acteristics, who may show specific neurochemical 
changes in one of the parameters we have 
assessed. For example, patients with acute 
schizophrenia differ substantially from those 
with the defect state’and none of the former 
have been included in the present study. It may 
be possible to subdivide chronic schizophrenic 
illnesses into those with and without paranoid 
changes (Winokur et al, 1974) and those with 
and withput evidence of cognitive impairment 
(Crow and Mitchell, 1975; Johnstone et al, 
1976; Johnstone et al, 1978b). To study such 
variables, it will be necessary to have larger 
tissue collections and detailed assessment of 
pre-mortem clinical state. 
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A Method for the Study of Therapeutic Factors in 
Group Psychotherapy 


By SIDNEY BLOCH, JANET REIBSTEIN, ERIC CROUCH, 
PAULINE HOLROYD and JUDITH THEMEN 


SUMMARY A method is described for the study of therapeutic 
factors in group therapy in which patients and their therapists prepare 
brief reports at regular intervals about those events in treatment which 
they regard as important; these reports are then assigned by inde- 
pendent judges to a classification of therapeutic factors which has been 
specifically devised for this purpose. The feasibility, validity and 
reliability of the method are discussed and its potential application to 
group therapy research and training briefly mentioned. 


Introduction 
In this paper we report on a method for the 
study of therapeutic factors in group psycho- 
therapy. This method entails, first, the pre- 
paration of brief, written reports by patients 
and therapists about those events in treatment 
which they regard as important and, then, the 
independent assignment of these reports to a 
clearly defined and comprehensive set of 
therapeutic factors. This approach has been 
applied hitherto by only one research team 
(Berzon, Pious and Farson, 1963). Their method 
however suffered from a major limitation: 
insufficient definition and specification of criteria 
for assignment of the factors. 

Clear definition of therapeutic factors is a 
necessary condition for their systematic study. 
There have been various efforts to achieve this. 
Corsini and Rosenberg (1955), after a thorough 
review of the group therapy literature, identified 
nine categories of factors. Berzon and her 
colleagues (1963) delineated a similar number 
overlapping substantially with those of Corsini 
and Rosenberg. The culmination of these 
efforts is Yalom’s (1975) influential text in which 
twelve factors are described. Empirical studies 
designed to establish the relative importance of 
therapeutic factors for treatment have largely 
relied on these classifications. The methods 
used have included a Q-sort based on Yalom’s 
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factors (Yalom, 1975); a structured question- 
natire derived from this Q-sort (e.g. Maxmen, 
1973); and a minimally structured question- 
naire, ‘the most important event’, which is then 
coded into a predetermined classification of 
factors (Berzon et al, 1963). We believe, as is 
discussed later, that a variation of thise last 
method is best suited to the study of group 
therapeutic factors; we have therefore attempted 
to overcome deficiencies in the method formerly 
used, by preparing a detailed and compre- 
hensive classification of factors in such a way 
that it can be readily used as an instrument in 
process research. 


Method 

Patients 

Thirty-three patients were studied of whom 
18 were male and 15 female. Their average age 
was 27 with a range of 20 to 39. Twenty-seven 
were single, the rest married or divorced. Almost 
a third of the sample were professional or 
semi-professional, 11 were skilled workers, 
seven were students, one was a housewife and 
two were unemployed. The majomty had 
completed secondary education while about 
40 per cent had received college education or 
were college students at the time of the study. 
All the patients had been selected for long-term 
group psychotherapy and were diagnosed as 
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cases of either neurotic or characterological 
disorders. They were members of one of six 
out-patient groups each of which met weekly 
for 90 minutes, 


Therapists 


The six pairs of co-therapists consisted of 
1] trainee psychiatrists and one clinical psycho- 
logist. All of them weré supervised once a week. 
They had been trained to use a dynamic 
interactional model of treatment as described 
by Yalom (1975). Although they all had 
experience of individual psychotherapy, this 
was their first attempt at leading a long-term 


group. 


Procedure 


(a) The ‘most important event? questionnaire: 
The questionnaire reads thus: ‘Of the events 
which occurred in the last three meetings, 
which one do you feel was the most important 
for you personally? Describe the event: what 
actually took place, the group members involved 


TABLE I 


The ‘most important event’ questionnaire: Illustrative 
responses 





Patient 


I think that the most important event during the 
last three meetings was when I became the centre of 
attention of the group. I was asked by other members 
of the group to say what I was thinking and to tell 
them what my feelings towards them were—which I 
hadn't really done at all up to this point. Although I 
found this difficult I think I had some measure of 
SUCCESS, 

Not saying what I am thinking, and not expressing 
my feelings towards people is one of the major 
difficulties I have. 


Therapist 

When everyone pointed out to F. that he was not 
listening to what they said. R. had been talking about 
his difficulty in facing strange people, and F. seemed 
unable to listen and kept bringing it back to himself. 
A. and several others told him he often did this, and 
although be seemed a bit hurt by this, he also looked 
thoughtful. 

F. really seemed to learn something from this 
incident. He has been told before that he is not 
listening but this time it sank in, and what he said 
next time confirmed this. 
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and your own reaction. Why was it so important 
for you?’ Patients completed this at the be- 
ginning of every third group session from session 
six onwards, during the first six months of the 
group’s life. The task took about 15 minutes and 
sessions were extended to allow for it. Absent 
members received the enquiry by mail. 

Each therapist was given a similar question- 
naire but was asked to record, independently of 
his co-therapist, the event which he regarded as 
having been most important for each of the 
patients in his group over the same three week 
period. Table I shows typical responses on the 
questionnaire, one by a patient and the other 
by a therapist. 

The ‘most important event’ questionnaire was 
selected for the following reasons: it has been 
shown to be a useful source of information 
regarding patients’ perceptions of what is 
helpful to them in group therapy (Berzon et al, 
1963; Lieberman, Yalom and Miles, 1973); it is x 
relatively unobtrusive compared to therapeutic 
factor questionnaires such as the Q-sort (as 
used by, for example, Yalom (1973) and 
Maxmen (1973)); and it takes only a short time 
to complete. Administration at three-weekly 
intervals was planned because: more frequent 
submission might have proved too disruptive to 
the group; it was assumed that three weeks was 
a sufficient period of treatment for something 
of importance to occur; and that the patient 
and therapist would be able to recall reasonably 
well the events of three meetings. 


(b) Assignment ef ‘most important events’ to 
therapeutic factors: a manual of therapeutic 
factors was devised in order that responses on 
the ‘most important event’ questionnaire could 
be assigned to particular factors. The following 
steps were involved: 

(1) an extensive review was done of the 
literature on group therapeutic factors. 

a list of factors derived from this review 
was prepared. ° 
from analysis of this list and of the 
material we obtained from the ‘most 
important event’ questionnaire, ten fac- 
tors were identified. Some factors pre- 
viously described in the literature such as 
existentialism and family reenactment 


were excluded. This was in order to 
ensure that the factors were mutually 
exclusive and jointly exhaustive. Family 
reenactment was covered by another 
factor while existentialism has been 
described by one author alone (Yalom, 
1975) and did not appear to operate 
among the patients in the present study. 


(4) a clear definition and unambiguous 
criteria were set for each factor. Appendix 
1 shows the classification used; examples 
of ‘most important events’ reflecting 
each of the ten factors have been omitted. 
It will be noted in the classification that 
comments are included which point to 
distinctions between one factor and 
others closely related to it. 


(5) ‘most important events’ on which the 
research team could readily agree about 
assignment to factors were obtained 
from various sources to serve as examples 
for each of the ten factors. 


(6) provisional rules were formulated for the 
assignment procedure. 


(7) a pilot procedure was conducted in which 
three psychiatrists and one psychologist 
were trained in the use of the manual. 
They were given 30 ‘most important 
events’ to code and then asked to 
provide feedback as to the clarity of the 
manual and the adequacy of the rules. 
A number of changes were made as a 
result. 


(8) the revised rules were set as follows: the 
judge should scrutinize the manual 
frequently as he made his assignments; 
he should consider the ‘most important 
event’ report as a whole; and he should 
select only one factor, which best 
represented the emphasis of the ‘event’. 


Actual assignment; Three judges—two psych- 
*jatrists and one psychotherapist [E.C., J.T. and 
P.H.], all with experience of psychotherapy, 
were thoroughly trained in the use of the 
manual, They were given typical ‘events’ to 
assign following which their efforts were 
discussed with the research team [S.B. and 
J.R.], particularly any discrepancies between 
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them. This training procedure was repeated 
with a second set of ‘events’. The ‘most import- 
ant event’ reports derived from the sample of 
patients and therapists in the present study 
were then administered. The identification of 
patient or therapist was removed and the 
reports were submitted randomly with respect 
to the group they came from and to the time in 
the life of the group they had been completed. 
The judges made their assignments indepen- 
dently. 


Results and Discussion 


Is the method feasible, valid and reliable for 
the purpose of studying therapeutic factors ? 


(a) Feasibility—there was little difficulty in 
administering the ‘most important event’ 
questionnaire to either patients or therapists. 
Patients prepared their reports at the beginning 
of every third meeting and the task only took 
about 15 minutes. Therapists completed their 
questionnaires in one to one-and-a-half hours. 
At the first administration some patients were 
unclear about what constituted an important 
event and others claimed that nothing of 
importance to them had taken place during the 
previous three meetings. These patients’ were 
instructed to recall the content of the sessions 
and to choose an event which stood out more 
prominently than any other and which was 
relatively the most important in their therapy. 
We had anticipated difficulty with the term 
‘important’ and had considered asking for the 
most ‘helpful’ event. On balance, however, we 
opted for the less explicit enquiry in order to 
maximize the unobtrusive nature of the question- 
naire. Therapists manifested this problem less 
frequently, but some of them occasionally stated 
that they could detect nothing of importance 
for a particular patient. The preparation of the 
reports did not seem to affect group process in 
that none of the groups discussed the question- 
naire as a serious issue and therapists did not 
raise the subject in supervision. Rarely, the 
patient used the questionnaire as a ‘vehicle to 
express his anger or frustration, particularly 
when therapy was not progressing satis- 
factorily. 

Of the 496 reports collected, only 12 per cent 
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had to be excluded from the assignment proce- 
dure because instructions had been followed 
inadequately; a similar proportion of the 
rejected reports obtained for patients and 
therapists. Inevitably, some reports will ,be 
unusable because of the above difficulties. In 
the study by Berzon and her colleagues (1963) 
in which a similar though more explicit question- 
naire was used (it asked for the event which 
‘contributed most to you personally’) 26 per 
cent of the reports had to be discarded. 


(b} Validity—we have no direct means of 
assessing validity other than face validity. The 
three judges readily understood the task 
assignment and found that the manual made 
good sense. The definitions and criteria for 
each of the ten factors were clear and un- 
ambiguous to them. Occasionally they could 
not assign an event because there was little 
therapeutic about it. These reports were then 
discarded by the researchers. 


A classification of therapeutic factors presents 
methodological and theoretical problems. Al- 
though we tried to ensure that the factors were 
discrete, the judges found some distinctions 
awkward, e.g. catharsis vs. self-disclosure (in 
divulging highly personal information there 
could also be associated emotional release, 
bringing with it a marked sense of relief), or 
self-understanding vs. learning from inter- 
personal actions (the patient might discover 
something important about himself in the 
process of attempting to relate constructively 
within the group). We considered permitting 
the judges to select more than one factor for an 
event if this seemed appropriate, and to specify 
predominant and subsidiary factors. However 
the pilot study showed this approach to be 
cumbersome and it would have been impossible 
to assess reliability adequately. 

Another difficulty in relation to validity is 
whether the factors are jointly exhaustive. The 
ideal for systematic study would be to include 
all those elements common to conventionally 
practised*group therapy in the fewest possible 
factors. Immediate problems arise: self-under- 
standing as we have defined it is a rather diffuse 
factor and includes more than one dimension, 
such as the patient’s discovery of reasons for 
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particular behaviour and problems or his 
recognition of how he comes across to other 
group members. An alternative approach would 
be to differentiate various forms of self-under- 
standing, but this would have the disadvantage 
of leading to an excessive number of factors and 
to an unwieldly classification. A classification of 
factors rests in part on the model of group 
therapy used. Our classification matches most 
closely the model described by Yalom (1975). 
A therapist using a more psychoanalytically- 
oriented model would probably want more 
emphasis placed on an issue such as transference 
(in fact transference was subsumed under other 
factors in our classification), whereas an adherent 
of the Bion school might argue for the inclusion 
of factors concerned with the group as a whole. 
From our literature review, we believe that the 
classification described here is suitable for 
assessing the factors that operate in most 
conventional out-patient groups which tend to® 
use a here-and-now focus and which emphasize 
interaction between members as a vehicle for 
change. We have also intentionally avoided 
technical terms which in the past have been 
interpreted and used in many differing ways. 


(c) Reliability—this was more directly amen- 
able to testing than validity. In terms of per- 
centage agreement all three judges agreed in 
48 per cent of cases and any two of the three 
in 95 per cent. The agreement levels between 
the three pairs of judges were 61 per cent, 61 per 
cent and 65 per cent. Percentage agreement, 
however, does not take into account agreement 
that might occur by chance and to avoid this 
problem, the Kappa co-efficient was used 
(Cohen, 1960). The Kappa is a measure of 
interjudge agreement for nominal scales after 
chance agreement is excluded, with a range from 
-+1.00 to — 1.00 depending on the distribution 
of judgements. For each pair of judges, the 
Kappa co-efficients were 0.62, 0.52 and 0.60, 
all significant at the P <.001 level. Thus the 
reliability for the assignment task was most 
satisfactory. 


Conclusion 


The procedure of obtaining reports of ‘most 
important events’ and assigning them to a 
classification of therapeutic factors seems to us 
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to be a useful method in the study of group 
process. Its application to the present sample of 
patients and therapists proved feasible, face 
validity was reasonable, and interjudge agree- 
ment was high. One inherent advantage is the 
relatively unobtrusive character of the ‘most 
important event’ questionnaire. It permits the 
investigator to obtain information about factors 
from patient and therapist without restricting 
them to a structured questionnaire or instructing 
them in how to perceive therapy. In this 
study the respondents were patients and 
therapists, but the method could be extended to 
involve non-participant observers who would 
record ‘events’ for each of the patients. Another 
possibility would be the reporting by each 
patient of ‘events’ he regarded as important for 
all his fellow group members. 

The method has possible applications both in 
group therapy research and in training. A 
variety of basic research questions could be 
studied, e.g. what factors are emphasized by 
patients and therapists; do therapists and 
patients focus on different factors; does the 
focus vary with group development; which 
factors are related to outcome? We are currently 
investigating some of these issues. 

The method also has a potential place in 
training. For example, a group of neophyte 
therapists could be trained in the use of the 
manual and then be given typical ‘most 
important event’ reports to assign to factors. 
This exercise would enable the therapist to 
become more aware of the significance of 
various factors and to become sensitive to their 
application in treatment. Patients could periodi- 
cally record ‘events’ which would then be 
assigned by each co-therapist independently, 
with subsequent comparison and discussion. 
This would demonstrate, to the trainees, most 
concretely, what each of their group members 
was perceiving as important. 
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APPENDIX 


Classification of Therapeutic Factors: Manual 


Your task is to code each ‘important event 
provided by patients and therapists into one of the 
ten therapeutic factors, by using the definitions and 
examples of factors set forth in the Manual. 


Guidelines for Coding 


(1) Although you will have familiarized yourself 
with the Manual’s contents in training, it will be 
necessary to refer to the definitions and examples 
frequently while coding. Often you will have to make 
fine distinctions between factors—regular scrutiny of 
the Manual will help you to make these distinctions. 


(2) When deciding upon the factor to which you 
will assign an event, you should consider the entire report, 
as a unit. This is true even in cases in which the bulk 
of the report provides background information (such 
as placing the event in context). Do not focus 
exclusively on the respondent’s reason for selecting 
a particular event or exclusively on some key word or 
phrase in the report. 

(3) In coding, the guiding question is: ‘How is this 
event important for this particular patient?” (as opposed 
to for the group or for the therapist, for instance). 

(4) Although you may encounter reported events 
which could be assigned to more than one therapeutic 
factor, select only one factor, In the reported event, the 
patient or therapist will have put emphasis on some 
particular therapeutic significance of that event. 
Choose one factor which best represents this emphasis. 
You may indeed be helped in your decision by noting 
the respondent’s reason for selecting the particular 
event, 

(5) Some reports include accounts of the patient’s 
behaviour subsequent to the ‘most impostant event’ 
discussed, (This behaviour may be within the same 
meeting or in later meetings). These accounts should 
not be considered as new ‘important events’, but 
rather, should be treated as evidence substantiating 
the impact of the reported ‘important event’. 
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Catharsis 


The basis of catharsis is emotional release, i.e. the 
ventilation of feelings, either positive or negative, and 
about either life events or other group members, 
which brings some measure of relief. 


. 


This factor operates when the patient : 
— releases feelings (leading to relief) within the 
~~ group -— either of past or here-and-now 
material. s 
~~ expresses feelings, such as anger, affection, 
sorrow, and grief, (leading to relief) which have 
been previously difficult or impossible to release. 


Self-Disclosure 


The basis of self-disclosure is the act of revealing 
personal information to the group. It differs from 
catharsis which concerns the release of feelings and 
from learning from interpersonal actions which concerns 
the attempt to relate adaptively and constructively to 
other group members. 


This factor operates when the patient : 


— reveals information, about either his life 
outside the group or his past, or his feared, 
embarrassing, or worrisome problems, or his 
fantasies, which he regards as private and 
personal. 

— yeveals and shares personal information even 
though such revealing and sharing may be 
difficult or painful. 


Learning from Interpersonal Actions 


The basis of this factor is the attempt to relate 
constructively and adaptively within the group, either by 
initiating some behaviour or responding to other 
group members. More important than how the group 
members react is the patient’s effort to relate con- 
structively and adaptively.* 


This factor operates when the patient : 


— tries out new, potentially positive ways of 
initiating behaviour with other group members. 
These ways can include: 

— expressing oneself to other group members 
to clarify one’s relationship with them. 

—- making an explicit, overt effort to develop 
a more honest and open relationship with 
other group members. 


* (See self-disclosure to note differences between 
catharsis, self-disclosure and learning from interpersonal 
actions ; see also altruism to note differences between 
it and learning from interpersonal actions). 
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— expressing oneself in a more constructively 
assertive fashion. 

~~ expressing oneself to achieve closeness with 
other group members. 

— tries out new, potentially positive ways of 

responding to other group members: 

~- eg. with increased sensitivity or with 
appropriate acceptance of criticism. 


Universality 
This factor operates when the patient : 

— recognises that his problems are not unique to 
him. 

~~ perceives that other group members have 
similar problems and feelings and this reduces 
his sense of uniqueness. 

—- experiences the sense that he is not alone with 
his feelings and problems. 


Acceptance 
This factor operates when the patient : 

— feels a sense of belonging, warmth, friendliness 
and comfort in the group. 

— feels valued by other group members. 

— values the support that the group offers to him. 

— feels cared for, supported, understood and 
accepted by other group members. 

— feels unconditionally accepted and supported 
even when he reveals something about himself 
which he has previously regarded as un- 
acceptable. 


Altruism 


The basis of altruism is that the patient can feel 
better about himself, and/or learn Something positive, 
about himself, through helping other group members. 
Altruism differs from learning from interpersonal actions 
in that in his efforts to help other group members, 
the patient improves his self-image because he learns 
that he can be of value to them. Although learning 


from interpersonal actions may involve altruistic be- 


haviour, the therapeutic value lies in the patient's 
actions rather than in their effect on his self-image. 


This factor operates when the patient : 


— offers support, reassurance, suggestions or 
comments to help other group members. . 

— shares similar problems for the purpose of 
helping other group members, 

— feels needed and helpful. 

— can forget about himself in favour of another 
group member. 

— recognises that he wants to do something for 
another group member. 
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Guidance 
This factor operates when the patient : 

— receives useful information and instruction from 
the therapist about mental health, mental 
illness or general (not personal) psycho- 
dynamics. 

— receives explicit advice, suggestions, guidance 
about his problems from either the therapist 
or the other patients. 


Self-Understanding 
The basis of self-understanding is that the patient 
learns something important about himself. This can 
come about as a result of feedback (direct or indirect) 
and interpretation from other group members, both 
patients and the therapist. 


This factor operates when the patient : 

— learns something important about his behaviour 
or assumptions or motivations or fantasies or 
unconscious thoughts. 

— learns how he comes across to the other 
members of the group. 

—- learns why he behaves the way he does and how 
he got to be the way he is. 

— learns more clearly the nature of his problems. 


Vicarious Learning 
‘The basis of vicarious learning is that the patient 
experiences something of value for himself through 
the observation of other group members, including 
the therapist. 


This factor operates when the patient : 

— benefits by observing the therapy experience of 
another patient. 

— identifies with another group member to the 
extent that the patient benefits himself from 
the other member’s therapy experiences. 

— recognises some positive aspect of the behaviour 
of the therapist, or of other patients, to imitate. 

— can find models in she positive behaviour of 
other group members (including the therapist) 
toward which he can strive. 


Instillation of Hope 


The basis of instillation of hope is that the patient 
gains a sense of optimism about his progress, or 


_ potential for progress, through his treatment in group 


therapy. It differs from vicarious learning in which the 
patient sees how other group members improve. In 
instillation of hope the patient sees that other group 
members improve. . 


This factor operates when the patient : 

— sees that other group members have improved 
or are improving. 

— sees that the group can be of help to its mem- 
bers in working towards their goals. 

— feels optimistic about the group’s potentjal for 
help. e.g. ‘I am hopeful that, or feel that, the 
the group will help me; I can see that the 
group is taking me somewhere’. 
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The Validity of Addict Notifications 


< By JOY MOTT and JOHN MACMILLAN 


SUMMARY Two representative samples of males first notified as 
addicts during 1969, one by hospitals : and the other by penal establish- 
ments, were followed up for five years. It was found that 95 per cent of 
the hospital sample, but only 30 per cent of the penal sample, were 
addicted to opiates at some time during this follow-up, as judged by 
Home Office records. Notification may depend as much upon the 
setting and circumstances in which doctors see their patients as on 
their clinical judgement of a ‘notifiable’ case of addiction. 


Introduction 


During the early 1960s there was a rapid 
increase in the number of non-therapeutic 
opiate (mainly heroin) addicts in the United 
Kingdom who became known to the Home 
Office. The situation at the time has been 
documented by Spear (1969) and others. 
Following the recommendations of the second 
Braim Report (1965), the Dangerous Drugs Act 
1967 was passed. This Act enabled regulations 
to be made which restricted to doctors licensed 
by the Home Secretary the prescribing of heroin 
and cocaine to addicts. At the same time special 
out-patient drug treatment centres were set up, 
usually attached to National Health Service 
hospitals, and the majority of prescribing 
licences were issued to doctors working in these 
centres. 

Under the 1967 Act doctors had to notify the 
Chief Medical Officer of the Home Office of 
patients they considered to be, or suspected 
were, addicted to certain controlled drugs, 
including heroin, morphine and methadone. 
The Notification Regulations provide a de- 
finition of an addict as a person who ‘as a result 
of repeated administration (of one or other of 
the specified controlled drugs) has become so 
dependent upon the drug that he has an 
overpowering desire for the administration of it 
to be continued’. Since 1968, when both the 
Supply and Notification Regulations came into 
force, the number of persons so notified has 
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formed the basis of the annual statistics of 
addiction in the United Kingdom. The numbers 
of new cases notified to the Home Office from 
1969 to 1976 are shown in Table I. 


Interpretation of the significance of these 
figures must take into account, firstly, how 
reliably they reflect the number of new cases 
which meet the criteria described in the 
Notification Regulations; and, secondly, their 
validity in indicating people who will show 
some evidence of addiction during a finite 
follow-up period. Studies of notification practice 
have so far been concerned with reliability, 
particularly with sources of underestimation 
(Woodside, 1973; Watts, 1973; Smart and 
Ogbourne, 1974; Bishop st al, 1976; Ghodse, 
1977). Information on validity is also needed, 
not least because without it the evaluation of 
the effectiveness of treatment would be difficult. 
_ The aim of the present study was to examine 
whether the two main sources of new notifica- 
tions of addicts during 1969—hospitals and 
penal establishments—were drawing from simi- 
lar populations. The study was planned to 
compare the clinical, social and criminal 
characteristics of a representative sample of men 
notified by each of these sources and to examine 
the relationship between their licit opiate-using 
and criminal histories during a five year 
follow-up period. Mott (1978) has already 
reported on the criminal aspect, while the 
extent of opiate use over ‘this period by the 
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Tase I 
Persons newly notified to the Home Office as addicts by source of notification 
Penal General practitioners Total 

Year Hospitals establishments and other doctors (100%) 

f No. % No. % No. % No. 
1969 468 45 398 39 164 16 1030 
1970 308 43 293 4l 110 e 16 711 
1971 404 52 264 34 116 13 774 
1972 466 58 228 29 105 13 799 
1973 430 53 218 27 159 20 807 
1974 436 50 229 26 209 24 874 
1975 398 43 274 30 250 27 922 
1976 416 42 290 30 279 28 985 





These figures relate to the United Kingdom and include non-therapeutic, therapeutic and ‘professional’ 


cases of both sexes: foreign nationals who were temporary residents are excluded. 


Source: Home Office Statistical Department. 


two samples is described here; it provides some 
. evidence of the validity of new notifications 
made during 1969. 


The Samples 


We found from the Home Office Drugs 
Branch Addicts Index that during 1969 384 men 
were first notified by hospitals and 381 by penal 
establishments, the great majority using heroin. 
We drew from the Index one-third random 
samples stratified by age, yielding 128 hospital 
cases and 127 penal cases. Men known to the 
Home Office before 1969 (30 and 7 respectively), 
and foreign nationals recorded as transients or 
deported shortly after notification (3 in each 
sample) were excluded, so that the hospital 
sample finally consisted of 95 men and the 
penal sample of 117 men. 

For both samples we extracted from Home 
Office records information on _ renotifications, 
prescriptions for opiates, and deaths during the 
five years following first notification. We 
estimated the duration of periods in custody or 
in Special Hospitals from details made available 

, by the Criminal Records Office of New Scotland 
Yard. 


Results 
Table II shows that nine of the men in the 
hospital sample (9 per cent), and none in the 
penal, had died during the follow-up period. 


The deaths of two of the nine men were not 


directly associated with opiate use (one died of 
natural causes and the other in a motor acci- 
dent), while seven men were recorded as dying 
of poisoning by either opiates or barbiturates or 
both. 

Excluding the dead, 82 per cent of the 
hospital sample and 25 per cent of the penal 
had some record of prescriptions for opiates 
during the five years following their notification 
as addicts. There was no significant difference 
between the proportion in each sample who 
were still in receipt of prescriptions at the end 
of the follow-up period, 58 per cent of the 
hospital sample (45 of 78 men) and 66 per cent 
of the penal (19 of 29 men). These proportions 
are similar to the 53 per cent of surviving heroin 
addicts still in receipt of prescriptions for opiates 
after six years reported by Thorley et al (1977). 

Of the 88 men in the penal sample who had no 
record of prescriptions for opiates during the 
follow-up period, 22 were renotified only by the 
establishment in which they served a custodial 
sentence immediately after the period of remand 
during which they had been notified, and none 
were renotified after release, or later convicted 
of offences involving opiates; a further 6 men 
were convicted of offences involving opiates, 
and one was renotified by a penal establishment. 
Of the 8 men in the hospital sample who were 
never prescribed opiates, 4 were convicted of 
offences involving the drugs and were not 
renotified. Thus, there were 4 men in the 
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hospital sample and 60 in the penal sample 
who were never prescribed opiates or renotified 
or convicted of offences involving the drugs in 
the five-year period. 

Table III shows that the difference in lieit 
opiate use between the penal and hospital 
samples cannot be because the former had 
considerably less time at liberty to seek pre- 

. 
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scriptions. In the first two years of follow-up, as 
well as for the total period, the mean time at 
liberty (i.e. not in custody or in a Special 
Hospital) for both samples, and for the ever 
and never prescribed groups within in each 
sample, did not difer markedly. The minimum 
period at liberty was 22 months for the hospital 
sample and 13 months for the penal. 
































Record of prescriptions during the five a) Ga for men notified from hospital or prison 
Sample = 
Hospital Penal E Total 
No. % No. % No vA 
Prescribed opiates:; 
(a) in virtually continuous receipt of pre- i 
scriptions 45 47 1S 16 64 30 
(b) no record of prescriptions during years 4 
and 5 and not in continuous custody 33 35 10 9 43 20 
(©) died during follow-up period 9 9 è 0 9 4 
Total ever prescribed 87 92 29 25 116 55 
Neveaprescribéd opiates 8 8 8E 75 96 45 
95 117 212 


Total 








Taste IH 
Mean number of months at liberty during the five year follow-up period 








Prescribed opiates in 5 years 








Ever Never 
Re-notified once Not re-notified 
Length of follow-up Sample* and/or convicted or convicted of 
of an offence an offence 
involving opiates involving opiates 
Hospital 19 21 22 
First 24 months 
Penal 16 13 14 . 
e. 
Hospital 51 49 53 
Total 60 months 
Penal 43 39 43 





* See Table II for the number of men in each sample who were ever or never prescribed opiates during the 


follow-up period. 


Discussion 

Blumberg (1976) noted that most regular 
opiate users eventually approach a hospital 
treatment centre and are prescribed opiates at 
some time. Stimson et al (1977) found, on the 
basis of hospital prescription records and 
interviews with former treatment centre patients, 
that regular opiate use was rare amongst those 
living in the community who ceased to attend 
treatment centres. As only 25 per cent of the 
penal sample were ever later prescribed opiates, 
and there was some indirect evidence of illicit 
use for a further 5 per cent (six men with 
convictions for offences involving opiates, one 
of whom was renotified), it therefore seems 
likely that at most 30 per cent of this sample 
were addicted to the drugs at some time during 
the follow-up period. The comparable pro- 
portion in the hospital sample was 95 per cent: 
87 men were prescribed opiates at some time 
and 4 were convicted of offences involving the 
drugs and not renotified. 

Three explanations for this highly significant 
difference between the samples may be sug- 
gested. An enforced period of abstinence in a 
custodial institution at an early stage in their 
opiate-using histories may have cured some of 
the penal cases of their addiction. Or they were 
able to obtain supplies of opiates exclusively 
from illicit sources over the five years. Alter- 
natively, they were not actually addicted to 
opiates when they were first notified, although 
they might have misused the drugs. 

Although the first explanation seems possible, 
there was no significant difference between the 
proportions in the ever and never prescribed 
groups given custodial sentences for the offences 
which brought them to notice, 72 and 68 per 
cent respectively, and similar proportions were 
sentenced to detention centres, borstal training 
or immediate imprisonment. d’Orban (1974), 
for a sample of women identified as addicts while 
in custody, also found that no form of court 
Sentence was associated with absence of a 
record of prescriptions for opiates during a 
four-year follow-up period. Further, it is 
difficult to argue that the 70 per cent of the 
penal sample for whom there was no evidence 
of opiate use over five years should be assessed 
as ‘former addicts now off opiates’. This would 
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be considerably in excess of the 36 per cent 
found by d’Orban (1973) for a female penal 
sample not renotified or prescribed opiates over 
four years. It is also considerably greater than 
the 25 per cent assessed as ‘off opiates’ at the 
end of a 6 year follow-up by Chapple et al 
(1972) among 108 patients who had received 
prescriptions for the drugs at some time during 
the period. è 

The explanation that 70 per cent of the penal 
sample obtained supplies of opiates solely from 
illicit sources over five years without being 
convicted of an offence involving the drugs is 
also possible but unlikely. During a two year 
follow-up Mott and Taylor (1974) found that 
73 per cent of a sample of men had been 
convicted of offences involving opiates, while 
the majority were in receipt of prescriptions for 
the drugs. It is likely that users already known 
to the police as a result of notification* and 
relying exclusively on illicit sources would have 
been at even greater risk of conviction for such 
offences. Of the 88 penal cases who were never 
prescribed opiates, only 6 were convicted of an 
offence involving the drugs during the follow-up 
period. 

There was no evidence of opiate addiction at 
follow-up for 70 per cent of the penal sample 
compared with 5 per cent of the hospital 
sample. The most plausible explanation that 
can be offered for this finding is that the criteria 
for notification varied between doctors working 
in the two settings (and might also have varied 
between doctors working in the same setting). 
No data were collected on the criteria used to 
notify particular individuals, but Smart and 
Ogbourne (1974) found, for some hospital 
treatment centres between 1970 and 1973, that 
there was a practice not to notify patients for 
whom addiction might reasonably be suspected 
unless they were taken on for treatment. 

Certainly the circumstances under which 
prison medical officers see inmates, particularly 


* Up till 1975 the police were given information about 
the identity of notified addicts because they needed to take 
account of this for their routine checks of pharmacists’ 
records of prescriptions dispensed for controlled drugs 
(Hansard (House of Commons) 20 February 1968). Since 
then, after the end of our follow-up study period, the 
police have only been informed about individual addicts 
if they asked for the information. 
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when the men are on a short period of custodial 
remand before trial or sentence, as 65 per cent 
of the penal sample were, may make it difficult 
to assess the mens’ histories of drug misuse. The 
men may exaggerate or minimize their use of 
drugs in the hope of mitigating sentence, while 
the medical officer will usually have neither the 
time nor the facilities for close observation and 
assessment of doubtful eases. He is unlikely to 
treat the prisoner for any length of time, and 
even if he does he will not prescribe opiates 
except during withdrawal treatment. The doctor 
working in a treatment centre will be more 
experienced in dealing with opiate users, he will 
be concerned with their long-term treatment, 
and he will have the opportunity and the 
resources to assess their claims of drug use and 
continuing need. Further, opiate users who 
approach hospitals do so voluntarily, unlike 
those notified by penal establishments, and may 
therefore be more likely to co-operate with 
diagnostic procedures; although it has been 
suggested by Boyd (1972) and Blumberg ef al 
(1974) that lengthy periods of assessment and 
the hospitals’ policy of prescribing methadone 
may discourage some users from continuing to 
attend. 

No data were collected here on the criteria 
used in the decision to notify the men to the 
Home Office, but it is apparent that further 
research is needed into notification practice. 
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Deviancy, Delinquency and Drug Use* 


By D. S. BELL and R. A. CHAMPION 


SUMMARY A system for monitoring drug use was based on the data 
from annual surveys of two contrasting population groups, a general 
.cross-section of young people and a cross-section of antisocial deviants. 
Correlation of deviancy and. drug use established that drug use, both 
‘licit-and illicit, was more extensive among those who suffered parental 
. deprivation, whose -parents were divorced or, separated, who had 
psychiatric illness and particularly those who had committed anti- 
social acts. The degree of. antisocial deviancy. correlated with the 


: extent of drug use. 

. Introduction 
The one feature which more than any other 
° tends to characterize the heavy user of drugs is 
deviancy, and particularly antisocial deviancy 
such as delinquency and criminality. Mani- 
festations of deviance are found to predate the 
the onset of the excessive use of licit drugs, for 
example, alcohol (Edwards et al, 1972) as well 
as of illicit drugs: (Chein et al, 1959; Gordon, 
1973; James and d’Orban, 1970), in which case 
they include high’ rates of prior psychiatric 
disturbance, a family history of psychiatric 
illness, disturbed relationships within the family, 
separation from parents, truancy, school failure 
and work instability (Hawks, 1970). Similar 
characteristics, many clearly present’ before 
use began, are true of groups studied in 
Australia (Bell, 1971a; Foenander, 1943; Rosen- 

berg, 1969a, 1969b, 1971). . 
` The finding of a relationship beween drug 
use and deviancy has been established for many 
different drugs, population samples and coun- 
tries (Black, 1975; Buikhuisen and Timmerman, 
1972; Callan and Patterson, 1973; Connell and 
Thorn, 1971; Craig and Brown, 1975; d’Orban 
“1974; Goldberg, 1972; Haastrup and Thomsen, 
1972; Kosviner et al, 1974; McKay et al, 1973; 
Mott, 1972; Robins and Murphy, 1967; 
Smart and Jones, 1970; Vaillant, 1970). Ir a 
* The project was funded by the National Health and 


Medical Research Council and The Health Commission 
of New South Wales, Australia. 


group such as physicians, in which a history of 
previous criminal convictions is largely ex- 
cluded, the occurrence of addiction is preceded 
by all the other features noted above (Modlin 
and Montes, 1964). The corollary also holds, 
namely that deviant groups have a dispro- 
portionately high involvement with drugs, for | 
example, psychiatric patients (Linn, 1972; 
Shearn and Fitzgibbons, 1972) and delinquent 
boys (Noble, 1970) or girls (Noble ct al, 1972). 
Before planning intervention a primary need 
is to identify the population groups at risk 
(Smith, 1973), a principle which applies 
particularly to drug use (Hawks, 1971; Smart, 
1974). As part of a plan for a drug dependence 
service in New South Wales (Bell and Rowe, 
1971), a system for monitoring drug use in the 
community was developed (Bell et.al, 1975), 
using an approach’ which concentrated on 
antisocial behaviour -to identify the ‘risk’ 
population sub-groups, with the prediction that 
these would be more likely to use illicit drugs 
and to use to excess. The correlations to follow 
analyse the factors associated with drug use by 


the deviants, not only those in the ‘risk’ group 
` but also deviant individuals identified in the 


general population group. 
Methods 
A self-administered multiple choice question- 
naire used for all respondents obtained a wide 
range of information, including attitudes to- 
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wards the- drugs and details of quantity and 
frequency of use. The drugs were divided into 
eight categories presented in random order 
and defined in ’the questionnaire. as follows: 
Marihuana, e.g. pot, hash; Pain-killers, . e.g. 
aspirin, Aspro, A.P.C., Bex (compound anal- 
gesics); Tobacco, e.g. RA pipes; Nar- 
cotics, e.g. morphine, heroin; Alcohol, e.g. beer, 
wine, spirits; “Sedatwes, e.g. sleeping <pills, 
barbiturates,’ Relaxa: Tabs (a° bromureide); 


Hallucinogens, e.g. acid (LSD) or similar drugs: - 


such as mescaline; Stimulants, ‘e.g. speed, pep 
pills, cocaine. The forms of deviance probed by 
the questions ` were parental’ discord, séparation 
from either parent, psychiatric illness and’ anti-: 
social behaviour, ‘ranging’ from ‘truancy’ `to 
being sentenced to confinement in an institu- 
tion. The details are described by- Bell et al 
(1975). 

Anonymity and confidentiality were stressed 
in the method used for. administering the 


dusstonnare; ually es trained menpe of . 
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the team to groups of 30 to 40 people. ee 
naires were rejected if they lacked essential 
information on drug use or if the, responses 
showed. . stereotyped repetition and serious 
inconsistencies. Less than 3 per cent were . 
rejected, most of these, because they were 
incomplete. Pilot trials established that the - 
forms were comprehensible to unskilled workers 


‘and that -the Bependents were‘in the main 


truthful. - > i E 

‘Two types of opinen were’ sampled in 
three! annual surveys from 1971 to 1973. The 
‘risk’ groups ‘consisted of prisoners entering ` 
‘jail in each year, delinquents in institutions and 
probationers, who were surveyed only in 1972 
and: 1973: The general population groups were 
representative of the age groups ‘from 15 to 19 
years, consisting of school and technical college’ 
students and trainee nurses (Table [). 


Observations | od 
To establish the ESPORTE between drug 


- TABLE a 
_ Characteristics of each sample in 1973 











Previous 


























‘All deviant groups 


SRN Median Parents 
; - Sex ratio - age |. psychiatric. divorced or 
Sample Number M: F (years) illness separated 
Form 4 E 3,370 51: 49 15.5 5 11.1 7.7. 
-Form6 ' " : © a 1,844 55: 45,- 17.5 10.7 . _ 6.8, , 
All school students . - 5,214 53 :, 47 16.5 11.0 7.4, 
Trade courses’. 589 100:"?. -0 19.5 5.5 9.3 
Day matriculation 370 62 : 38 20.0 T9 12.5 
Art school l 171 44 : 56 20.0 8.8 _ 13.9 
All college students | 1,130 ‘79: 21 19.5 . 6.7 11.1 
Nurses (general) 520 ` 3 97 18.5 E E i 
Nurses (psychiatric) 228 40 60 20.0 » 9.2 14,2, 
All nurses ' 748 14°: 86 19.0 7.3 12,2 
` All general groups 7,092 53 : 47 17.0 9.9 8.5 | 
Prisoners 188 100: 0 . .24.0 21.8 28.7 , 
Probationers 153 88.: 12, 22.0 > , 17.0 23.8 
Delinquents 214 70 : 30 17.5 41.6 30.7 
555 85 : 15 19.0 28.1 28.1 





use and antisocial deviance, the age groups of 
the sample are matched approximately by 
comparing the school samples with the delin- 
quent sample (Table II) and the technical 
college and nurses samples with the prisoners 
and probationers (Table III). Infrequent 
casual use was separated from regular use by 
considering only those who used at least once a 


Taste II 


Use at least once a wesk 





Delinquents Form 4 Form 6 
N =214 N = 3370 N = 1844 
% % % 
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week. The deviants had a significantly higher 
prevalence of drug use, particularly so in the 
younger age groups (Table II). 

Not only did the ‘risk’ groups have, by 
definition, the highest prevalence of antisocial 
behaviour, but they also proved to have the 
highest rates of all other forms of deviance (see 
Table I for two examples) and of drug use. For 
this reason, the significant relationship between 
drug use and all forms of deviance is more 
conclusively established within the general 
population groups. 


Antisocial deviance scale 
To explore further the relationship between 








Alcohol ie et #10 deviancy and drug use, a three-point antisocial 
Tobacco 82.5 30.0 26 8 _ deviance scale was created to subdivide the 
Analgesics 41.0 15.0: Tit general group, using the responses to several 
3 questions on antisocial acts. The non-deviant 
e Sedatives 19.3 3.6 2.6 (low deviance) group contains those individuals 
Marihuana 23.3 36 3.5 who had never, or infrequently, commited acts 
: f truancy, traffic offences or rides in stolen 
Hall 15.9 1.1 0. SEET Ys 
z ener, ? vehicles, and who had never committed any of 
Stimulants 20.2 2.6 1.3 .the more serious offences. The highly deviant 
Narcotics 9.5 0.8 0.2 category contains all respondents who had ` 
committed minor offences frequently or who had 
Tase III 
Use at least once a week 
Prisoners Probationers Technical Nurses 
college 
N = 188 N = 153 N = 1130 N = 748 
% % % % 
Alcohol 72.6 64.9 54.3 43.0 
Tobacco 81.8 71.2 46.5 47.0 
Analgesics 16.8 10.8 7.1 10.1 
Sedatives 7.8 6.7 2.3 3.7 
Marihuana 25.1 17.6 13.1 7.2 
Hallucinogens 9.5 1.4 2.2 0.5 
Stimulants 11.6 2.0 2.5 1.4 
Narcotics 6.6 0.8 0.4 


9.4 
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or received a juvenile conviction. The inter- 
mediate group was classified as moderately 
deviant. , a ‘ 

The antisocial deviance scale was used to 
divide the general population group of .1972 
into the three categories from low to high 
deviance. In the case ofsall drugs in widespread 
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ever been placed in the care of the Child ' 
Welfare Department, been given a bond or fine, ' 


use, moderate (including casual) consumption 
is distinguished from heavy use, which is 
defined by a combination of frequency (con- 
sumption occasionally during the’ week, or 
most days) and quantity consumed on each day 
or occasion of use. For alcohol the quantity is 
ll or more drinks on each drinking day; for 
analgesics, five or more doses per day; for 
sedatives, five or more tablets or capsules per 


Taste IV 
Drug use and deviance in the general group (1972) 











` Deviance level 














Low Moderate High 
N = 5360 N = 1133 N = 979 
% % % 
Alcohol 
Moderate users 74.0 87.3 (22)t 85.8 (15(+ 
Heavy users 1.4 3.3 (17)t 9.8 (222)t | 
1 ' i 
Tobacco ; 
Moderate users 34.6 54.0 (92)ł 67.7 (228)t 
Heavy users 1.5 2.0 7.5 (123)t 
Analgesics 
Moderate users 10.9 16.6 (25)t 19.6 (51)t 
Heavy users 0.4 1.2 (13)t 3.1 (71)t 
Sedatives 
Moderate users 12.6 18.3 (22)t 24.8 (85)ł 
Heavy users 0.2' 0.4 1.6 (11)t 
Marihuana 
Moderate users 9.7 17.1 (46)t 35.2 (393)t 
_ Heavy users 1.2 2.3 (7.86)t 7.8 (157)t 
Hallucinogens 
All users 3 2 4.5 (4.48)t 14.1 (199)t 
Stimulants 
All users 6.9 9.9 (11)t 20.9 (55)t 
Narcotics F ' 
All users 0.8 1.8 (8.91)t 6.2 (150)ł 
tł P <.01 


The Chi Square figure (in brackets) refers to the comparison between that column and the first’ (low 


deviance) column. In each case df = 1. 
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day; and for marihuana, three or more joints or 
pipes per day. Table IV shows that, for all 
drugs, use is positively associated with antisocial 
deviance. 


Parental divorce and separation 


Drug use correlated with the instability of the 
parents’ relationship (Table V). An oddity is 
that a small group of 60 respondents, those who 
did not know whether their parents were 
separated or divorced, used drugs to a sig- 
nificantly greater extent than those who knew 
their parents were estranged, and of course still 
more so than those whose parents were not 
separated. Presumably this small group was 
made up of individuals who could not be sure 
whether their parents were ever married, the 
situation obtaining when the mother lives with 
a succession of men. 


° Parental deprivation 

Separation from one or both parents before 
the age of ten years was found to have a sig- 
nificant association with the use of some drugs. 
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Males: Separation from father before the age 
of 10 (N = 165) had a significant association 
with the use of narcotics; 5.4 per cent of these 
respondents used narcotics, compared with 
2.2 per cent of the remainder of the group 
(x! = 6.55; df = l; P < .02). 

Females : Separation from father before the age 
of 10 (N = 171) showed a significant relation- 
ship with the use of marihuana (19.9 per cent 
users compared with 12 per cent of the remain- 
der of the group), hallucinogens (7.6 per cent 
compared with 3.0 per cent) and narcotics 
(4.7 per cent compared with 1.5 per cent). The 
respective values of Chi-square are: mari- 
huana 7.22, hallucinogens 11 and narcotics 


‘8.80 (df = 1, P < .01). 


Separation from mother before the age of 10 
(N = 35) correlated with the use of marihuana 
(24.4 per cent users compared with 11.0 per 
cent of the remainder) and hallucinogens 
(13.3 per cent compared with 3.1 per cent). 
Chi-square for marihuana is 6.32 (df = l, 

P <.02) and for hallucinogens y* = 16 
(df= 1, P < .01). 


Taste V 


Current drug use and parental divorce or separation (general group only) 


I 


Response to the question “Were your parents divorced or separated 
fro 


m each other?’ 








No _ Yes Don’t know 
N = 6399 N = 600 N = 60 
% % % 
Alcohol 80.0 “82.9 91.4 
Tobacco 40.5 47.8 (7.15)t > 68.3 (12)t 
Analgesics 12.7 14.3 26.7 (20)t 
Sedatives 15.1 19.2 (5.83) ** 23.3 
Marihuana 14.3 24.8-(40)t 30.0 (9.08)t 
Hallucinogens 4.0 9.8 (41)t 6.7 
Stimulants 6.3 9.8 (11)t 18.3 (12)t 
Narcotics 1.8 3.7 (9.13)ł 10.0 (29t 
** P< 02 
+P <.01 


The Chi Square figure (in brackets) refers to the comparison between that column and the first (‘No’) 


column. In each case df = 1. 
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Psychiatric illness ~ . 

Treatment for psychiatric disorder correlated 
significantly (P < .01) with the use of all drugs 
except alcohol, most strikingly with sedatives 
and the illicit drugs. Among those with a history 
of illness (N = 712), 40 per cent currently 
used sedatives compared with 13 per cent of the 
remainder. The corresponding figures for mari- 
huana were 21 per cent compared.to 15 per 
cent, for hallucinogens 7 to 4 per cent, for 
stimulants 15 to 6 per cent and for narcotics 5 to 
2 per cent. . 


Discussion ‘ 

-The data demonstrate that deviancy; and in 
particular antisocial behaviour, correlates closely 
with the tendency to use.drugs, licit and illicit. 
The antisocial deviant ‘risk’ groups used drugs 
more than ‘the general population groups, 


confirming the prediction made at the outset.. 


The fact that the probationers had ‘given up’ the 
use of all illicit drugs except marihuana to a 
greater degree than delinquents or prisoners 
would seem to confirm the beneficial influence 
of probation on illicit drug use (Bell, 1971b). 

In the case of a drug that is used extensively, 
certain criteria of use need to be avoided 
because they will fail. to reveal significant 
relationships (Bell and Champion, 1976; Bell et 
al, 1976). Almost all respondents in all groups 
had used alcohol at some stage, with the result 
that the criterion of ‘ever used’ could not 
discriminate between the general and ‘risk’ 
groups nor reveal the highly significant relation- 
ships established by the criterion of ‘heavy use’, 
which was of course more common in the ‘risk’ 
groups. In fact, the criterion of ‘ever used’ may 
be not only useless but actually misleading. In 
the case of analgesics 90 per cent of the general 
group had used these drugs: at some stage or 
another compared to 70 per cent of the ‘risk’ 
group, yet when the criterion is ‘used most days’ 
the respective figures are 2 and 9 per cent, 
establishing the more extensive heavy use of 
analgesics in the ‘risk’ group. ; 

Clearl¥ for drugs such as analgesics, which 
have an extensive legitimate use, casual and 
infrequent consumption has a totally different 
meaning to regular heavy consumption. For 
these reasons, the comparisons between the 
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general and ‘risk’ groups are based: on the 
criterion of ‘use at least once a week’. 

Analysis within the general population group 
itself also established an association between 
deviance and drug use. A history of treatment 
for psychiatric disorder correlated with the 
tendency to use drugs, particularly the sedatives 
and illicit drugs. Drug use was more common 
among those who came from broken homes and 
whose parents were divorced or separated. Such 
a background implies parental discord and 
parental models of disturbed interpersonal 
relationships. Parental deprivation commencing 
before the age of ten years correlated with the 
use of some groups of drugs, usually ‘illicit 
substances. Paternal deprivation was more 
likely than maternal deprivation to produce this 
effect, the correlation to be expected for any 
form of antisocial behaviour, but surprisingly 
the effect was more noticeable among the 
female than male respondents. 

The most dramatic demonstration derived 
from this analysis of deviance in the general 
population groups applied to antisocial be- 
haviour. The validity of the correlation between 
antisocial deviance and drug use by the ‘risk’ 
group may be questioned. It may be argued that 
membership of the ‘risk’ group, dependent as it 
was on conflict with the law, in a significant 
number of cases resulted from the drug use 
itself. This argument is refuted by the fact that 
in the general population samples as well 
antisocial behaviour correlated with drug use. 
The three-point scale of antisocial behaviour 
provides an index which demonstrates that this 
relationship would seem to be quantitative. The 
moderately deviant used drugs to a greater 
degree than the non-deviant, and the difference 
was even more marked between the moderately 
and highly deviant groups. 

A similar argument is that the relationship 
between illicit drug use and antisocial deviance 
is a consequence of the proscription of drug use. 
The assumption would seem to be that if thé 
law were changed the correlations would 
disappear. That the legal status of a drug is 
irrelevant is demonstrated by the fact that the 
correlations between antisocial behaviour and 
drug use apply as much to the licit as to the 
illicit substances. 
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Self-Poisoning — A Complication of Epilepsy 
By A. MACKAY 


SUMMARY From 1972 to 1976 130 epileptics presented 471 times to 
the Western Infirmary, Glasgow, as medical emergencies with self- 
poisoning. They constituted 3.5 per cent of 3,733 patients poisoning 
themselves on 4,121 occasions. Repetition of self-poisoning was 
commoner in epileptics (18.5 per cent) than in non-epileptics (7.0 per 
cent), The 130 epileptics have been compared with a non-epileptic 
group of self-poisoners matched for age, sex, and number of repetitions 
and have been found to have less alcohol excess but significantly more 
psychopathy. Possible explanations and prophylactic measures are 
discussed. In view of the relative incidence of epilepsy and self- 
poisoning in the community, and of epilepsy among self-poisoners in 
this and other studies, it is concluded that self-poisoning is a common 


complication of epilepsy. 


Introduction 


Self-poisoning is now the commonest cause of 
emergency presentation to hospital in the 
under 50 age group (Lancet Editorial, 1974; 
H.M.S.O., 1968). Indeed such has been the 
increase in the last decade that it has been 
likened to an epidemic (H.M.S.O., 1968; 
Matthew et al, 1969). There is no evidence that 
it has reached a plateau (Jones, 1977; Ghodse, 
1977). 

Most self-poisoning occurs in young females 
(Taylor et al, 1964; Kessel, 1965; Ellis et al, 
1966; Graham and Hitchens, 1967; Burston, 
1969), although Swedish figures have shown an 
equal sex distribution (Peterson and Brosstad, 
1977). It is a characteristic of Western civiliza- 
tion (Micks, 1970; Lyons and Sharma, 1972; 
Petersen and Brosstad, 1977), it is related to 
poor social circumstances (Middleton st al, 
1961; Kessel, 1965; Patel et al, 1972), to alcohol 
abuse (Kessel, 1965; Patel et al, 1972) and to 
urban life (Middleton et al, 1961; Kessel, 1965), 
although rural areas are by no means exempt 


(Tulloch, 1972). Significant numbers of self- - 


poisoners suffer from mental illness, including 
personality disorder (Batchelor, 1954; Wood- 
side, 1958; Harrington and Cross, 1959; Sclare 
and Hamilton, 1964; Graham and Hitchens, 
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1967), and from chronic physical illness 
(Sclare and Hamilton, 1964; Ellis eż al, 1966; 
Graham and Hitchens, 1967). Also many self- 
poisoners are found to have had previous 
similar admissions to hospital (Kessel, 1965; 
Graham and Hitchens, 1967). 

While some studies (Batchelor, 1954; Burston, 
1969; Petersen and Brosstad, 1977) do not 
recognize epilepsy as a significant concomitant 
of self-poisoning, several others do, and the 
incidence varies (Harrington and Cross, 1959; 
Middleton et al, 1961; Sclare and Hamilton, 
1964; Taylor et al, 1964; Kessel, 1965; Lawson 
and Mitchell, 1972; Bean, 1974). Thus Lawson 
and Mitchell (1972) found that 30 out of 639 
cases (4.7 per cent) were epileptics, though 
Bean (1974) described an incidence of 1.3 per 
cent in his series. This study describes char- 
acteristics of epileptic patients who presented as 
self-poisoners, and compares them with an age 
and sex matched group of self-poisoners who did 
not have epilepsy. 

Method 

Various data relating to self-poisoning patients 
presenting at the Glasgow Western Infirmary as 
medical emergencies have been monitored 
prospectively since 1971. Details regarding 


278 


demographic data, psychiatric illness, precipi- 
tants, drugs taken, outcome and follow-up. of 
130 epileptics among 3733 consecutive self- 
poisoning patients over the five-year , period, 
1972-76, have been abstracted. Similar ‘details ' 
have been analysed in a control group of 130 


non-epileptic self-poisoners, matched for age; `` 


sex and number of repetitions within a year. 
The control for each tpileptic was selected. as‘: 
being the next matched non-epileptic ony an. 
alphabetical list A all ee porone 


- J hi. E 

Incidence ek AAE paR tA 
The upward trend in the incidence of self- . 
poisoning is shown in-Fig. 1. Over the five years 
1972-76, 3733: patients took part in. 4121 
self-poisoning . events leading to emergency . 


medical admission. Among these were 130. ..: ier 


epileptics (3.5 per cent) involved in 171 
self-poisonings, (4.1 per cent). Taking the 
incidence of epilepsy in the general population 
as 0.5 per cent (Adams, 1974; Bannister, 1975) 
epileptic patients occurred seven times more 
commonly than expected (P < 1.x'10—8).* 
Repeated episodes of -self-poisoning within 
12 months were commoner among:epileptics of 
whom 18.5 per cent ‘repeated than among 
non-epileptics of whom 7.0-per cent repeated 
(P_.-<0.0005)..More than two episodes of 
poisoning in a-,12-month. period was .also 
commoner in epileptics (10.0 per cent compared 
with 1.3—P <0.0005), 7s; | ww, oy 
* Calculated from the Central Limit Theorem to approxi: 
mate a binomial distribution to a normal ‘distribution. 
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SELF-POISONING—-A COMPLICATION OF EPILEPSY. 


NO. OF PATIENTS 
70 





“1975 1976 


1974 
Fia 1.—Epileptic self- “poisonings per annum, 1972-76. 

haded areas represent repeat self- ~poisonings. The 
“umber of combined epileptic and non-epileptic poisonings 
in each year is given in parenthesis. f 


` 1972" 1973" 


ae 


ieni sex : fas sie 

‘The mean ages of the, 77 female and 53 male 
epileptics - -were 27.4 years (range 14-58) and 
35:1 years (range 16-64) “respectively. , There 
was. no: significant difference when compared ` 
with the mean ages of the 2294 female and 
1309 miale a ae 


t 


3 ey 


Psychiatric Jardenne (Tabie, D. 
A guante of tie ee bad: previóusly 


Tau 4 ‘ es 


TABLE. I ` 
* Psychiatric characteristics of 130 epileptic and 130 control: stones 





- Epileptics : 


ce _Epileptics , _, Controls Controls . 

-,., Single episodes single episodes ` repeaters : repeaters . 

mn = 106 n=106 °° n = 24) ‘n = 24 j 

Previous self-poisoning = 30(28%) 110%} "24 (100 i ` + 24 (100%) . 

Previous psychiatric in-patient history 25 (24%) , 18(17%) . 7 (29%) 5 (21%) 
Psychopathy diagnosed ` €! sf 12 11%) "3 (3%). 4 17%) 0 

i Vig E S t, 1 ti RS, = E o eb wort w Maré a 

3 BA} 7 TRW 1 (aR) `i 2--(8%) - 


‘Alcoholism diagnosed . 


t 
‘ 
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received psychiatric. in-patient care, not sig- 
nificantly more than in the matched control 
group. Psychiatric diagnoses in the epileptic 
patients consisted of 16 with a personality 
disorder, 7 with a manic-depressive illness, 
4 with chronic alcoholism, 3 with mental 
subnormality, 1 who. had been admitted to 
hospital because of aggressive behaviour, 1 who 
had been attending a delinquency centre and 
1 in whom the mental illness was not specified. 
Only three patients in the matched group had-a 
diagnosis of personality disorder which is 
significantly less than in the epileptic group 
(x? = 9.6, P <0.01). Personality disorder was 
not commoner in those with multiple. self- 
poisonings. Alcoholism was present in twice as 
many controls as epileptics. 


Alcohol (Table I1) > 


In 43 per cent. of male and 10 per cent of 
“female epileptic self-poisoning episodes the 
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patients either were drunk or admitted to 
drinking alcohol prior to admission. However, 
taking the sexes together, alcohol was involved 
in significantly more control self-poisonings 
ae per cent) than epileptic ones (26 per cent)— 
x? = 20.9, P <0.001. Significantly more male 
epileptics than female epileptics had taken 
alcohol (x? = 24.6, P <0.001) but the differ- 
ence was even more marked between male and 
female controls (x? — 29.5, P <0.001). 


Management and follow-up (Table IIT) 

Following self-poisoning by epileptics 20 per 
cent received continuing psychiatric care either 
as in-patients or out-patients. Fifty-eight per 
cent were reviewed by a psychiatrist but 61 per 
cent had no medical or psychiatric follow-up on 
discharge. Repeated poisoning was not com- 
moner in those who had not received an initial 
psychiatric appraisal. In 17 per cent of the 
episodes aa oon ee them- 


Tani II 






































Alcohol ohana in self-poisonings—171 epileptic and. 171 control episodes 
Men Women . 
Epileptics Controls Epileptics Controls 
n =81- n = 81 n = 90 n = 90 
Single episodes 12 (15%) 26 (32%) , 6 (7%) 23 (26%) 
Repeat episodes ' 23 (28%) 32 (40%) 3 (3%) 4 (4%) 
Total E 35 (43 %) i 58 (72%) 9 (10%) 27 (30%) 
Taste III 
Management and follow-up 171 epileptic and 171 control self-poisonings 
Single episodes Repeaters 
Epileptics Controls Epileptics Controls 
Total number of episodes 106 106 65 65 
Reviewed by psychiatrist on admission 67 (63%) 68 (64%) 32 (49%) 36 (55 %) 
SelRdischarge against medical advice 1 17 (16%) 14 (13%) 16 (25%) 15 (23%) 
Discharge: no follow-up 62 (59%) 68 (64%) 42 (65%) 37 (57%) 
Pechat out-patient follow-up 12 (11%) 13 (12%) 2 (3 0) g 7(11 %) 
Psychiatrict in-patient follow-up 15 (14%) 11 (10%) 5 (8%) 6 (9%) 
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selves against medical advice before further 
arrangements could be made. There were no 
fatalities. All these figures were in good agree 
ment with the control group: 


Drugs used in self-poisoning 

Sixty-seven per cent of epileptic patients 
poisoned themselves with their current anti- 
epileptic drugs, 15 per cent administered a 
cocktail of anti-epileptic and other drugs and 
18 per cent took a variety of medications 
including hyponotics, analgesics and anti- 
‘depressants in particular. Phenobarbitone was 
involved in 55 per cent. Thirty-two per cent of 
patients taking anti-epileptic drugs and 37 per 
cent over all took more than one drug. 

In the matched group 2 per cent took 
phenobarbitone and 11 per cent took some form 
of barbiturate. 


Precipitants (Table IV) 

Precipitants were closely similar for epileptics 
and controls. More than one reason was often 
present. Nine epileptics gave reasons directly 
related to their epilepsy, including guilt 
experienced by an epileptic mother whose 
three-year-old daughter was epileptic also, 
depression regarding. poor drug control of the 
epilepsy, ignorance about the dose and duration 
of treatment with anti-epileptic medication, 
dismay at seizures leading to a further loss of 
employment, and distress at persistent taunts 
about drug addiction (anti-epileptic drugs) from 
an inconsiderate spouse. 


SELF-POISONING—-A COMPLICATION OF EPILEPSY ° 


Discussion 

Recurrent epileptic seizures are generally 
recognized as occurring in between 0.4 per cent 
and 0.5 per cent of the population (Adams, 
1974; Bannister, 1975). However, 3.5 per cent 
of the present 3733 self-poisoners were epileptic, 
an observation in agreement with other studies. 
Since it is also estimated (Jones, 1977) that 
100,000 people (i.e. 0.2 per cent of the popu- 
lation) per annum in the U.K. indulge in the 
self-poisoning act, it may be estimated that 
around 3500, or | in every 70, epileptics in the 
U.K. poison themselves each year. Self- 
poisoning may therefore be deemed a significant 
complication of epilepsy. 

The results of this study show that the major 
points of difference between epileptic self- 
poisoners and the generality of self-poisoners are 
the greater frequency of personality disorders, 
the relative lack of alcohol excess and the, 
increased frequency of repetition of ' self- 
poisoning in the epileptics. 

Twenty-five per cent of the epileptics had a 
past psychiatric in-patient history. Graham and 
Hitchens in 1967 (26 per cent), Harrington and 
Cross in 1959 (22 per cent) and Middleton et al 
in 1961 (14 per cent) found similar results. 
Indeed six of the 130 patients in this series self- 
poisoned when on weekend release or on parole 
from a psychiatric hospital and one had been 
discharged the day before. Of the 32 patients 
with a previous psychiatric in-patient record, 
half were suffering from personality disorders. 
It may be that the complex web of psychosocial 


i TABLE IV : 
Precipitants (other than alcohol) 





Disharmony with spouse or cohabitor 
Disharmony with other close relative 
Mental illness 

Physical iJiness 

Isolation 

Unhappy romance 

Work difficulties 

Housing difficulties 

Financial difficulties 


Epileptic self-poisonings 


Control self-poisonings 


Men Women Men Women 
(n = 81) (n = 90) (n = 81) (a = 90) 
10 28 12 24 
5 12 6 15 . 
14 9 10 7 
1 1 3 3 
2 7 1 1 
0 7 1 10 
3 5 4 0: 
3 2 I 1 
3 2 2 2 
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factors which operate to produce psychopaths 
may be more frequently encountered in 
epileptic families or that genetic factors are 
involved. 

Alcohol excess played a major part as a 
precipitant in the epileptics though it was 
significantly less than in the control group, 
which is perhaps a reflection on medical advice 
regarding the inadvisability of combining 
alcohol with anticonvulsant drugs. The results 
for the controls are similar to the data obtained 
by Patel et al (1972) who, in the same area of 
Glasgow, demonstrated by blood alcohol 
measurements that 70 per cent of all male and 
30 per cent of all female self-poisoners had taken 
alcohol before the overdose. 

Repetition of self-poisoning is a major 
problem involving nearly 20 per cent of 
epileptics in this study; also 10 per cent of 
epileptics continued to repeat their self- 
poisoning. Part of the explanation lies in the 
chronicity of the illness and the uncertainty of 
the prognosis, in the difficulties of regular well- 
paid employment and in the ready availability 
of drugs. 

Kessel (1965) stated that ‘self-poisoning 
presents toxicologists, psychiatrists and public 
health doctors with practical problems which 
must be answered’. What constructive sugges- 
tions may be made regarding epileptic self- 
poisoners ? Firstly, where epileptics have shown a 
tendency to poison themselves, restriction of the 
quantity of anticonvulsant drugs prescribed at 
one time would be helpful (West, 1972). 
Secondly, follow-up by the patients’ general 
practitioners, allowing them to implement 
fully the facilities offered by the social services, 
can only be effected if they are informed of 
self-poisoning incidents by the hospital; how- 
ever 19 per cent of discharge letters following 
self-poisoning admissions are never written 
(Patel, 1977). Thirdly, improved medical 
follow-up with the institution of epilepsy clinics 
where plasma levels of newer, less toxic drugs 
could be readily monitored would lead to more 
satisfactory care of these patients. 
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Electroconvulsive Therapy in Sweden 


By SVEND-OTTO FREDERIKSEN and GIACOMO D’ELIA 


SUMMARY In spite of a decrease in the number of electroconvulsive 
treatments (ECT) administered during the decade 1966-1975, ECT is 
still commonly used in Sweden. About 4 per cent of all patients ad- 
mitted for psychiatric treatment during 1975 received ECT. Affective 
disorders and confusional states appear to be the main indications. 
Treatment is usually unilateral, with general anaesthesia and muscle 
relaxants, generally using the same type of ECT machine. 


The controversial position of ECT, especially 
among laymen, may have been accentuated by 
e negative descriptions in mass media. ECT has 
been depicted as empirical (since its mode of 
action is not entirely known), electrical (electri- 
city is wrongly considered essential for thera- 
peutic effect), punitive (as an expression of 
unconscious aggressions by the therapist, or as a 
conscious disciplinary action), noxious (causing 
irreversible memory defects), pacifying (so that 
the patient has little interest in solving his 
psychological or social problems by himself), 
and anti-psychotherapeutic (making the patient 
see his symptoms as an uncontrollable biological 
process). 

Some of these criticisms of the use of ECT 
may have been justified when ECT was earlier 
applied without well-defined indications, or 
when a great number of treatments were given 
the patients (for example, schizophrenics and 
paranoics). But in general, ECT has been 
presented as a frightening symbol of old- 
fashioned psychiatry, while its merits have been 
neglected. As a counterbalance against the 
indiscriminate criticism of ECT, its acknow- 
ledged therapeutic efficacy in depressions and 
confusional states, the modern studies of its 
mode of action (see Grahame-Smith et al, 1978), 
and the obvious reduction of side effects by the 
unilateral placement of electrodes should lead 
to a more unbiased evaluation. 

The aim of this study was to define the present 
position of ECT in psychiatric care in Sweden. 
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Methods 


A questionnaire was sent to every Swedish 
psychiatric institution asking for a description 
of their routine techniques of ECT, the number 
of treatments, the number of treated patients 
and complications during 1975. The question- 
naire was sent to 74 units (i.e. mental hospitals 
and psychiatric departments at general 
hospitals). Answers were complete, apart from 
two units which could not report the number of 
patients treated. 


A questionnaire was also sent to all senior 
psychiatrists asking for their individual views on 
indications for the use of ECT, indications for 
unilateral versus bilateral electrode placement, 
side effects, and personal reflections on ECT in 
general. The questionnaire was sent to 404 
psychiatrists and returned by 283 (70 per cent), 
among them 41 child psychiatrists. 


Finally, we analysed the development of ECT 
in a circumscribed area of Sweden, namely the 
city of Gothenburg with the county of Bohus, to 
answer the question whether an earlier reported 
decrease in the use of ECT in the Stockholm 
area (Aperia et al, 1975) reflected a local 
phenomenon or indicated a general tendency. 
The geographical area considered in this study, 
the city of Gothenburg (the second largest town 
in Sweden) and the county of Bohus, is situ- 
ated in the southern part of Sweden, and has 
two mental hospitals and two psychiatric 
departments at general hospitals. 
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Results 
ECT umts 


During 1975, ECT was administered regularly 
by 54 of the units. Among the 20 which did not 
use ECT, 10 were out-patient wards, 5 referred 
their patients for treatment to other hospitals, 
2 were unable to administer ECT as they had 
no anaesthetists, and 3 units gave no particular 
reason. ECT was givén to out-patients in 35 
units (64 per cent). The total number of out- 
patients treated with ECT was very small, so 
they have not been considered separately. 


Number of treatments 


The total number of ECTs was 24,690. The 
number of registered patients during 1975 was 
96,025. Since two hospitals, representing 2,597 
ECTs, could not report the number of patients 
treated (more exactly, the number of ECT 
series), the percentage of ECT-treated patients 
in relation to hospital admissions was calculated 
on available data. Of 85,700 admitted patients 
4.1 per cent (3,482) had received ECT (22,093 
treatments). 


Techniques of anaesthesia 


At every unit studied, the patients were 
premedicated and then given ECT under total 
barbiturate anaesthesia with a muscle relaxant. 
Anaesthetists administered the anaesthesia at 
40 units, trained anaesthetic nurses at 6 units, 
and other trained staff at 8 units. Apart from 
5 units where artificial respiration with a mixture 
of oxygen and atmospheric air was adminis- 
tered, the rest used pure oxygen ventilation. 


ELECTROCONVULSIVE THERAPY IN SWEDEN 


Position of electrodes 


Out of 54 umits 8 regularly applied the 
electrodes bilaterally, 28 had changed to 
unilateral placement, whereas 18 varied be- 
tween bilateral and unilateral placements — 
(Table I). 


Frequency of treatments 


Twice a week treatments were administered in 
15 units (28 per cent), 6 units (11 per cent) 
varied between two and three times a week, 
32 (59 per cent) used three treatments weekly, 
and 1 unit varied between two and four 
treatments per week. 


Type of ECT machme 


Forty-seven units (87 per cent) used Siemens 
Convulsator 622, three units (6 per cent) 
Siemens ITI, an older model than Siemens 622 
and four units used Siemens Convulsator 2077. 
These different models all produce unidirec- 
tional current with a duration of 5 msec and 
with an interval of 15 msec between two pulses. 
The stimulation can be either continuous with 
a stimulus frequency of 50/sec or intermittent 
with a pause of 95 msec after each fourth pulse. 
The stimulus intensity generally used is 0.8 
amps, and the total stimulation-time between 
3 and 6 seconds. 


Complications 

During 1975 there have been no reports of 
death related to ECT. In 24,690 treatments, 
18 cases of complications have been mentioned, 
i.e. 0.75 per cent. Most of these were very 


TABLE I 


Position of electrodes 














Units ECT ECT series Number of 
~ — -~ ECT per 
n % n % n VA series 
gale Si AAEE E. 
Bilateral ECT 8 15 2701 12 426 12 6.3 
Unilateral ECT 28 52 10861 49 1685 48 6.4 
Both bilateral and unilateral ECT 18 33 8531 39 1371 39 6.2 
Total 54 100 22093 100 3482 100 6.3 
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slight :—-vertebral compressions (1), circulatory 
insufficiency (4), laryngospasm (6), status 
epilepticus (1), tooth damage (3), peroneus 
paralysis (1), allergic reaction (1). 


Indications for ECT 


Usual indications for ECT were affective 
disorders, reactive confusions, i.e. acute con- 
fusional states apparently precipitated by severe 
emotional stress, and delirium acutum, ie. 
acute confusional states occurring in connection 
with toxic infectious disease or somatic injury, 
or occurring as a complication of functional, 
affective or schizophrenic psychosis (Table IT). 
ECT still seemed to be used in schizophrenic 
syndromes, but not frequently, while it was 
used very seldom for the treatment of paranoid 
psychosis and neurotic states. 


Taare H 


Psychiatric disorders considered to be an indication for 
treatment by ECT 











Unilateral versus bilateral EUT 


The majority of respondents indicated that 
unilateral ECT was suitable in affective dis- 
orders and confusional states (Table ITT). As to 
other indications the opinions were more 
disparate. 

The majority of psychiatrists thought that 
the therapeutic efficacy of unilateral and 
bilateral ECT was abonat equal although one 
third thought that bilateral ECT was more 
effective. About half of the psychiatrists con- 
sidered that the effect of bilateral ECT was 
more rapid. There was a preponderant opinion 
that memory disturbances and post-treatment 
confusion were greatly reduced after unilateral 
ECT. 


Irreversible side effects 

Ninety-one per cent of the respondents 
thought that ECT did not produce irreversible 
memory disturbances. Ninety-eight per cent 
did not consider that ECT created irreversible 
changes of personality. However, 65 per cent 








Indicati of A : 

PERRA i re have reported various side effects, such as 
Endogenous depression 176 100 headache, transitory memory defects and 
Reactiveconfusion 160 91 psychological effects (fear of treatment). 

Delirium acutum 124 70 . , 
Cycloid psychosis 135 77 ECT in the City of Gothenburg and the County of 
Mania 80 45 Bohus during 1965-75 
Schizophrenia 50 28 The number of ECT treatments administered 
Depressive neurosis 26 15 during the decade of 1966-75 showed a clear 
Paranoid psychosis 15 9 decrease for each unit (Fig 1). Data from 1971- 
Anxiety neurosis 2 1 75 showed a decrease of 55 per cent for the 

psychiatric departments and 46 per cent for the 

Tasre II 
Indications for unilateral and bilateral ECT 
Unilateral Bilateral Both 
Indications n A n yA n PA Total 

Endogenous depression 107 60 34 19 37 21 176 
Cycloid psychosis 80 59 27 20 28 21 135 
Delirium acutum 65 52 33 27 26 21 124 
Reactive confusion 62 57 26 24 21 19 109 
Mania 37 46 24 30 19° 24 80 
Schizophrenia 17 34 23 46 10 20 50 
Depressive neurosis 18 70 4 15 4 15 26 
Paranoid psychosis 7 47 2 13 6 40 15 
Anxiety neurosis 3 100 0 0 0 0 3 
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ELECTROCONVULSIVE THERAPY IN SWEDEN 


b 
PT ON 


Pe 


1966 6? 68 69 70 





7L 72 73 P4 75 Year 


Fra 1.—Number of ECTs for the two psychiatric departments at the general hospitals (©) and the two mental hospitals 
(@) in the city of Gothenburg and the county of Bohus. 


mental hospitals. The decrease was very marked 
for one of the psychiatric departments, 64 per 
cent. The dramatic decrease in number of 
ECTs cannot be related to a decrease in the 
total number of admissions, which has been 
fairly constant during 1971-75. 


Discussion 

In spite of a substantial decrease, ECT is still a 
commonly used form of treatment. About 4 per 
cent of all patients admitted into hospital for 
psychiatric care in Sweden during 1975 were 
given ECT. The figure is lower than the 10 per 
cent reported for Denmark during 1972 by 
Heshe and Réder (1976). 

Affective syndromes are considered the main 
indication for ECT, followed by reactive 
confusional states. Most Swedish psych- 
iatrists do not consider schizophrenia and 
depressive neurosis as indications for ECT. 

The technique of treatment is very similar 
throughout Sweden and generally the same 


type of ECT machine is used. The majority of 
the psychiatric units use unilateral placement 
of the electrodes and this practice seems to have 
become more and more common both in 
Sweden and Denmark Heshe and Röder 
(1976), Sand-Strémgren (1977). 

No deaths and few complications have been 
reported. 

A previous study (Aperia et al, 1975) as well 
as the present one show a clear decrease in the 
number of ECTs administered in Sweden 
during the decade 1966-75. These findings may 
well reflect an altered view about the use of 
ECT. The intensive research into affective 
disorders which has been carried out in recent 
years has probably increased the validity of out 
clinical diagnosis. Thus ECT is now reserved 
for patients presenting with appropriate in- 
dicc tions. Schizophrenic and paranoic patients 
are in general treated with neuroleptic drugs. 
On the basis of our theoretical knowledge of the 
mode of action of ECT in depressive disorders 
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and by empirical clinical experience in the case 
of confusional states, it is recommended that the 
use of ECT should be restricted to those 
disorders. 

The current tendency to attach an increased 
pathogenetic importance to exogenous psycho- 
logical and social factors in affective disorders 
may further have reduced the indications for 
ECT to the purely endogenously depressed 
patients. Nevertheless, exogenous pathogenesis 
does not necessarily rule out the use of ECT, 
Early and appropriate anti-depressive drug 
therapy may have reduced the number of 
patients needing ECT. In addition, although 
the importance of lithium prophylaxis is 
difficult to measure quantitatively, it is evident 
to clinicians that this prophylaxis has made 
admissions into hospital and ECT unnecessary 
in many cases. 

In conclusion, Swedish psychiatrists show a 
* consistently positive attitude to ECT. It is con- 
sidered therapeutically valuable and without 
serious side effects. However, a few of the replies 
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were more reserved and critical. The unfavour- 
able presentation of ECT in mass media may 
have provoked negative opinions among some 
patients and psychiatrists and thus a greater 
restriction in its use. It would be unfortunate if 
patients who stand in need of treatment by ECT 
did not receive it owing to emotionally deter- 
mined adverse attitudes. 
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Sexual Disturbances in Temporal Lobe Epilepsy: 
A Controlled Study 


By G. D. SHUKLA, O. N. SRIVASTAVA and B. C. KATIYAR 


SUMMARY Seventy cases each of temporal lobe epilepsy and grand 
mal epilepsy were studied for their sexual functioning. The two groups 
were similar as regards age, sex, duration of illness, frequency of 
seizures and menstrual and marital history. 

A significantly greater number of temporal lobe epileptics were 
found to be hyposexual. They had a global loss of performance and 
interest in the sexual sphere and showed no concern over it. 

One case in the group of temporal lobe epilepsy, as against none in 
the other group, was hypersexual. There were no cases of sexual 
deviations in either of the groups. 

The findings of the study are discussed in the light of the relevant 


literature. 


Introduction 


Sexual abnormalities associated with temporal 
lobe dysfunction have been described in man 
(Gastaut and Colomb, 1954; Hierons and 
Saunders, 1966) and in animals (Kliver and 
Bucy, 1939; Schreiner and Kling, 1953). 
Gastaut and Colomb found that two thirds of 
temporal lobe epileptics were impotent, whereas 
no patient with any other type of epilepsy was 
so. Similar observations have been made by 
others (Johnson, 1965; Taylor, 1969; Blumer, 
1970). 

The major alternative to the low sexual drive 
is perversion. Almost all forms of sexual per- 
version have been observed in association with 
temporal lobe epilepsy. Thus, transvestism and 
fetishism (Mitchell e? al, 1954; Davies and 
Morgenstern, 1960; Epstein, 1961; Hunter et al, 
1963), exhibitionism (Hooshmand and Brawley, 
1969), nymphomania (Erickson, 1945), sado- 
masochism (Taylor, 1969) and homosexuality 
(Taylor, 1969) have all been reported. Hyper- 
sexuality is rarely associated with temporal lobe 
epilepsy (Taylor, 1969) and has been found to 
occur when seizures are under control (Blumer, 
1969). Sexual manifestations may accompany or 
follow psychomotor seizures. Freemon and 
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Nevis (1969) and Currier et al (1971) have 
reported patients who suffered from attacks 
characterized by automatisms of sexual nature 
with appropriate vocalizations. 

The present communication is a part of a 
comprehensive, controlled psychiatric study on 
patients with temporal lobe epilepsy. It deals 
with the sexual functioning of a group of 
temporal lobe epileptics vis-a-vis that of a group 
of patients with grand mal epilepsy. 


Material and Methods 


The patients with temporal lobe epilepsy 
attending the epilepsy clinic of the Institute of 
Medical Sciences, Banaras Hindu University, 
during a period of one year formed the subjects 
for the study. The diagnosis of temporal lobe 
epilepsy was made by EEG based on the 
criteria delineated by Ervin (1967) and Driver 
(1970), i.e. presence of spikes, phase reversals or 
intermittent runs of slow activity over one or 
both temporal areas. Cases with neurological 
deficits and/or mental subnormality were ex- 
cluded. Seventy cases coming under observation 
during the period of study were included. 

An equal number (70) of patients with 
generalized epilepsy of grand mal type were 
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taken as controls. These cases were randomly 
selected from among the patients attending the 
same clinic during the period of study. Here 
also the diagnosis was based on EEG findings, 
viz., paroxysmal bursts of high voltage poly- 
spikes and irregular slow wave activity occurring 
in a bilaterally synchronous fashion (Solomon, 
1967). Here again, patients with neurological 


deficits and/or mental subnormality were ex- ` 


cluded. 

In every case a detailed history was recorded 
on a schedule specially prepared for the 
purpose. However, the present report is limited 


to the sexual functioning of the patients. All the. 


interviews were done in an atmosphere of 
privacy after gaining the confidence of the 
patient. Whenever possible the patient’s spouse 
was also interviewed. A detailed inquiry 
regarding the sexual functioning was made. 
The patients were asked about sexual fantasies 
or dreams, nocturnal emissions, masturbation, 
frequency of sexual relations, extent of pleasure 
derived from the act, any change from the 
earlier level of performance, and attitude 
towards the absence or decline in sexual 
performance, ifany. 

Operationally, the sexual performance was 
rated as follows: 

(1) Normo-sexual:—One or more outlets 

per month; no decline from the earlier 
level of performance. Sexual outlets 
included coitus and orgasm reached by 
masturbation in unmarried persons or in 
persons living away from spouses. 
Hyposexual:—Less than one outlet per 
month (Taylor, 1969). 
Hypersexual:—Excessive indulgence in 
sexual activity leading to social or. 
domestic problems, embarrassment to 
others, etc. 
Deviations:—Any mode of sexual grati- 
fication, indulged in exclusively, other 
than heterosexual genital union. How- 
ever, occasional masturbation in un- 
married persons or in persons living 
away from spouses was not considered as 
deviation. 

In the end the data were tabulated and the 
two groups compared using ‘t’ and chi-squared 
tests of significance. 
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Results 


Table I shows the age distribution of cases. 
In this regard, there was no difference between 
the two groups (t = 0.11; N.S.). Similarly, the 


two groups were comparable as regards sex | 


(x2 = 0.50; N.S.), marital status (x? = 0.82; 
N.S.), duration of illness (t = 0.039; N.S.), 
frequency of seizures (x? = 1.80; N.S.) and 
menstrual history (x? = 0.042; N.S.).. 


Sexual function 
Sixteen patients in the temporal lobe epilepsy 


and 17 in the control group were under age, . 


i.e. below the age of 15 years. Of the remainder, 
16 and 10 respectively in the two groups did not 
respond to the enquiries regarding their sexual 
functioning. Thus, 44 patients (30 males, 14 
females) in the study and 47 (34 males, 13 
females) in the control group were investigated 
in detail regarding their sexual functioning, and 
an overall assessment could be made. 

In this respect there was a marked difference 
between the two groups (Table II). Over 63 per 
cent of-males in the study group, compared to 
only 11.76 per cent of the control group, were 
hyposexual (t = 4.29; P <.001). These 
patients had a global loss of interest in sex, did 
not have erections or nocturnal emissions, never 
had fantasies or dreams of a sexual nature and 
had abandoned sexual intercourse altogether. 


r TABLE I : 
Showing age of the patients at the time of study 




















Temporal lobe Grand mal 
epileptics epileptics 
Age (years) ; 
No. vA No. % 
0-5 2 2.85 l 1.43 
5-10 6 8.58 6 8.58 
11-20 30 42.86 35 50.00 
21-30 21 30.00 17 24.28 
31-40 8 11.43 9 12.85 
41-50 l 1.43 1 1.43 
50 and above 2 2.85 l 1.43 
Total 70 100.00 70 ° 100.00 
Mean 20.8 21.7 
S.D. 9.7 


12.1 
t = 0.11; (N.S.) 
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SEXUAL DISTURBANCES IN TEMPORAL LOBE EPILEPSY: A CONTROLLED STUDY 


Taste II 
Sexual function 





‘Temporal lobe epileptics F 


Grand mal epileptics, 
































Sexual function > .Male .. Female - ‘Total Male Female Total 

ten oe No. .% No, %, No %. No -% No % No Z 
Normal 10° 21.7 5° 20.8 15. 21.4 30 60.0 12 60.0 42 60.0 
Hyposexual $19 A125 B78 28 40.0 4 80 1 50 5 71 
Hypersexual 1 22 0 00 1, 14 0 00 0 00 0 00 
Under age 12 26.0 4 16.6 16° 22.8 14' 28.0 3 15.0 17 24.2 
‘Information not'available 4°’ '8.7- 6 25. 0O 10 143 2 40 4 200 6 85 
Total 46 100.0 24 100.0. 70 100/0 50° 100.0' 20 100.0 70 100.0 
For males: t=4/29° p<0.001 ©. |. e os 
For females: t=3 .04 -P <0.01 


Similárly; 64.29. per cent of females in 1 the study 
group were hyposexual, as against only 7.69 
per cent of the controls (t = 3.04; P <. 01). 
They took part ` in sexual ‘relations only on 
repeated, requests from their husbands, remained 
totally passive and did not reach orgasm. 
Patients having temporal. lobe seizures since 
childhood failed to develop any interest in 
sexual functions, and those with late onset ,of 
epilepsy reported a definite decline in sexual 
activities, and interests: These _ findings were 
confirmed on interviewing the spouses of 
married patients. These patients had no concern 
over their absent or diminished sexual function- 
ing and none of them complained’ of it spon- 
taneously. 

One of the patients in 1 the study group was 
found to be hypersexual. He was 16 years-old at 
the time of study, and had suffered from fits 
since the age of 3. He began to take interest in 
sex at-the age of 8-9 years, and had his first 

' sexual ‘intercourse with the‘ maidservant ofthe 
house (aged 15) at the age of 10 years. Since 
then he had had sexual relations with several 
girls. He remained preoccupied with sexual 
fantasies and masturbated if he failed to get a 
partner. His sexual activities were causing great 
concern and embarrassment to his parents. In 
fact, he was brought to hospital only for this 
reason, as his fits- were already under control 
with medicines prescribed by his family physi- 


cian: However, he never had any homosexual’ 


tendencies and was otherwise normal. 
There: was:no case with sexual deviation (as 
defined here) in either of the groups. 


Discussion . 

Kinsey ¢ al (1948, 1953) have reported 
marked ‘variation in the frequency of sexual 
outlets among individuals. They refrained from 
establishing any normal range. However, they 
noted a surprising constancy in the frequency of 
sexual outlets“in a given individual. About 
14.5 per cent‘ of their entire series had outlets 
fortnightly or -less frequently. These they 
considered to be either physically ill or ‘apathetic’ 
or ‘timid’. In the present study, as in that of 
Taylor (1969), an average of one: outlet per 
month was-taken as adequate. In addition to 
sexual outlets, patients’ attitudes, fantasies, 
dreams etc. were also taken into account to 
make an overall assessment. 

In the present study; a significantly greater 
number of patients of temporal lobe epilepsy 
were found: to be’ hyposexual. This difference 
was seen in males (t = 4.29; P < .001) as well 
as females (t = 3.04;P <. 01): 

This higher incidence of hyposexuality in 
temporal lobe epilepsy has been.observed by 
others also (Gastaut and Colomb, 1954; Blumer 
and Walker, 1967; Taylor, 1969). In all these 
studies, as in the present one, none of the 


patients complained of sexual inadequacy 
spontaneously ‘nor showed any concern over it. 
This is probably the reason why most of the 
studies on temporal lobe epilepsy do not men- 
tion hyposexuality. 

Hyposexuality appears to be uniquely asso- 
ciated with temporal lobe epilepsy, and cannot 
be legitimately ascribed to the psychological 
impact of seizures or to anticonvulsant medi- 
cation in the light of the fact that there were 
only a few cases of hyposexuality in the control 
group of patients with grand mal epilepsy. 
Furthermore there are reports that hypo- 
sexuality has been abolished by surgical 
elimination of a temporal lobe focus (Falconer 
et al, 1955; Savard and Walker, 1965; Blumer 
and Walker, 1967). 

Hypersexuality is rare in temporal lobe 
epilepsy. Taylor (1969) found only one instance 
in his series of 100 cases. Blumer (1970) reported 
among a total of 50 temporal lobe epileptics 
7 patients who had distinct episodes of hyper- 
sexuality. However, these occurred on the 
cessation of seizures following either temporal 
lobectomy or drug treatment. We had a 
similar patient who was hypersexual and whose 
fits were well under control with medication. 
Terzian (1958) and Hill et all (1957) have also 
reported hypersexuality after temporal lobec- 
tomy. Better known is the striking hyper- 
sexuality that follows bilateral temporal lobec- 
tomy in animals (Kliver and Bucy, 1939). 

In contrast to Western reports (Mitchell et al, 
1954; Davies and Morgenstern, 1960; Epstein, 
1961; Hunter st al, 1963; Hooshmand and 
Brawley, 1969; Taylor, 1969), there was not a 
single case of sexual deviation in the present 
series. It is difficult to explain this difference. 
However, to'the authors it appears that sexual 
deviations’ are less commonly reported from 
India than from the West. This may be because 
of the taboo attached to sex, or to the patients 
and their relatives not divulging these facts to 
the physicians. 

References 
Buiumer, D. & WALKER, A. E. (1967) Sexual behaviour in 
temporal lobe epilepsy. Archwes of Neurology, 16, 37-43. 
—— (1969) Trans-sexualism, sexual dysfunction and 
temporal lobe disorder. In Trans-sexualism and Sex 


Reassignment. (ed. R. Green and J. Money). Baltimore: 
John Hopkins Press. 


G. D. SHUKLA, O. N. SRIVASTAVA AND B. C. KATIYAR 


291 


.(1970) Hypersexual episodes in temporal lobe 
epilepsy. American Journal of Psychiatry, 126, 1099-106. 
Currizr, R. D., Lrrrtz, S. C., Suess, J. F. & Anoy, O. J. 

(1971) Sexual serzures. Archies of Neurology, 25, 260-4. 

Davies, B. N. & Moroznstern, F. S (1960) A case of 
cystercercosis, temporal lobe epilepsy and trans- 
vestism. Journal of Neurology, Neurosurgery and Psychiatry, 
23, 247-50. 

Driver, M. V. (1970) Electroencephalogram and the 
diagnosis of temporal lobe disease. In Modern Trends in 
Psychological Medicine—2,(ed. J. H. Price). London: 
Butterworths. 

Ersrem, A. W. (1961) Relationship of fetishism and 
transvestism to brain and particularly to temporal 
lobe dysfunction. Journal of Nervous and Mental 
Disease, 133, 247-53. 

Erickson, T. (1945) Erotomania as an expression of 
cortical epileptic discharge. Archives of Neurology and 
Psychiatry, 53, 226-31. ` 

Ervin, F. R. (1967) Brain disorders associated with 
convulsions. In Comprehenswe Textbook of Psychiatry 
(ed. A. M. Freedman and H. I. Kaplan). Baltimore: 
Willams and Wilkins. 

FAaLconeRr, M. A., Hz, D., MEYER, A., MITCHELL, W. & 
Ponp, D. A. (1955) Treatment of temporal lobe 
epilepsy by temporal lobectomy. Lancet, t, 827-35. 

Fresuon, F. R. & Neve, A. H. (1969) Temporal lobe 
sexual seizures. Neurology, 19, 87-90. 

Gasraut, H. & Coroms, H. (1954) Quoted in Taylor, 
D. C. (1969) Sexual behaviour and temporal lobe 
epilepsy. Archwes of Neurology, 21, 510-16. 

Herons, R. & Saunpers, M. (1966) Impotence in 
patients with temporal lobe lesions. Lancet, n, 761-3. 

Hu, D., Ponp, D. A., MrroneLL, W. & FALCONER, M. A. 
(1957) Personality changes following temporal 
lobectomy for epilepsy. Journal of Mental Science, 103, 
18-26. 

Hoosrmanp, M. D. & Braw zy, B. W. (1969) Temporal 
lobe seizures and exhibitionism. Neurology, 19, 
1119-24. 

Hunter, R., Locuz, V. & McMeznemy, W. H. (1963) 

‘Temporal lobe epilepsy supervening on long standing 
transvestism and fetishism. Epilepsia, 4, 60-5. 

Jounson, J. (1965) Sexual impotence and limbic system. 
British Journal of Psychiatry, 111, 300-3. 

Kinsey, A. C., Pomeroy, W. B. & Marti, C. E. (1948) 
Sexual Behaviour in the Human Male. Philadelphia: 
W. B. Saunders. 

& Gesuarp, W. B. (1953) Sexual Be- 
haviour in the Human Female. Philadelphia: W. B. 
Saunders. 

Kutver, H. & Bucy, P. C. (1939) Prelimmary analysis of 
the functions of temporal lobes in monkeys. Archies of 
Neurology and Psychiatry, 42, 979-1000. 

MrrcHeLt, W., Fatconer, M. A. & Hu, D. (1954) 
Epilepsy with fetishism relieved by temporal lobec- 
tomy. Lancet, ii, 626-30. 

Savaro, R. & Warker, E. (1965) Changes in social 
functioning after surgical treatment of temporal lobe 

epilepsy. Socal Work. 10, 86-97. 








292 SEXUAL DISTURBANCES IN TEMPORAL LOBE EPILEPSY: A CONTROLLED STUDY 


Scurezmmer, L. & Kua, A. (1953) Behavioural changes Tayzor, D. C. (1969) Sexual behaviour and temporal 


following rhinencephalic inyury in cat. Journal of lobe epilepsy. Archwes of Neurology, 21, 510-16. 
Neurophysiology, 16, 643-59. Terzan, H. (1958) Observations on the clinical sympto- 

Sotomon, S. (1967) The neurological evaluation. In matology of bilateral partal or total removal of the 
Comprehenswe Textbook of Psychiatry (ed. A. M. Freed- temporal lobes in man. In Temporal Lobe Epilepsy. 
man and H. I. Kaplan). Baltimore: Williams and (ed. M Baldwin and P. Bailey). Springfield, IIL: 
Wilkins. 3 Charles C. Thomas. 


G. D. Shukla, m.p , Lecturer in Psychiatry, M.L.B. Medical College, Jhansi (U.P.), India, 


O. N. Srivastava, MD, M R-C.Prych., Professor and Head of the Department of Psychiatry, Institute of Medical 
Sciences, Banaras Hindu University, Varanasi (U.P.), India, 


B. C. Katiyar, M.D, MRCP (Lond), F.RCP (Edn), Professor of Neurology, Institute of Medical Sciences, 
Banaras Hindu University, Varanasi (U.P.), India < . 


(Received 12 April; revised 12 July 1978) 


Brit. J- Psychiat. (1979), 134, 293-300 


EEG Abnormalities and Transsexualism 


By J. HOENIG and J. C. KENNA 


SUMMARY A consecutive series of 46 transsexuals, 3? men and 11 


women, showed EEG abnormalities in 48 per cent and borderline 
abnormalities in another 24 per cent. Women showed the abnormalities 
in a significantly higher proportion than men. Those with the EEG 
abnormalities were slightly younger at inception, suggesting that they 
sought help at an earlier age, and their transsexualism became obvious 
to their families earlier. Those with personality disorders had EEG 
abnormalities more frequently, but not significantly so. This group of 
transsexual patients seemed to have a low sex drive, and those with 
abnormal EEGs even more so; but again the differences were not 


significant. 


The possible significance of these findings for the understanding of 


transsexualism is discussed. 


Introduction 


In the search for clues which might lead to 
knowledge of the aetiology of transsexualism, a 
possible connection with abnormalities in the 
temporal lobes or the limbic system has re- 
peatedly been considered and ‘various clinical 
observations suggesting such a link have been 
recorded. 


Sexual behaviour and the temporal lobes 


The basis for such speculation has been the 
often observed link between temporal lobe 
lesions and abnormalities in sexual behaviour. 
Kluver and Bucy (1939) have observed hyper- 
sexuality in monkeys following bilateral tem- 
poral lobectomy and similar observations have 
been reported in humans (Terzian, 1958). 
However other observers noted hyposexuality in 
humans with temporal lobe lesions (Gastaut and 
Collomb, 1954; Hierons and Saunders, 1966; 
Taylor, 1971; Mignone et al, 1970; Hill et al, 
1957; Janzik et al, 1976) which was improved 
after excision of the abnormal tissue, provided 
the operation had succeeded in also excising the 
EEG focus (Blumer and Walker, 1967; Walker, 
1972; Hill et al (1957). But in none of the series 
was this relationship uniformly present, and 
Kolatsky et al (1967) in their series of 86 men 
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with predominantly temporal lobe epilepsy 
found no evidence of hyposexuality. 

There have also been a number of observa- 
tions suggesting the localization of certain 
sexual functions in the temporal lobes. Sexual 
sensation (Torelli and Bosna, 1958; Bente and 
Kluge, 1953) or sexual orgasm as an aura of 
temporal lobe seizures (Van Reeth et al, 1958) 
and sexual orgasm as the trigger for temporal 
lobe reflex epilepsy (Hoenig and Hamilton, 
1960) have been described, although more as 
clinical rarities than as typical aspects of 
temporal lobe epilepsy. 

The association of sexual perversions with 
temporal lobe lesions is recorded in a number 
of cases. Hooshmand and Brawley’ (1969) 
reported two cases of exhibitionism with a 
tumour or an EEG focus in'the temporal lobe. 
The abnormal sexual behaviour ceased after 
anticonvulsant therapy. Fetishism and trans- 
vestism have also been reported in temporal 
lobe epileptics (Bhaskaran, 1955; Davies and 
Morgenstern, 1960; Epstein, 1961, Hunter et al, 
1963; Mitchell et al, 1954). The three patients 
described by Mitchell: et al (1954) lost their 
perversions after temporal lobectomy. These 
reports refer usually to one or just a few such 
cases picked up in the course of practice. 
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Kolářský et al (1967) examined the problem of 
the relationship between epilepsy and sexual 
deviations more systematically. They in- 
vestigated an unselected group of 86 patients 
with epilepsy and found sexual abnormalities in 
19 (22 per cent) of them. Most of the patients 
had temporal lobe lesions. The sexual deviations 
included voyeurism, exhibitionism, fetishism, 
sadism, masochism, fotteurism and” hetero- 
sexual and homosexual pederasby. It-is to be 
noted that four out of-every five of their patients 
did not show any sexual abnormalities. They 
found that sexual abnormalities were more 
likely to -be present-if-the cerebral lesion was 
already pacient before: the end of the first year 
of life. 


Teena d lobe lesions 


With all this material at hand it is not 


surprising that the possibility. of temporal lobe 
involvement in the syndrome’ of transsexualism 
‘had occurred to various investigators. The 
literature was summarized’ .by Blumer (1969) 
and by Späte (1970). The latter described two 
female to male transsexuals who had marked 
EEG -abnormalities in -the temporal lobes. He 
concluded that ‘on the basis of a disturbance in 
the limbic system the sexual life can be changed 
quantitatively as well as qualitatively ; and that 
it is likely that ifthe dysfunction in these parts 
of the brain begins early in life it will set the 
precondition for a later aberrant imprint’. 
Blumer found only two out of fifteen trans- 
sexuals who had abnormal EEGs; in one of 
these the abnormality may, have been asso- 
ciated with the patient’s hypertension. Blumer 
also discusses three patients with both epilepsy 
and transsexualism and concluded that epilepsy 
‘ig uncommon among transsexuals but could 
occasionally be, closely associated with it.. He 
writes: ‘Lack of normal genital sexual arousal 
and orgasm may provide the substrate . for 
abnormal sexual tendencies’. He, advocated 
large scale systematic studies. Another review of 
the literagure is provided by Vietze (1970) who 
concluded that transsexualism is predominantly 
psychogenic but that constitutional or biological 
peculiarities can enhance its manifestation and 
development. 

Davies and Morgenstern (1960) describe a 
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patient in whom the transsexualism began 
after the onset of temporal lobe seizures at the 
late age of 32: The temporal lobe lesion was 
due to , cysticercosis. They also mention two 
other cases of transsexualisni and temporal lobe 
dysfunction. Petritzer and Foster (1955) con- 
tribute another case history of transsexualism 
and epilepsy, both conditions beginning at the 


same time. Epstein (1961) describes five cases of 


sexual deviation. (fetishism and transvestism) 
who had either epileptic seizures or EEG foci in 
the temporal lobe. One’ of his patients, who 
appeared to be transsexual, showed spikes in the 
left temporal region and also had seizures. In a 
patient described by Hunter et.al (1963) ‘the 
transsexualism had begun‘at nine years of age 
whereas the temporal lobe seizures began at- 
twenty-nine years of age. Both the seizures and 
the transsexualism improved while he was on 
anticonvulsants, but ‘the . improvement was 
temporary. Temporal lobectomy brought both 
the convulsions and the sexual abnormality to 
an end. Other cases presenting with both 
disorders were described by Taylor and 
McLachlan (1962) and by Yawger ( 1940). One 
of the most, striking case histories, reported by - 
Walinder (1965), is that of a 29- year-old man 
who had a normal development up,to the age of - 
23 when he changed to a transsexual. He was . 
found to have a predominantly left-sided EEG 
abnormality, consisting of bursts of theta and 
sharp waves. Under treatment with anti- 
convulsants his psychosexual abnormality im- 
proved markedly, only to return when the 
medication. was stopped. Hoenig and Duggan 
(1974) reported a transsexual patient who 
suffered from epilepsy. There were a large 
number of psychosexual abnormalities as well as. 
epilepsy in other members of the family. The 
genealogical chart showed that the two .con- 
ditions came from different branches of the 
family and coincided in the case of the.patient. 
Another member of the family, although not 
affected by epilepsy, was also a crossdresser and’ 
possibly a transsexual. - 

` Such reports permit only tentative conclu- - 
sions. It is. possible ,that the coincidence of 
temporal lobe abnormalities and transsexualism 
is merely fortuitous and not causally connected. 
Perhaps transsexualism is not an aetiologically 
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homogeneous syndrome, and’ such cases repre- 
sent a subgroup only. - - ‘ 


EEG abnormalities in large groups of transsexuals 

It is therefore important to establish the 
frequency with which cerebral and particularly 
temporal l¢be abnormalities, occur in trans- 
sexual patiénts. Randell (1970) stated: ‘. ~. the 
EEGs show varying non-specific abnormalities 
in one third to one half of these cases. Specific 
focal lesions have also been found . . Unfortu- 
nately he does not distinguish between trans- 
vestites and transsexuals. ‘Walinder (1965) 
examined the EEG tracings of a consecutive 
series of twenty-six patients. He divided them 
into those who showed abnormalities in the 
temporal regions and those who showed 
generalized dysrhythmias. He found eight 
patients (31 per cent) to have normal EEGs, in 
six (23 per cent) the record was probably 
normal, in two (8 per cent) the record was 
borderline and in ten patients (38 per cent) the 
record was abnormal. In a larger ‘series of 
84 cases (WAlinder, 1967) he found 31 per cent 
of the patients to have abnormal EEG records. 
A random sample of the population will show 
a proportion of abnormal EEGs (Gibbs and 
Gibbs, 1944) and in unselected psychiatric 
patients the proportion is even higher (Hill, 
1952). Kockott and Nusselt (1976) compared 
the EEG findings in 28 transsexuals with those 
in a control group of 30 neurotics. ‘Ten per cent 
of the records were pathological in the controls 
compared with 32 per cent in the transsexuals. 
This difference is significant. 


Material 

The data here reported were derived from 
patients consecutively referred over a period of 
ten years to the psychiatric out-patient depart- 
ment of a teaching hospital in England. In the 
present study the diagnosis of transsexualism 
_ was made according to criteria outlined 
elsewhere (Hoenig and Kenna, 1974a). When- 
ever possible data from the examination were 
supplemented by information from relatives and 
other sources. Most of the patients were studied 
under in-patient conditions and EEG examin- 
ations were carried out in 46 of the total series of 
75 patients. The examination included recording 
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during a three minute hyperventilation period 
and a photic stimulation period: `< 

: 7 
Results i 


- There was a total of 46 patients, 35 men and 
tl women. Their ages at inception ranged from 
16-59 with an average of 29.7 years; the males 
had an average of 30.2 years and the females 
28.6 years. ° . 

Accessory disorders. The medical history re- 
vealed that several patients had conditions 
affecting the central nervous system giving rise 
to epileptiform seizures. Details on five such 
male patients were as follows: 

Case No. 9, had Jacksonian epilepsy and 
‘+ showed left temporal theta waves. 
had postencephalitic temporal 
lobe seizures and showed bilateral 
posterior theta waves. 
had infantile convulsions and had 
later undergone a right Torkild- 
son operation for a posterior 
fossa tumour. He showed left 
temporal theta waves. f 
had alcoholic dementia but his 
EEG was normal. 
had suffered a head injury in 
childhood and showed bilateral 
temporal delta waves. 


Case No. 28, 


Case No. 31, 


Case No. 34, 


TABLE I 
Types of personality disorder in the 46 transsexual patients 
































Personality disorder = Number of patients 
Sensitive : 13 (28%) 
Anankastic 3 (7%) 
Explosive 1 (2%) 
Labile 1 (2%): 
Depressive 1 (2%) 
Attention seeking 2 (4%) 
Other | 4 (9%) 
None 21 (46%) 
Total 46 (100%) 
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In addition there were two male -patients 
with schizophrenia; in one the EEG record 
showed generalized theta activity and the 
record of the other patient was normal. A 
further six patients suffered from manie- 
depressive psychosis and in three there were 
marked abnormalities in the EEG record: 

Several patients showed personality disorders 
in addition to the transsexualism. Table I shows 
the distribution of the personality disorders, 
using Schnéider’s (1958) typology. Nearly one 
half had personalities within normal limits. 

EEG findings. The EEG findings were classified 
into ‘normal’, ‘borderline’ and ‘abnormal’ 
according to the criteria set out in Table II. 
The EEG was abnormal in 48 per cent of the 
patients and there were borderline abnorm- 
alities in a further 24 per cent. 

Of those 33 patients who showed any EEG 
abnormalities in 15 (45 per cent) the abnorm- 
ality was seen in the temporal area distributed 
about equally between right and left. 

Sex. The abnormalities did not’ occur with the 
same frequencies in the two sexes as shown in 
Table II. The EEG was abnormal in 75 per cent 
of the women as compared to 38 per cent in the 
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men. The borderline EEGs were more equally 
distributed. Only 8 per cent of the women had 
normal records as compared to 36 per cent in 
the men. The differences are significant (P 
<0.05). 

Age. The patients with, normal EEGs were 
somewhat older ,at inception (36.3 years, 
range 16-59) suggesting that patients with 
abnormal (27.7 years, range 16-36) or border- 


.line EEGs (25.8 years, range 17-39) tend to 


seek help at an earlier age although the differ- 
ences are not significant. The age at which the 
patient first felt him or herself to be a member 
of the opposite sex seems the same in those with 
and those without abnormal EEGs. The age 
at which the transsexual behaviour became 
conspicuous to the family however is sig- 
nificantly lower in those with EEG abnorm- 
alities. In those’ patients with EEG abnorm- 
alities the family had become aware of the 
transsexualism before or during adolescence in 
82 per cent as compared to 45 per cent in the 
others (P <0.05). 

Personality disorders. Of the patients with 
abnormal EEGs 14 (64 per cent) showed some 
form of personality disorder in addition to the 


‘Taste I 
Electrosncephalographic findings in the group of 46 transsexual patents 




















i Location of abnormality Sex 
Classification 
f Temporal Entire Occipital Male Female Total 
area hemisphere area Total n=34 n=12 n=46 
Focal Lt. 6 
abnormalities 10 Rt. 4 l It 
Abnormal Äiymmetia 13 - 9, 
5 1 (Rt.) 1 7 38%% 75% 22 
Delta waves’ ' 0 4 0 
. Marked theta 4 
activity 
Borderline Paroxysmal theta 1 9 2 11 
e activity 26% 17% 
General instability 6 l 
Normal 12 l 13 
< 36% 8% 
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Taste IH 
The association between EEG abnormalttus and sexual drive as assessed by the frequen of masturbation 
Sexual drive 
EEG findings High Moderate Low 
Temporal lobe 0 4 8 
(n=12) ~- 
1 (5%) 7 (37%) 11 (58%) 
Abnormal Other : 
(n=7) 
Borderline l (10%) 6 (60%) 3 (30%) 
(n =10) 
Normal 2 (17%) 4 (33%) ~- 6 (50%) 


(n =12) 





transsexualism, whereas 8 (36 per cent) had 
normal personalities. Of those with borderline 
EEGs‘6 (55 per cent) had a personality disorder 
and 5 (45) did not. Normal EEGs were found in 
5 (38 per cent) with, and in 8 (62 per cent) 
without a personality disorder. More patients 
with personality disorders have abnormal 
(56 per cent) or borderline (24 per cent) EEGs 
than patients with normal personalities (38 per 
cent and 24 per cent), but the difference does 
not reach significance. 

Sexual drive. A good deal of conjecture can be 
found in the literature concerning abnormal 
sexual drive associated with temporal lobe 
lesions, and also in transsexualism. Table III 
shows the sexual drive, assessed by the reported 
frequency of masturbation, in relation to the 
EEG abnormalities found. In five patients this 
information could not be obtained. Of the 
remaining 41 patients 20 (49 per cent) denied 
ever having masturbated or had done so only 
rarely. Only four patients (9 per cent) had been 
masturbating at least once per day. If one may 
equate the frequency of masturbation with 
sexual drive then this group of transsexuals 
appears to show a low sexual drive. 

Comparing the group with low sexual drive 
with the group showing moderate or high 
sexual drive it can be seen that the former are 
over-represented among the patients with 
abnormal EEGs. The differénce, however, 
does not reach significance. 

Comparing the sexual drive of those with 


temporal lobe abnormalities with all’ other 
cases there was an overrepresentation of the 
temporal lobe cases among those with hypo- 
sexuality, but again the difference does not 
reach significance. 

` Other factors. A number of other factors were 
examined as to their correlation with the EEG 
abnormalities but none were found of statistical 
significance. They included intelligence quotient 
(Wechsler), school attainment, work record, 
social class, criminality and general social 
adjustment. No relationship was found to exist 
with a family history of psychiatric disorder, 
including homosexuality, nor with the sexual 
orientation of the patient as classified on the 
Kinsey scale. There was no correlation with 
alcohol or drug abuse, nor with the age at 
which the patient first felt himself or herself to 
be a person of the opposite sex. 


Discussion 

Our group of transsexuals shows a high 
incidence of abnormalities in the EEG, con- 
firming earlier findings by Walinder (1967), 
Randell (1970) and Kockott and Nusselt 
(1976). There are, however, some differences 
from the earlier reports. The incidence in our 
group is generally higher than in those of other 
investigators and also the abnormalities are 
more common in females than in males. In 
Kockott and Nusselt’s patients all EEG ab- 
normalities were found in men. In published 
studies to date it is only a proportion of patients 
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that shows EEG abnormality, and not all 
abnormalities found are centered over the 
temporal areas. Nevertheless the frequency 
with which abnormalities occur, particularly 
over the temporal lobes, is too high to-be 
ignored. 


What is the explanation for this finding? Are 
the electroencephalographic findings due to a 
coarse abnormality in the brain, or are the 
abnormalities more functional in origin? The 
literature on transsexualism does not include 
detailed post-mortem reports. Is the lesion an 
acquired one, or is it more likely to be a meta- 
tropism, a constitutional abnormality? What- 
ever the nature of the abnormality may eventu- 
ally turn out to be, is one to understand it as 
central to the syndrome, in the sense of a 
cerebral abnormality specific for the syndrome, 
or is the lesion non-specific providing the 
precondition for abnormal learning to take 
place (Kolatsky et al, 1967; Barger-Prinz et al, 
1966). Freund (1969) emphasized that such an 
effect is more likely to take place if the lesion 
arises during the first year of life. Berner (1965) 
on the results of Rorschach tests has shown that 
paranoid syndromes of various types are 
frequently associated with brain lesions. It has 
been pointed out before (Burger-Prinz et al, 
1966; Hoenig and Kenna, 1974b) that trans- 
sexualism has much in common with the 
paranoid syndromes, and indeed Pauly (1969) 
named the syndrome Paranoia transsexualis. 


Another explanation offered, in effect a more 
specific variant of that proposed by Kolářský 
et al (1967) and Burger-Prinz et al (1966) is that 
temporal lobe abnormalities cause hyposexuality 
(Gastaut and Collomb, 1954 inter alos) and that 
various types of sexual disorders develop on the 
basis of this low sexual drive. This is a revival of 
an old view on the aetiology of sexual perver- 
sions held by sexologists in the 19th century 
ascribed by Freud to Havelock Ellis. In con- 
nection with transsexualism it was taken up 
again by Blumer (1969) who ‘. . . assumed that 
an inherent weakness of male genital powers 
may promote the overwhelmingly female orien- 
tation of some transsexuals’. Spate (1970) 
surmises a lesion in the limbic system which if it 
arises very early in life will provide the ‘fertile 
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soil’ for abnormal psychogenic developments to 
take place. Vietze (1970) holds similar views. 


These theories evoke certain reservations. It 
is by no means uncontroversial to regard trans- 
sexualism as a sexual perversion. At the core 
of the syndrome is an abnormal conviction, a 
paranoid phenomenon, rather than an ab- 
normality of the sexual instinct (Hoenig and 
Kenna, 1974), and generalizations from sexual 
perversions to transsexualism are therefore 
questionable. Furthermore, the view that trans- 
sexuals have a low sexual drive is not univer- 
sally held. Binder (1933) and other authors 
have reported this observation, but Kockott and 
Nusselt (1976) showed that in their series the low 
sex drive was associated with oestrogen therapy 
rather than with the syndrome as such. Lastly 
the view that temporal lobe lesions are asso- 
ciated with hyposexuality is not universal 
(Terzian, 1958). 


Our own findings certainly seem to suggest 
that transsexuals have a low sexual drive, and 
the patients with EEG abnormalities showed 
this to an even greater extent than those 
without. However, the differences, though 
consistent, were not statistically significant. 
Furthermore, we cannot be absolutely sure that 
some of the patients were not taking hormones. 
Transsexuals are known to take hormones 
secretly (Garfinkel, 1967). 


It is possible that transsexualism does not 
have a uniform aetiology. Perhaps those with 
abnormal EEGs are aetiologically a separate 
group. This question, again, is difficult to 
answer even tentatively at this stage. The only 
factors which correlated with the EEG abnorm- 
alities were sex and age at which the syndrome 
became conspicuous to the families of the 
patients. The fact that we could not find 
any correlation between the abnormal EEGs 
and a number of other characteristics tested 
would seem to lend support to the view that 
there are no subgroups within the syndrome. 


The significance of the abnormal EEGs in a 
high proportion of transsexuals remains elusive. 
Nevertheless the incidence is too high to be 
ignored, and future theories about the nature 
of the disorder must take this into account. 


- GaRFINKEL, H 
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Morbid Jealousy Featuring as Obsessive-Compulsive Neurosis: 


Treatment by Behavioural Psychotherapy 


By J. P. COBB and I. M. MARKS 


SUMMARY Morbid jealousy can occasionally be indistinguishable 
from obsessive-compulsive neurosis and then be partially amenable to 
broad-spectrum behavioural treatment. This can involve the partner 
and includes (a) methods to reduce jealousy and (b) other methods 
where appropriate, such as social skills training, and sex and marital 
therapy. This pilot study describes such treatment of four jealous 
out-patients. Rituals improved in three patients but ruminations in 
only one. Of three patients who were depressed at the start of treat- 
ment, two improved in rituals and in mood. The patient who failed was 
poorly motivated and did not comply with treatment. 


Introduction 

‘Morbid jealousy accompanies several psych- 
iatric states and the value of .symptomatic 
treatment depends partly on the nature of the 
associated illness, partly on the features of the 
individual case’. (Shepherd, 1961). Obsessive, 
compulsive neurosis may manifest as morbid 
jealousy (Vauhkonen, 1968; Shepherd, 1961; 
Mooney, 1965; Docherty and Ellis, 1976). 
Examples are jealous ruminations plus rituals 
such as checking underclothing for stains. The 
jealousy is not delusional, such patients re- 
cognizing that their fears are without founda- 
tion and being ashamed of them. 

Compulsive rituals of a morbidly jealous 
variety should in theory be as responsive as other 
rituals to behavioural techniques such as 
exposure in vivo, modelling and response 
prevention (Marks et al, 1975). Obsessive 
thoughts are less easy to treat but have 
responded to thought-stopping (Stern et al, 
1973; Hackman and Maclean, 1975). 

Morbid jealousy is often associated with low 
self-esteem, lack of self-assertion, sexual and 
marital problems (Vauhkonen, 1968; Mooney, 
1965; Langfeldt, 1961). Each of these problems 
may be amenable to behavioural treatment 
(Marks, 1974). It is thus possible to devise 
individually tailored behavioural treatments for 
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couples where one partner is morbidly jealous. 
Behavioural treatment of this condition has 
been neglected in the literature apart from 
Marks (1976a) and Rosen and Schnapp (1974), 
who both used thought-stopping techniques. 

This paper reports the treatment of four 
patients with chronic morbid jealousy accom- 
panied by compulsive rituals. 


Patients and Measures 
Criteria for selection of patients 


l. Presence of obsessive-compulsive thoughts 
and behaviour, as defined by Schneider 


(1925) and Stern and Cobb (1978). 


Presence of morbidly jealous thoughts and/or 
rituals of at least one year’s duration. An 
example of a jealous thought was ‘Being 
unable to look at a picture of a nude female 
without anxiety that my husband will find it 
attractive’ and of a morbid ritual ‘Being 
unable to stop cross-questioning my wife 
about trivial things’. 

No evidence of either alcoholism, psychosis 
or physical illness. 


Patients 


The characteristics of the patients are 
summarized in the Table. 
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TABLE 


MORBID JEALOUSY FEATURING AS OBSESSIVE-COMPULSIVE NEUROSIS 


Patient characteristics and outcome 
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* For scoring, see text., 


Illustrative case (No. 3 in Table) 

A man aged 30. complained of a ‘terrible 
distrust’ which preoccupied him for much of the 
day. He recognized the irrationality of. these 
thoughts, felt ashamed of them and tried to put 
them out of his mind. Trivial cues led him to 
suspect infidelity; thus a mark on the wall at 
home made him think ‘perhaps that is where her 
lover rubbed his arm’. 

He could only obtain relief from the anxiety 
which accompanied these thoughts by cross- 
examining his wife. She had to repeat a form of 
words perfectly, swearing her faithfulness. The 
slightest error would make ‘him insist on 
repetition. Abusive arguments were frequently 
provoked, sometimes with physical violence. 
Similar jealousy towards his first wife had led to 
divorce. In his early teens he had to carry out 
various magical rituals such as repeatedly 
walking in and out of a door. At 16 he was 
first segn by a psychiatrist on account of 
obsessive thoughts concerning death. Over the 
next 12 years he was seen by several psych- 
iatrists and was treated with clomipramine, 
desimipramine, pimozide and marital coun- 
selling, all without benefit. He also had partial 





erectile impotence which began when he 
stopped himself having erotic, guilt-laden, 
fantasies of another man having intercourse 
with his wife. His wife had primary anorgasmia. 

Early i in the treatment his condition fluctuated 
dramatically. On two occasions his wife came to- 
sessions with facial bruisés. On one occasion the 
patient shot himself in the leg with an air gun 
and on another took,an overdose of benzo- 
diazepines. Because of the background of 
violence, treatment was cautious. He was seen 
alone for eight sessions during which attempts 
at thought-stopping produced only fleeting 
relief of symptoms. He did however find that 
jealous thoughts diminished if he wrote them 
down or recorded them on tape. 

Graded exposure in vivo was tried, starting 
with his wife leaving the session for one minute 
and returning with a mark on her coat. This 
provoked intense anxiety and a, torrent of 
morbid questions which it was impossible to 
prevent and which persisted between sessions. 
Following this they were asked to keep a 
‘conflict diary’ which documented factors. 
cueing disputes and recorded duration, intensity 
and outcome of rows. They discovered,. in 


analysing this diary, that reasonable answers to 
jealous cross-examination made rows worse and 
longer. Matters were improved by ignoring 
jealous questions or walking out of the room. 
The wife agreed to reward normal questions, 
but to ignore jealous questions. This procedure 
combines operant conditioning with response 
prevention and can be termed ‘differential 
reinforcement’. It also involved the patient 
learning to distinguish clearly between normal 
and jealous thoughts, which he did without 
difficulty. He spontaneously learned to say to 
himself ‘Ah! that’s an obsessive thought’ and 
then to disregard it. A period of relative 
harmony ensued, during which it was possible 
to start the couple on a programme of sexual 
skills training. This led to improvement in their 
sexual relationship and in the quality of their 
marriage. 

One year after treatment they had a child. 
*At 15 months follow-up improvement was 
maintained. Although the patient still experi- 
enced jealous thoughts, rows resulting from 
these were very infrequent and there had been 
no physical violence for over 18 months. 

He had been on desimipramine 150 mg at 
night for six months before starting treatment 
and remained on this drug up to the last follow- 
up. Attempts to withdraw the drug led to 
immediate increase in anxiety and deterioration 
in mood but not to any change in jealous rituals. 


Measures . 


The following measures were made before and 

after treatment and at follow-up: 

(i) Self-ratings of target obsessive thoughts 
and target compulsive rituals on a 
nine-point scale from 0 = causes no 
discomfort, to 8 = causes maximum 
discomfort. eras 
Self-ratings of depression on the Wake- 
field Depression Inventory (Snaith et al, 
1971) (three patients only, the fourth 
was not clinically depressed). 

Other ratings were: 

(iii) Motivation, rated by the therapist at 
initial interview on a three-point scale 
from 1 = high motivation to 3 = poor 
motivation. 


(ii) 
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Compliance based on willingness to 
undertake tasks and regularity in 
attendance for treatment was estimated 
retrospectively by the therapist on a 


(iv) 


three-point scale from 1 = High to 
3 = Poor. 
Treatment 


All treatment was along behavioural lines, 
based on planned, systematic strategies aimed 
at changing clearly defined target symptoms. 
At the assessment interview, behavioural treat- 
ment was tailored to suit the needs of each 
couple. As treatment progressed new strategies 
were improvised as necessary. Standard com- 
ponents were self-regulated exposure in fantasy 
and in vivo, together with response prevention 
for jealous rituals, while thought-stopping 
(Stern et al, 1973) was tried for jealous rumin- 
ations. Improvised techniques are illustrated in 
a couple (No. 4 in the Table) who recognized 
that rows were excessively prolonged by sulking 
and lack of communication. This was resolved 
at their suggestion by buying two imitation 
Dresden china figures. These were turned to 
face away from one another during the-row but 
as soon as one partner felt ready to forget and 
forgive he or she turned one figure to face the 
other. This would act as a signal to resume 
talking. Rows which had previously lingered 
for 2-3 days were resolved in an hour or two by 
this means. 

Where appropriate, sexual skills training 
(Marks, 1976b) and directive contract marital 
therapy (Crowe, 1978) were given. Those 
individuals whose low self-esteem and lack of 
assertiveness contributed to the morbid jealousy, 
were given exercises derived from social skills 
training (Falloon et al, 1974), e.g. a woman who 
left most practical decisions to her husband was 
asked to debate the family budget with him. The 
importance of arguing forcefully for her own 
interests was stressed. The task was tape- 
recorded and discussed at the next treatment 
session. All couples were given regular home- 
work tasks to carry out between sessions 


Results 


For target scores of rituals and ruminations, 
the improvement criterion adopted was that of 


304 


Marks et al (1975), i.e. at follow-up a mean 
reduction of 4 or more points on an 8-point 
scale was recorded as much improved, 2 to 3.9 
points as improved and less than 2 points as not 
improved. Using this criterion, for rituals two 
patients were much improved and one was 
improved (see Table). For ruminations only one 
patient was improved and three patients were 
not improved. . 

All three patients who rated their mood were 
depressed at the start of treatment. In the two 
in whom the depression improved, rituals 
reduced too, though ruminations were un- 
changed. In the third depressed patient, neither 
mood nor ruminations changed, while rituals 
worsened. The patient with lowest motivation 
and compliance (Case 1) improved least. 


Discussion 


Morbid jealousy is generally considered a 
difficult problem to treat. Shepherd (1961) 
quoted a Victorian physician who claimed that 
‘the best treatment is geographical rather than 
medical’, This was echoed by the second patient 
in this study who remarked ‘the only way I can 
get peace is to do without girls altogether’. 
Though uncommon, obsessive-compulsive forms 
of morbid jealousy may be treatable. Broad 
spectrum behavioural treatment led in three of 
our four patients to worthwhile improvement in 
rituals and mood. While improvement in 
rituals was rather less than that obtained in 
other studies (Marks et al, 1975; Boulougouris, 
1977; Foa and Goldstein, 1978), it was sufficient 
to enable three couples who were well motivated 
and compliant in treatment to live together 
more harmoniously and with less physical 
violence. 

In contrast to mood and rituals, jealous 
thoughts proved resistant to treatment. They 
changed little in intensity or duration after 


treatment but caused less distress or jealous ' 


behaviour. One patient commented ‘it’s much 
better now that I know thoughts are only 
thoughts and I don’t have to act on them’. It is 
_well recognized (Stern et al, 1973; Stern, 1978) 
that obsessive thoughts are more difficult to 
overcome than compulsive rituals, and clearly 
obsessive jealous thoughts are no exception. 
From the phenomenological point of view 
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obsessive morbid jealousy may be distinguished 
from other forms of obsessional neurosis in that 
it always involves two people. All four of the 
patients in this study commented that it was the 
physical presence or thoughts of the partner that 
cued obsessive symptoms. Two of the four 
patients had experienced a similarly intense 
jealousy in previous relationships which had 
gradually faded after separation. While living 
alone, and during brief, superficial affairs, they 
had both been free of significant jealous feelings. 
Soon after entering a further stable relationship 
however, the morbid jealousy had reappeared, 
now directed towards the new partner. In 
contrast, in a group of 45 non-jealous obsessive- 
compulsive patients 95 per cent of rituals were 
largely unaffected by the presence of others 
(Stern. and Cobb, 1978). This distinction may 
account for the difference in treatment effects 
and provides a rational basis for treating 
obsessive-neurotic morbidly jealous patients* 
with their partners. 

The mechanism of change is of both clinical 
and theoretical importance. Mood change 
could have a primary role or alternatively 
could be secondary to behavioural gains. All 
four patients had long-standing obsessive- 
compulsive problems and their course suggested 
that depression followed deterioration in 
obsessions rather than vice-versa. At follow-up 
the second patient was clinically depressed 
following a severe illness of her mother, but 
despite this her jealous rituals had not recurred. 

Treatment involved a broad spectrum ‘cafe- 
teria approach’. Various techniques were out- 
lined to patients, who selected those that 
appealed most. This makes it difficult to be 
certain which techniques were the most effective. 
Two patients commented on the value of being 
treated together with their partners and 
considered that techniques involving both of 
them, such as differential reinforcement, were 
the most productive. 

By contrast, direct stimulation of jealous 
thoughts, by exposure in fantasy or in vivo were - 
reported as being anxiety provoking and 
unproductive. More general methods not aimed 
directly at the jealous symptoms but at assertive . 
training, clear definition of marital roles and ' 
sex therapy were also found to be helpful. 
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+: 


Only a more systematic study of direct versus 
indirect methods, together with careful moni- 
toring of jealous behaviour, mood and the 
marital relationship, will clarify the value of the 
various treatment techniques. 
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Torticollis caused by.an Infratentorial Tumour: 
Three Cases 


By ERIK BOISEN 


SUMMARY Three cases with torticollis caused by an infratentorial 
tumour are presented. A father and his son both had a Lindau tumour, 
and another patient had an ependymoma. 

It is stressed that torticollis may be the predominant or only sign of 
an infratentorial tumour, and that torticollis should always be sus- 


pected to have an organic origin. 


Torticollis may be a symptom -of a serious 
organic disease (Winther, 1930; Patterson and 
Little, 1943; Poppen and Martinez-Niochet, 
1951), but it is often treated as a psychogenic 
disorder. Experimental studies have shown, that 
some lesions in the brain-stem may be followed 
by abnormal neck: posture (Carpenter, 1956; 
Foltz et al, 1959), but neuropathological studies 
on the pathogenesis of torticollis in humans have 


most often been negative or inconclusive 
(Tarlov, 1970). 


Case 1 


For months a 39-year-old man had increasing torticollis, 
lowering the left ear to the shoulder and tilting the head 
forward. This position was maintained standing, sitting, 
and lying in bed. He would lie only on his left side, a 
position that reduced pain in the neck, vertigo, and 
headache. Two years earlier a renal carcinoma had been 
removed, after which he had been in fine health. 

Examination was normal except for directional nystag- 
mus to the left and the torticollis. Ventriculography 
showed evidence of an infratentorial tumour,but during 
this examination respiratory arrest developed. He was 
instantly resuscitated. A large cyst, containing clear, 
yellow liquid (albumin 1,500-2,000 mg per cent), and a 
small, angiomatous tumour were found laterally placed in 
the left cerebellar hemisphere. The patient regained 
spontaneous respiration after the operation, but he was 
deeply comatose, and he died one day later from respira- 
tory arrest. F 

Ncuropathological examination showed a glial cyst of 
cerebellum, but the angiomatous wall tumour could not be 
found, as it had been sucked away during the operation. 
The necropsy showed no sign of metastases from the 
earlier hypernephroma. 
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Case 2 ' 

From early childhood the son of Case 1 had migraine, 
and two months before admission at age 25 he had a 
severe attack without the usual benefit from ergot drugs. 
After one month he had increasing vertigo, vomiting, and 
increasing deviation of the head to the right and forward. 
He found relief by lying on his right mde, and any attempt 
to correct the deviation of the head provoked vomiting and 
directional nystagmus to the right. Examination was 
otherwise normal. Cerebrospinal fluid showed slightly 
elevated protein (52 mg per cent) and no leucocytes. 

Ventriculography showed evidence of an infratentorial 
tumour in the right cerebellar hemisphere, and an 
immediate operation showed this to be a very large cyst, 
filled with clear yellow liquid, and a small angiomatous 
tumour was found ın the wall. Neuropathological examin- 
ation showed an angioreticuloma cerebelli (Lindau 
tumour). 


Case 3 

After giving birth to a normal child a 32-year-old 
woman developed asthenia, depressive reaction, vertigo, 
nausea, vomiting, and through several months an in- 
creasing spastic torticollis to the right. Examination, 
including otoneurological examination, was on several 
occasions normal, and the torticollis was thought to be 
psychogenic. During her stay in a state hospital for 
mental diseases, she suddenly collapsed with respiratory 
arrest, and was instantly resuscitated. After a few hours 
she was found conscious, completely mute, globally 
paralytic except for eye movements and little movements 
of the face and tongue, and without spontaneous respira- 
tion. She learned easily to communicate by eye move- 
ments in a simple code language (Boisen and Siemkowicz, 
1976). 

Ventriculography confirmed suspicion of an infra- 
tentorial tumour. She deteriorated in spite of permanent 
ventricular drainage (Moore, 1969), and she died from 
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cardiac arrest while we were trying to wean her from 
artificial respiration. 

Neuropathological examination showed an ependy- 
moma between the tonsils of the cerebellum and the 
medulla oblongata, and the pontomedullary junction 
showed necrosis with bleeding. 


Comment 


Torticollis is a distressing symptom often 
accompanied by pain in the muscles. It may be 
caused by demonstrable lesions of the central 
nervous system (Denny-Brown, 1962; Avman 
and Arasil, 1969; Messert et al, 1966), but often 
no structural abnormality can be found. 

In a psychometric study of 34 patients 
afflicted with torticollis Choppy-Jacolin et al 
(1977) concluded that it was impossible to 
accept as satisfying the often-advanced idea of 
torticollis as an accident of hysterical conversion. 
There was nothing to suggest, that the person- 
e ality of these patients had a hysterical structure. 
It is concluded that torticollis should always be 
suspected to have an organic origin, and that the 
physician should search for signs of posterior 
fossa in, olvement in patients with this symptom. 
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Book Reviews 





The Anthropology of*the Body (A.S.A. Mono- 
graph 15). Edited by Jonn Bracko. London: 
Academic Press. 1977. Pp 426. £8.80. 

The Association of Social Anthropologists regularly 
publish monographs based on conferences that 
contain matters of interest to psychiatrists. This book 
is a hotch-potch by 20 contributors. Topics ‘include 
three ways of playing the Afghan guitar; machismo 
and prostitution in Peru; death by suggestion in New 
Guinea; purity and pollution among gypsies; 
phosphenes and mandalas. If there is a common 
theme, it seems to be related to the interaction 
between bodily functions and experiences and the 
cultural milieu. The contributions by medical authors 
seem more restrained, critical and wide ranging than 
most of the others. The editor’s introductory essay 
tries to make a systematic exposition, but perhaps not 
surprisingly shows over-inclusiveness and flight of 
ideas. It would probably have been better to con- 
centrate on one or two themes such as the manage- 
ment and meaning of human excreta (well started by 
Dr Loudon in one of the better contributions), The 
social functions of altered states of consciousness is 
another topic of interest to your reviewer, and I 
imagine to most psychiatrists. These monographs 
remind us that we do not pay enough attention to 
studies of behaviour in other cultures, and the 
curious reader will enjoy browsing. 


D. A. Ponn, Professor of Psychiatry, 
London Hospital Medical College 


Progress in Sexology. Edited by Rosert GEMME 
and Connie CHRISTINE WHEELER. New York: 
Plenum Publishing. 1977. Pp 615. $39.00. ` 

This book is composed of sixty selected papers from 
the Second International Congress of Sexology held 
in Montreal in 1976. Theoretical issues, research 
studies, and practical treatment methods all receive 
attention. In the first section, on sex differences, the 

familiar “nature-nurture controversy receives a 

thorough examination. Interesting contributions on 

the aetiology of sexual dysfunction follow, including 
an impressive Swedish review of the effects of 
neurological disorders. The section on treatment 
methods is useful, although regrettably few papers 


include’ well-controlled evaluative studies. One must 
disagree with John Money’s suggestion, in the 
section on sexual response and fantasy, that deviant 
fantasies and interests underly many sexual dys- 
functions. This is simply not borne out in clinical 
practice. An outstanding contribution is a pre- 
liminary report by Harold Persky and colleagues on 
sex hormone levels in young women and their 
partners during the menstrual cycle. Testosterone 
levels, known to be important determinants of female 
as well as male sexual interest, showed both mid-cycle 
and luteal phase peaks in the women, and a peak in 
the’ males corresponding to their partners’ luteal 
phase. There are several papers on contraception 
including review articles on the possible effects on 
sexual behaviour of the contraceptive pill and 
vasectomy. In the section on anthropological and 
sociological aspects of sex, there is a challenging 
paper by John Prescott who draws on a variety of 
research data in arguing that impaired parent-child 
affectional bonding leads to violent tendencies, both 
self- and other-directed, and to sexual dysfunctions in 
adulthood, especially in females. The volume ends 
with several interesting papers on sex education. 
This collection includes sufficient of interest to both 
general readers and those specializing in this field 
to warrant hospital libraries obtaining a copy. 


Kerru Hawron, Clinical Lecturer in Psychiatry, 
Oxford University ' 


Understanding Sexual Attacks. By D. J. Wesr, 
C. Roy and F. L. Nicuoxas. London: Heine- 
mann Educational Books. 1978. Pp 178. £7.95. 

Dr West, of Cambridge, spent a sabbatical leave at 
the Regional Psychiatric Centre of the Federal 

Penitentiary Service at Abbotsford, British Columbia 

where the other two authors work. This is a study of 

twelve patients undergoing intensive treatment, 
living and working in a ward. These twelve were not 

typical of sexual offenders in general. They were a 

selected minority of grave and repetitive offenders, 

intelligent, not psychotic or epileptic, who had taken 
the initiative in asking for treatment: selected, in fact, 
for’ dangerousness and treatability. Home back- 
grounds, sexual development, crisis situations and 
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crime patterns are considered in separate sections. 
The authors say ‘the material here has been chosen 
and.presented to illustrate the point of view that... 
these rapists suffer from an inferiority complex 
centred on ` security about ma.culinity’. Most were 
married or cohabiting at the time of the latest offence. 
Only two had had a normal childhood. Five had 
been convicted of serious non-sexual offences. Some 
had begun with minor sexual deviation, such as 
clothes’ fetishism, voyeurism or exhibitionism, and 
proceeded to violence and rape. In every case the 
victim was a stranger who had done nothing to 
provoke or invite the attack. This careful and detailed 
work should be studied by all who are responsible 
for the care and treatment of sexual offenders. There 
is a chapter comparing treatment programmes in 
several American States, which illustrates the difficulty 
of devising schemes for treatment and release which 
offer both hope to the offender and protection to the 
public. 


D. S. MACPHAIL, Consultant Psychiatrist and 
Psychotherapist, Portman Clinic, London 


Behaviour Modification of the Mentally 
Retarded. Second edition. Edited by Travis 
THompson and Jonn Graspowski. New York: 
Oxford University Press. 1977. Pp 570. £12.25. 


Since the early 1960’s behaviour modification 
techniques have proved to be invaluable in teaching 
the mentally retarded social skills. An mformed 
understanding of these objectives and methods can 
accelerate the process of rehabilitation to an extent 
which makes such knowledge an essential require- 
ment for all practitioners, including both professionals 


` and parents. This need not imply acceptance of 


behaviourist theories concerning the causes of social 
maladjustment, let alone language acquisition, nor 
any conviction that the reasons for the efficacy of the 
procedures are either simple or well understood. 

The first edition of this book appeared in 1972, and 
was so well received that only five years later an 
expanded version has been published. Most of. the 
many contributors have been involved in the use of 
behaviour modification procedures in Faribault 
State Hospital and other institutions; the general 
focus is upon teaching basic skills to moderately and 
severely retarded institutionalized adults and children. 
The strength of the book lies in various carefully 
documented accounts presenting evidence for the 
utility of behaviour modification in helping patients 
and staff in institutional settings, one important 
outcome being a reduction in the use of drugs to 
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control behaviour. There is, however, a tendency to 
repetition, as individual authors present the results of 
their particular programme designed to promote 
independence in dressing, feeding or toilet behaviour. 
Perhaps this is inevitable in chapters on social 
training in hospital units for institutionalized adults 
and children, but might seem unnecessary as part of a 
chapter titled ‘Educational Programs for Retarded 
Individuals’. 

Few psychiatrists or clinical psychologists today can 
be unaware of the existence of behaviour modification, 
so perhaps it might be expected that a textbook such 
as this would present some of the controversies 
surrounding its theoretical base, some of the diffi- 
culties which may be encountered in using the 
techniques and an appendix with an elaborated 
practical account of how to proceed. The book’s 
weakness lies in its failure to achieve such a balance. 
For example, the difficulty of selecting appropriate 
reinforcers for the mentally handicapped is not 
adequately discussed, and Premack’s principle which 
may be helpfully used is referred to without exposition. 
Programmes such as the Shearers’ Portage Model 
similarly receive mention in as little as a sentence. 
Even the chapter on counselling of parents of retarded 
children, while admirable in its advocacy of a clearly 
presented programme, could be enhanced by 
reference to a more specific practical guide. 

In summary, the book can be recommended as a 
source of general inspiration to those clinicians who 
face severe problems which still beset many institu- 
tions for the retarded. It attests to the possibilities of a 
revolution in standards of care and in developing 
limited assets when properly applied. However, for a 
detailed understanding of how to apply the methods 
and how these might be integrated with other 
psychotherapeutic approaches they will need to 
consult further references. 


Ann M. CLarke, Reader in Educational Psychology, 
The University of Hull 


In the Wake of Reich. Edited by Davin BOADELLA, 
London: Coventure. 1976. Pp 424. £5.75. 

‘Curing the sick is not enough; one must cure them 
with methods accepted by the community’ (Ellen- 
berger, H., 1970). Willhelm Reich was categorically 
rejected by nearly all his colleagues and by the 
society in which he hved. In a similar way his like- 
minded predecessor Anton Mesmer was discredited, 
partially because of his theoretical belief in the 
curative powers of a cosmic life force, and partially 
because he advocated techniques in which catharsis, 
physical activity and hypnotic suggestion played a 
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major part. Neither Reich nor Mesmer were judged 
by the change they managed to produce in their 
patients. 

It is tempting to subject the authors of papers in this 
book to similar treatment. This collection of 33 
articles includes work by virtually all the leaders of 
the Post-Reichian Bioenergetic Movement. While this 
is both comprehensive and diplomatic, it inevitably 
leads to repetition and marked variation in quality. 
Their theorizing is scieutifically naive and strongly 
polemical. However, knowledge of history: should 
warn us against throwing out: the practical baby 
along with the theoretical bathwater. If we neglect the 
body emphasis and the powerful techniques. described 
by the neo-Reichians, we may hamstring ourselves as 
psychotherapists. 


Jonn Coss, Consultant Psychotherapist, 
St George’s Hospital, London 


The Practice of Conjoint Therapy Combining 
Individual and Group Treatment. By 
Louis ORMOND and HERBERT STREAN. New 
York: Human Sciences Press. 1978. $13.95. 


The title of this book may well mislead the unwary. 
Conjoint therapy is a term currently used in Britain 
to describe the concurrent and joint treatment of a 
married couple or similar pair of intimates. This book 
discusses quite another therapeutic pattern which is 
the concurrent analytic treatment of single patients 
by both individual and group psychotherapy with 
two different therapists. The authors describe their 
clinical experience with a series of patients in which 
the problems of carrying through such a regime are 
examined. They say that this model for therapy is an 
attempt to replicate what they call ‘the first or 
mothering stage’ of life experience by individual 
therapy: group therapy represents the second 
fathering stage, and by having leaderless alternate 
group sessions the patients experience the third 
family stage of development. The descriptions they 
give of the problems in this treatment programme are 
vivid, even if not particularly new, and are helpfully 
written, The indications for such a treatment strategy 
are less clear and we are offered no independent 
evidence (other than the very full descriptions of 
cases) that their method is especially successful. For 
the specialist psychotherapist, therefore, this book is 
worth a quick read. For the journeyman therapist it 
probably *isn’t worth the trouble since it describes 
impossibly lavish therapeutic provision and adds 
little of theoretical value. 


Douc.as Hooper, Senior Lecturer in Clinical Psychology, 
Department of Mental Health, University of Bristol 
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Structuring the Therapeutic Process: Com- 
promise with Chaos. By Murray Cox. 
Oxford: Pergamon Press. 1978. Pp 300. £12.50, 
£5.00 (paperback). 

Coding the Therapeutic Process: Emblems of 
Encounter. By Murray Cox. Oxford: Perga- 
mon Press. 1978. Pp 78. £5.00, £2.00 (paper- 
back). 

The first volume discusses the therapist’s primary 
tasks of structuring the therapeutic situation in terms 
of time, depth and mutuality within the context of 
therapeutic space. Such structuring fosters emotional 
disclosures and enables the patient to move in the 
direction of revealing himself from unconscious to 
conscious-withheld to conscious-disclosed. The 
patient’s capacity for disclosure is a sine gud non of 
the therapeutic alliance but the author cautions 
against assuming that what seems significant to the 
therapist is important for the patient. It is what the 
patient discloses to himself that ultimately counts. 
The liberal use of literary quotations is disconcerting 
but this is offset by the verbatim remarks of patients 
which enlighten the chaos, ambiguity and uncertainty 
that are inevitable bedfellows in psychotherapy. 

The companion volume is an interesting attempt 
to answer the thorny problem of making sequential 
records of psychotherapy. The paucity of satisfactory 
methods of recording transactions in groups is widely 
acknowledged as is the problem of recording meaning- 
ful information about the dynamics of psychotherapy. 
A convincing plea is made for visual display systems 
in the place of conventional notes particularly for 
teaching and research. Both volumes are well worth 
reading. 


Joun A. HARRINGTON, Consultant Psychiatrist and 
Medical Director, Uffculme Clinic, Birmingham 


Child Development. (Second Edition). By SUEANN 
R. Amaron. Eastbourne: Holt-Saunders. 1978. 
Pp 515..£10.00. 

This book is intended to be used for an introductory 
course in child development. The text is generally 
well-written whereas some of the illustrations are 
bizarre; it is difficult to understand why they have 
been included. The book is almost excessively 
comprehensive, covering conception to maturity in 
five hundred pages. As a result both important and 
trivial topics are covered so briefly that a reader with 
little previous knowledge might find himself over- 
whelmed and confused. 


JANET Ouston, Research Worker, 
Institute of Psychiatry, London 
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Psychiatry for Students (Fifth Edition). By 
DAVID STAFFORD-CLARK and ANDREW C. SMITH. 
London: George Allen & Unwin. 1978. Pp 326. 
£6.50 (hardback), £3.95 (paperback). 

Though psychiatry in common with all branches 
of medicine can only be learned by practical involve- 
ment with patients, a good textbook is an important 
aid in the student’s understanding and grasp of the 
subject. This new edition of an old favourite fulfils 
the criteria of a good textbook. The information it 
imparts is accurate, readily accessible and easy to 
understand. Illustrative case histories help to bring 
the theoretical material to life. There is a short but 
comprehensive list of references at the end of each 
chapter and a list of topics at the end of the book 
that could usefully serve as a framework for a series 
of lectures or essays. 


Jeremy M. PFEFFER, Senior Psychiatric Registrar, 
The London Hospital, Whitechapel 


Contemporary Readings in Psychopathology. 
Edited by Jonn M. NEALE, GERALD, C. DAVISON 
and Kennetu P. Price. New York: John Wiley 
1978. Pp 463. £5.25. 

This is a pot-pourri of psychiatric articles from the 
journals of the last few years. The blend is stimulating 
and pungent; I would recommend it both as a 
carminative for the senior psychiatrist-who finds his 
diet of English psychiatric journals somewhat 
indigestible, and for the trainee eager to devour a 
high-protein psychiatric concentrate. A number of 
the papers are well known (on being sane in insane 
places—and its riposte). A wide range of subject 
matter and theoretical orientation is covered in 36 
varied and controversial articles, mostly American. 
This second edition should be purchased for psych- 
iatric hospital libraries. 


ANDREW Sums, Senior Lecturer and Consultant Psychiatrist, 
Queen Elizabeth Hospital, Birmingham 


Clinical Psychiatry in Primary Care. By 
Sreven L. Dusovsxy and Micar P. Weiss- 
Bero. Baltimore: Williams & Wilkins. 1978. 
Pp 212. No price stated. 

This book, written by two psychiatrists, succeeds in 
catching the predicament of doctors in the front line 
facing undifferentiated clinical material. A good sign 
—for generalists—is that ‘Hypochondriacis’ is the 
opening chapter instead of being relegated to the end 
as a dustbin condition. Trainees—in whatever 
medical discipline—would find value in this book, 
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and so would established general practitioners. There 
is no attempt at detailed description or establishing 
theoretical bases. Instead the primary care clinician is 
offered for each of the common conditions a series of 
approaches, helpfully set out in columns, the reality 
of each situation being communicated. by a brief 
cameo, ‘encounter with a typical patient’, The 
options available for handling the different situations 
are examined and the possible outcomes ‘noted. 
Cautionary tales are included and a model ‘successful 
approach’ is offered. Finally there are clear guidelines 
on when specialist advice could or should be sought; 
including, sensibly enough, when the generalist 
feels he has no stomach for another encounter or 
needs a respite. Great emphasis. is laid, in each 
chapter, on the doctor’s reactions to his patient (but 
no mention of Balint anywhere in the book) and 
there are helpful sections on how to distinguish 
organic brain syndromes and on handling the 
agitated patient. This book can be strongly recom- 
mended. It should prove particularly useful to those, 
whether in hospital or in the community, who are 
involved in the teaching of general practitioners. 


J.S. None, Dean of Studies, 
The Royal College of General Practitioners, London 


The Health Service Administrator: Innovator 
or Catalyst? Edited by LesLæ Paring. London: 
Pitman Medical for King Edward’s Hospital 
Fund. Pp 198. £5.50. 

The Social Context of Health Care. By PAUL 

- BREARLEY, JANE GIBBONS, AGNES Mies, EDA 
Topuiss and GranamM Woops. Oxford: Martin 
Robertson and Basil Blackwell. Pp 188. £8.95, 
£3.95 (paperback). 

For most doctors, administration is'a dirty word, 
though how they would treat their patients if no one 
ordered supplies or paid their salaries is a point often 
overlooked in ritual denunciations at medical 
gatherings. Health administrators, however, are 
unlikely to advance their cause very far by the 
publication of this King’s Fund international 
seminar, designed to study various aspects of their 
role. These included choosing priorities, introducing 
new medical developments, dealing with the political 
process and handling complaints. There are some 
valid points, for instance, the fact that any population 
has to pay for its medical care somehow, whether 
through taxation, insurance premiums or fees for 
items of service. However, the papers are mostly 
lightweight and there is a great deal of repetition. The 
excellent quality of production of the book deserves 
better content. 
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“More modest and more useful, though still with a 
certain tendency to platitude, is the collection of 
papers on the interaction between health care and 
social factors, The authors are all but one associated 
with the University of Southampton. Apart from 
discussion of general issues, three patient groups ‘are 
selected to illustrate particularly close interconnection 
of social and medical problems. One of these is the 
mentally ill and the chapter on them by Jane 
Gibbons is an excelleng piece of clear exposition, 
though containing little that would ke new or 
surprising'to psychiatric readers. The book would be 
useful as background ‘reading for membership 
candidates, for conscientious medical students and 
for social workers and psychologists in training. 


Husu Freeman, Consultant Psychiatrist, 
Hope Hospital, Salford 


A Systems Approach to Alcohol Treatment. By 
FREDERICK B. GLASER, STEPHANIE W. GREEN- 
BERG and Morris BARRETT. Toronto: Addiction 
Research Foundation. Pp 303. $14.95. 


This book describes an extensive and intensive 
research project into the facilities for alcoholism 
treatment in the Commonwealth of Pennsylvania. 
It highlights how fragmented and disorganized these 
services tend to be and suggests a method of syste- 
matizing services in a logical way. This book follows a 
similar one produced by the same authors on drug 
abuse. It is basically politically motivated, originating 
in the American hope of organizing ‘health services’. 
The book tends to be repetitive and is replete with 
American wordiness. There is a historical introduction 
concerning the alcoholic services in Pennsylvania. 
Another 50 pages consist of a comprehensive account 
of the development of larger non-medical treatment 
programmes such as A.A. which is interesting but for 
obvious reasons largely anecdotal. There is a great 
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deal of interest in the book but it has been over- 
expanded. The recent idea that minimal ‘inter- 
vention’ as opposed to ‘treatment’ may be equally 
effective is introduced at the end. This work is 
probably now out-dated but could be useful in an 
argument to enable funding of services, assuming 
these can be shown to be successful. 


P. W. Kersuaw, Consultant Psychiatrist, 
Gartnavel Royal Hospital, Glasgow 


Asymmetrical Function of the Brain. Edited by 
MARCEL Kinssourne. London: Cambridge 
University Press. 1978. Pp 581. £18.00. 

This book brings together 15 contributions on the 
topic of human cerebral dominance. : Most are 
reviews, covering for example lesion studies and the 
behavioural asymmetries revealed by experimental 
psychology techniques, but a few are limited to an 
individual’s work or suffer from having been written 
some time ago. The unity of the book is perhaps more 
apparent than real, though the editor’s first and last ° 
chapters provide an interesting theoretical perspective. 

Robert Nebes’ chapter is a highly readable > 
description of work in the field of split-brain patients, 
and Robert Hicks and Kinsbourne’s chapter on 
handedness is up-to-date and valuable. The section on 
sex differences in spatial ability by Lauren Harris is 
overlong but appears comprehensive. Specialist 
interests in tachistoscopic investigation of the visual 
system and dichotic listening are well represented and 
a historical note is provided by John Mollon’s 
account of Weber’s work on sensory asymmetry. The 
book is perhaps most useful as a source for Kins- 
bourne’s own work, namely his theorizing on the 
biological origins of cerebral dominance „and the 
attentional biases of the two hemispheres. 


J. R. Wituson, Psychologist, 


The National Hospital, London 


Brit. J. Psychiat, (1979), 184, 313 


Some Books Received 





PSYCHIATRY 


Stress and Anxiety. Volume 5. By CHARLES D. SPEL- 
BERGER and IRWIN G. Sarason. John Wiley. £13.25. 

Contemporary Models in Liaison Psychiatry. 
Edited by Rosert A. Fasuet, Fawzy I. Fawzy, 
Davw K. Wetuscu and Roserr O. Pasnav. SP 
Medical X Scientific Books. £14.00. 

Dimensions of Human Potentiality: The Collected 
Works of Eugene Pumpian-Mindlin. Edited by 
MıiouarL T. McGume. SP Medical & Scisntific Books. 
£17.50. ; 

The Psychopath: A Comprehensive Study of Anti- 
social Disorders and Behaviours. Edited by 
WituraM H. Rem. Brunner| Mazel. $17.50. 

e The Scientific Evaluation of Freud’s Theories and 
Therapy. Edited by Szymour FisHer and Rocgr P. 
GREENBERG. The Harvester Press. £13.50. 


PSYCHOLOGY 


Brain Systems and Psychological Concepts. By 
Joun Boppy. John Wiley. £12.50. 

Introducing Social Psychology. Edited by Henri 
TAJFEL and Con Fraser. Penguin Books. £2.50. 

Jungian Psychotherapy: A Study in Analytical 
Psychology. By MicuarL ForpHam. John Wiley. 
£9.95. - 

CHILDREN AND FAMILIES 

When Children Grieve. By ALrrRED Torrie. Cruse: 
Natonal Orgamzation for Widows and Their Children. 25p. 

Principles and Practice of Child Psychiatry. By 
STELLA Cess and Mamm Hassi. Plenum Press. 
£24.00. 

The Private Worlds of Dying Children. By Myra 
BLUEBOND-LANGNER. Princeton University Press. £12.50. 

Handbook of Adolescence, Psychopathology, Anti- 
social Development, Psychotherapy. By Cart P. 
MALmQUIST. Jason Aronson. $30.00. 


_ GERIATRICS 
In the Service of Old Age: The Welfare of Psycho- 
geriatric Patients. Second edition. By Tony 
WurreHeaD. HM -+M Publishers. £3.00. 


Ageing and the Elderly: Humanistic Perspectives in 
Gerontology. Edited By Sruarr F. SPICKER, 
KaTHLEEN M. Woopwarp and Davip D. Van 
TasseL. Humanihes Press. $15.00, $8.95 (paperback). 


DRUGS AND ALCOHOL 


Psychotropic Drugs: A Guide for the Practitioner. 
- By H. M. van Praac. Macmillan. £12.00. 
Alcoholism and Treatment. By Davm J. Amor, J. 
| Micwazt Pousa and Harner B. STAMBUL. John 
Wiley. £11.75. 

Clinical Pharmacology of Psychotherapeutic Drugs. 
By Lro E. HOLLISTER. Churchill Livingstone. £1 1.00. 
The Biochemical Basis of Neuropharmacology. 
Third Edition. By Jack R. Cooper, Fioyp E. BLOOM 
and Rogert H. Roru. Oxford University Press. £3.95. , 


MENTAL HANDICAP 


Down’s Syndrome: Mongolism and Its Manage- 
ment. Revised Edition. By CLemens E. BENDA. 
Academic Press. £17.60. . 


MISCELLANEOUS 


Sex, Violence and the Media. By H. J. Eysenax and 
D. K. B. Nias. Temple Smith. £5.95. 

Human Neuropsychology. By Henry HECAEN and 
Marti L, ALBERT. John Wiley. £16.20. 

Psychobiology and Human Disease. By HERBERT 
Werner, Elsevier. $42.50. 

Glossary of Terms, Tests and Drugs used in 
Psychiatric Practice. Revised. Sector Administrator, 
Lancaster Moor Hospital, Lancaster. Op. 

Chronic Hemodialysis as a Way of Life. By J. W. : 
Czaozxes and A. Kaptan Dz-Nour. Brunner/ Mazel. 
$15.00. 

Homosexuality. By Cxarves W. Sooaripes. Jason 
Aronson. $30.00. 


Some of these books will be reviewed at a later date. . 
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SIMULATED AND REAL ECT 


Dear Sr, . 

In modern studies of the efficiency of ECT lack of 
careful recording of the seizure activity is not accept- 
able. It is not satisfactory only to state that a bilateral 
modified convulsion is evoked (Lambourn and Gill, 
Journal, December 1978, 132, 514-19). .This may 
imply everything from a maximal generalized 
seizure to a submaximal seizure influenced by drugs 
with anti-epileptic action, reflecting variations from 
high to neghgible anti-depressive efficiency. Lacking 
EEG-recording of the seizure activity in the cited 
paper, a low anti-depressive efficiency’ may be 
suspected in view of the facts that benzodiazepines had 
been given and the outcome after six treatments was 
unimpressive. 

The paper gives a new illustration that the best 
way to ‘prove’ the inefficiency of a treatment is to 
give it in inadequate dose to small patient series 
using a measuring instrument of unaccounted 
reliability. 

More ıs required before 40 years’ of clinical 
experience and scientific evidence is thrown away 
and the essential role of the seizure activity in ECT is 
questioned, 

Jan-OttTo OTTOSSON 
University of Gétebore, 
Department of Psychiatry, 
Sahlgrenska Sjukhuset, 
413 45 Göteborg, Sweden 


Dear Sir, ‘ 

I should like to make four comments on the paper 
by Lambourn and Gill (Journal, December 1978, 133, 
514-19). Although one means of assessing outcome 
was to be ‘days in hospital’ there is no reference to 
this in the results or discussion sections. As a possible 
explanation for the alleged similar outcome for both 
groups ‘the possibility was examined that a sub-group 
of patients did well but their responses were masked 
by our presentation of mean results; the distribution 
of good responses were similar between the groups, 
and no clinical features distinguished them’. How- 
ever, the authors did not consider whether or not a 
sub-group of the patients receiving simulated ECT (S) 


may have fared worse than those receiving real 
treatment (R). If one examines the assessments after 
six treatments by ‘Hamilton outcome improvement’ 
it is seen that outcome is as follows: +++ ’6R and 
6S; ++ 5R and 5S; + 4R and 1S; OIR and 4S. 
Thus when poor outcome (+ and 0) is considered 
there is no doubt that those receiving S are over- 
represented. Examination of ‘referring’ doctors’ 
global assessment of outcome’ also reveals a pre- 
ponderance of poor responders in the S group. 

My final two comments concern the adminis- 
tration of the treatments thrice weekly to a total of 6. 
It seems possible that, whatever the mode of action 
of ECT, longer intervals between applications over a 
longer period are required for maximum benefit as in 
the more’ usual practice of giving treatment twice 
weekly. Also, more than six treatments may be 
required. There is suggestive evidence from the study 
itself in support of one or both of these points. It is 
only suggestive:since drugs were also administered, 
6 patients were lost to follow up and patient groups 
were small. Of patients receiving further ECT over 
and above the iutial 6, 4 improved in the R group 
and 5 in the S with no relapses in either. Of those 
receiving no further ECT 1 improved and 2 relapsed 
in the R group, the figures for the S group being 2 and 
2. 

Thus, bearing in mind the small numbers and 
other caveats, this study could well be interpreted 
as supporting the view that real ECT is more effective 
than the simulated version. 


Gartnavel Royal Hospital, 
1055 Great Western Road, 
Glasgow G12 0XH 


J. A. G. Warr 


OCCIPITAL ALPHA ACTIVITY AND 
PERSONALITY 


Dear Sir, 

Kondo, Bean, Travis and Knott (Journal, April 
1978, 132, 378-80) draw three conclusions from their 
experiment on EEG alpha activity and personality, 
namely: 1. ‘the data do not support Eysenck’s 
hypothesis concerning the relationship of cortical 
activity to personality types’; 2. ‘both scales of the 
EPI can be reliably related to occipital alpha’; 
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3. ‘that occipital alpha and personality traits may 
predict one another’. 

There are a number of issues relating to the 
experiment which cast doubt on whether these 
conclusions can be drawn from the data: 

1. Rigorous test of Eysenck’s theory of personality 
requires strategies other than basal EEG 
measurement, e.g., task performance paradigms 
(Gale 1973, 1974). 

2. The subjects were all young, either university 
students or staff, and were paid for partici- 
pating. This introduces bias (Orne 1962, 
Rosenthal, 1965), and Gale (1973, p 235) 
comments that such samples ‘do not allow for 
the formulation of general statements concern- 
ing extraversion and the EEG’. 

3. During the experiment, subjects were asked to 
‘close their eyes, sit back and relax’. Gale 
(1973, p 238) shows that such non-specific 
instructions ‘constitute a major source of error 
variance’. : 

4, EEG data were analysed separately with regard 
to the two personality measures, i.e. no account 
was taken of interaction between them. Either a 
quadrant analysis or a comparison of high and 
low E scorers with N held constant (and vice- 
versa) would have been more appropriate. 

5. Comparison of extreme groups does not allow 

' the conclusion that ‘alpha and personality 
traits predict one another’: for this, corre- 
lational analysis is required. 

6. The authors state that ‘both scales of the EPI 
can be reliably related to occipital alpha’ (my 
italics), ‘Reliable’ presumably means ‘capable 
of replication’: there are in the literature five 


studies which claim to demonstrate no relation- 


ship between extraversion and alpha activity, 
and five which claim to demonstrate a relation- 
ship opposite to that claimed by the present 
authors. These studies are reviewed by Gale 
(1973), who points out that the relationship 
between personality and EEG is not immutable, 
but depends to a large extent on expermmental 
conditions. 

Also, in the present experiment, the authors 
found no relationship between N scores and 
alpha activity, in contrast to their previous 
finding (Travis et al, 1974). This earlier result 
cannot therefore be taken to show that N is 
rehably related to alpha activity, as the finding 
is not presently replicated. Apart from this, the 
results of the two experiments are not strictly 
comparable, as eyes-closed integrated alpha 
was measured in the present study, and eyes- 
open alpha index in the earlier. 
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Gale (1973, p 247, et seg.) has suggested metho- 
dological criteria for future study of the relationship 
between extraversion and the EEG. It may be that 
consideration of these recommendations would lead 
to more rigorous testing of hypotheses relating to EEG 
and personality. 

PauL WILIAMS 
General Practice Research Unit, 
Institute of Psychiatry, 
London SES 8AF e. 
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CIMETIDINE AND PSYCHIATRIC 
COMPLICATIONS 


DEAR SIR, 

Cimetidine, the histamine H2 receptor blocking 
agent, is now widely used in medical practice for the 
treatment of peptic ulceration. Organic psychoses 
have occasionally been reported to occur with this 
treatment, particularly in the elderly (McMillen ¢t al, 
1978). The manufacturers of cimetidine have also 
been informed of a single case of an anxiety-depres- 
sive syndrome due to cimetidine, which completely 
remitted after the drug was discontinued. We have 
recently met a similar case, which we feel is worth 
reporting, in order to draw attention to this possible 
complication of cimetidine therapy. 

A 37-year-old married woman developed acute 
dyspepsia and anaemia. She was found to have 
malaena and a duodenal ulcer was demonstrated 
radiologically. After blood transfusion and treatment 
with cimetidine, 200 mgs t.d.s. and 400 mgy nocte, all 
her symptoms disappeared. Three weeks after 
beginning treatment with cimetidine, she developed 
acute panic attacks, palpitations and dizziness. These 
occurred spontaneously and she refused to be left 
alone or to leave the house. After some weeks, a 
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persistent diurnal depressive mood state developed, 
and she was admitted to a psychiatric hospital. No 
physical or psychological explanation of her symp- 
toms could be discovered, and she had no previous 
psychiatric history. By this time she had continued to 
take this same dose of cimetidine for six months. 
Reduction of cimetidine to 200 mgs b.d. produced 
some improvement in her symptoms, and two weeks 
after total discontinuation of cimetidine, all her 
psychiatric symptoms had completely disappeared 
and have not recurred. 

Anxiety-depressive syndromes’ as a complication of 
cimetidine therapy are clearly of importance to the 
psychiatrist, particularly as the frequency of their 
occurrence is as yet unknown. This complication may 
also have relevance to recent studies of the bio- 
logical basis of endogenous depression, where 
disturbances of histaminergic neurones have been 
thought to be aetiological. (Leader, Lancet, April 15, 
1978), 


Jonn Jonson 
: Susan BAILEY 
Department of Psychiatry, 
Withington Hospital, 
Manchester 20 
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NECROPHILIA, MURDER AND 
HIGH INTELLIGENCE 
DEAR Sir, 

The case report concerning ‘Necrophilia, Murder 
and High Intelligence’ by N. P. Lancaster (Journal, 
June 1978, 132, 605-8) is of great interest. Not the 
least aspect of interest is the comment that ‘He 
disliked dead bodies and whilst nursing was stated to 
have tried to get others to lay out the dead. He had 
eventually left nursing because of his dislike of 
nursing old people’. This in a man who ‘Apart from 
the murder and the two mortuary incidents (involving 
female corpses), (he) was not sexually perverted’. 

Clearly the patient/prisoner has gross sexual 
psychopathology and this we suggest is indicated by 
his nursing history. In an article we have published, 
‘Homosexual Necrophilia’ (Bartholomew et al, 1978) 
we quote from a review of the literature by Bierman 
(1962). Ig this review he states: ‘Glauber (1953) 
showed how necrophilic fantasies may act as a 
deterrent to the study of medicine. Pomer (1959) 
demonstrated how necrophilic fantasies similarly 
contributed to a work inhibition in a pathologist’. The 
article by Pomer is entitled ‘On Necrophilic Fantasies 
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and Choice of Specialty in Medicine’. This raises 
some interesting speculations not only in terms of the 
whole of medicine but in the smaller field of psych- 
iatric medicine. For example, do the four groups of 
psychiatric consultants delineated by Hafner, Lieber- 
man and Crisp (1977) have significantly different 
(sexual) psychopathology which significantly deter- 
mines-the area of sub-specialization, e.g., geriatric or 
child psychiatry, and the therapeutic techniques 
practised, e.g., electro-convulsive or psychotherapy, 


ALLEN A. BARTHOLOMEW 

Kerry L. Mitte 

FRANK GALBALLY 
University of Melbourne, 
Criminology Department, 
Parkoille, Victoria 3052 
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Dear Sir, 

It appears that the outcome of Dr Lancaster’s case 
(Journal, June 1978, 132, 605-8) has satisfied neither 
him nor subsequent correspondents. Judging by his 
paper, a plea of diminished responsibility on the 
grounds of psychopathic disorder would be unaccept- 
able to Dr Lancaster, and that his case had suffered 
from a confusional state or non-insane automatism 
was unacceptable to the prosecution psychiatrists 
(and the jury). Manslaughter on the grounds that the 
accused was unable to form intent might or might not 
have been successful, yet it must be remembered that 
unlike Beard or Dr Pierce James’ example (Journal, 
January 1979, 134, 125), Dr Lancaster’s case remem- 
bered not only what he had done but also being 
aware of doing it at the time. 

His descripnon would probably be given the 
diagnosis of pathological intoxication by the early 
authors described by Banay (1944), which encom- 
passes the symptoms Dr Fullerton (Journal, October 
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1978, 133, 382) felt consistent with a diagnosis of 
temporal lobe epilepsy, and which falls under 
Article 11 of the Fundamentals of Crimnal Legislation of 
the USSR classified as a temporary mental disorder, 
the diagnosis made along the lines described by 
Rozhnov (1970). However, Hunter Gillies (1965) 
describes how in his experience ‘psychiatric explan- 
ations of this type were poorly received by the courts’. 
Caplan (Hobson, 1962) suggested that such an 
explanation would be acceptable to lawyers, but the 
problem is knowing ‘where the disease begins and 
where it has not yet begun’. Similarly, there is no 
way at the present time of providing acceptable 
objective evidence, required by this country’s 
lawyers, that such a condition has ever existed in an 
individual. 

Dr Pierce James’ letter is important in raising the 
issue of pleading manslaughter when it can be shown 
that the accused did not possess the ability to form an 
intent to murder, as there appears to be a grey area 
between simple drunkenness, which is no defence to 
. murder, and a McNaughton verdict. One must 
symphathize with the position of a defence psychiatrist 
on such a case in his difficulty to demonstrate that a 
confusional state or non-insane automatism had 
existed in the patient, or to make the uncertain 
attempt to base a plea of manslaughter on points of 
law. 

Jeremy Cow 
The Maudsley Hospital, i 
Denmark Hill, ` 
London SES 8AF 
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[This correspondence is now closed—Editor] 


SELF-REPORT OF SLEEP DEPRIVATION 
. THERAPY 
Dear Sir, 
This 46-year-old lady had suffered phases of 
alteration of mood for 20 years, but for the last five 
years had been consistently depressed between 
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September and March, with marked lethargy and 
despair in the mornings, frequent wakening during 
the night, and a loss of appetite. Each depressive 
phase had been preceded by a week of elation, 
accompanied by unusual physical exertion and loud 
singing around the house. She had been admitted to 
hospital and treated with imipramine during a 
previous phase, without marked alteration in the 
time course of the mood changes. Her premorbid 
personality was cyclothymic and obsessional, and 
she had had a sister with similar phasic changes 
treated as an in-patient. 

Even in a depressed phase, she continued to work 
two nights a week on Friday and Saturday, and her 
husband remarked that she was back to normal on 
returning home at 8 am., though this was 
normally her worst time of day. However, after 
making up her sleep on Sunday night, she once more 
awoke depressed on Monday morning. 

This short-lived lifting of depressed mood is the same 
as that described by Bhanji and Roy (Journal, 1975, 
127, 222-6), whose work was quite unknown to both 
the patient and her husband. 

GARETH JONES 
The Welsh National School of Medicine, 
Department of Psychological Medicine, 
Whitchurch Hospital, 
Cardiff CF4 7XB 


NO LUNG CANCER IN SCHIZOPHRENICS? 
Dear Sir, 

I was much intrigued by the observation of Dr 
David Rice (Journal, January 1979, 134, 128) that he 
cannot recall a single case of a chronic schizophrenic 
patient dying of bronchial carcinoma. However, the 
same extraordinary low incidence of bronchial 
carcinoma is to be found in the long stay subnorm- 
ality hospitals. I have for some years been concerned 
about the number of patients not receiving’ an 
adequacy of pocket money where the long stay 
hospitals have been so poor that the management 
have not felt themselves able to give patients the 
amount of money laid down as standard by the 
Department. (This problem has now, of course, been 
largely eliminated since the introduction of NCIP). 
In trying to convey my anxieties to my colleagues in 
an arresting fashion, I have used the flippant phrase, 
‘In 20 years of hospital psychiatry, I have never had a 
patient rich enough to get bronchial carcinoma’. To 
smoke 40 factory-made cigarettes a day weuld cost a 
patient £7 per week. 

CHARLES FINN 
Leavesden Hospital, 
College Road, Abbots Langley, 
Watford, Herts 
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Dear SR, 

I refer to the letter on lung cancer in long-stay 
patients, in the January 1979 issue of the Journal, 134, 
128, Jancar and Jancar reviewed 1,125 deaths over a 
40 year period in Stoke Park Hospital, Bristol. Of 
these 81 were caused by cancer and 3 of these were 
of the respiratory system. In a 25 year review 
(Primrose, 1966) of over 4,000 long-stay patients in 
Lennox Castle Hospital, Glasgow, out of 764 deaths 
79 had cancer. Fifteen of these were of the lungs and 
a further 3 of the upper respiratory system, (mouth, 
pharynx, larynx). Both these hospitals are for mental 
defectives and so only a small proportion of the 
patients have schizophrenia. : 

With regard to smoking, it is only recently that 
spending-money for patients has increased sig- 
nificantly in mental deficiency hospitals, and 10 years 
ago in this hospital, which then had over 1,300 
patients (now 1,200) the pocket money from hospital 
funds was sufficient for only 20 cigarettes per week. 

D. A. PRMROSE 
The Royal Scottish National Hospital, 
Larbert, 
Stirlingshire FK5 4EH 
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RED CELL AND SALIVARY LITHIUM LEVELS 


Dear Sir, 

The substitution of salivary lithium measurements 
- for the accepted serum assays in the monitoring of 
lithium therapy has been a topic of recent interest 
(4, 5). However, the individual variability in the 
saliva:serum relation is too high for safe clinical use, 
but it occurred to us that the saliva: erythrocyte re- 
lation might be better (1, 3). 

Thirty synchronous samples of blood and saliva 
were taken before the morning dose of drug. from 
nine subjects at varying stages of lithium therapy. 
The patients rinsed their mouths out four times with 
tap water and chewed a piece of paraffin wax for 
three to four minutes; they were instructed to swallow 
the saliva produced during this period. They then 
spat into a container several times until 2-3/ml of 
colourless froth-free saliva were collected. Specimens 
were diluged 1:10 with deionized water and meas- 
ured in an atomic absorption spectrophotometer by 
the method of Hisayasu et al (2). 

The lithium concentration within the erythrocyte 
was calculated from values in whole blood, and in 
plasma with the hematocrit. A high degree of scatter 
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was seen when RBC lithium was plotted against 
salivary lithium (see figure). We found a stronger 
correlation between the plasma and salivary lithium 
values, but like Sims et al an unacceptably high 
individual variation. So, even if one were to accept 
the viewpoint that RBC lithium levels are a better 
index than plasma levels for the monitoring of 
lithium therapy, salivary lithium assessments would 
still be of little clinical use. ; 
Roy J. MaTHEW 
James L. CLAGHORN 
Davin FENMORE 
CHESTER Davis 
Monsen Mrrasi 
Texas Research Institute of Mental Sciences, 
1300 Moursund, Texas Medical Center, 
Houston, Texas 77030 
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NALOXONE IN AMYLOBARBITONE- 
RESPONSIVE CATATONIA 


Dear Sr, 

Dysken and Davies (Journal, November 1978, 133, 
476) reported a single case where the intravenous 
injection of naloxone failed to modify a catatonic 
state in man. They interpreted this finding as evi- 
dence that endogenous B-éndorphin was not involved 
in producing the catatonic symptoms. This may be so, 
but it seems worth making the general point that the 
inference that opioid peptides are, or are not, 
involved in behavioural states in man from the 
response to a ‘pure’ opiate antagonist is not necessarily 
straightforward. 

Opiate receptors were said to differ in affinity for 
opiate peptide ligands and in degree of stero- 
specificity and susceptibility to antagonists (Lord et al, 
1977; Jacquet st al, 1977). Other workers have 
reported that the behavioural and ‘neuroleptic-like’ 
effects of endorphins can be dissociated from their 
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narcotic activity by structural modification (Kastin 
et al, 1976; DeWied et al, 1978). Although Jacquet 
has stated that in rats both the analgesic and cata- 
tonic effects of intraventricular B-endorphin were 
mediated by naloxone-sensitive receptors it remains 
possible therefore, that endorphins could be involved 
in psychotic states even where naloxone effects appear 
to be absent. In this respect, it may be significant that 
in one study which claimed naloxone induced 
changes in other psychotic symptoms, the char- 
acteristics of the effect differed from the acute 
blockade of exogenous opiates and was obtained only 
in a subpopulation of subjects (Watson et al, 1977). 

It would seem prudent, therefore, not to consider 
failure of naloxone antagonism as sufficient cause to 
exclude an association between endorphin activity 
and psychotic symptoms, including catatonic ones, 
until other types of evidence are available. 


M. F. SHANKS 
The Maudsley Hospital, 
Denmark Hull, 
London SES 8AZ 
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ERRATUM 


It is regretted that in the letter by Maurice W. 
Dysken and John M. Davis (Journal, November 
1978, 133, 476) naloxone was misspelt naxolone. 


319 
STRESS AND HYPERCALCAEMIA 


Dear Sir, ‘ 

I would like to report the case of Mrs X, 45-years- 
old, who was admitted in a state of organic con- 
fusional psychosis on the day of the funeral of her 
mother. She had no history of past psychiatric 
illnesses, had uncomplicated rheumatic fever when 
12 years old and toxaemia of pregnancy when 
pregnant with her second and youngest son (9 years 
old). There is a positive family history of depressive 
psychosis amongst first and second degree relatives. 
Her physical examination showed no abnormality. 
Her initial investigations, including a urine analysis, 
VDRL and RPCFT, blood count, fasting blood 
glucose and ECG, were normal. Vickers series 
revealed hypercalcaemia and hypophosphataemia. 
There was no history of vitamin D or alkali ingestion. 
Further investigations were done, including Bence 
Jones protein analysis, urine electrophoresis, thyroid 
function tests, plasma protein electrophoresis, thy- 


' roid stimulating hormone estimation, skull, chest and 


hands X-rays, IVP proved to be normal. The blood 
parathyroid hormone estimation was 3.7 ng/ml 
(N = up to 1 ng/ml). From this overall picture a 
diagnosis of primary hyperparathyroidism was 
confirmed. Her mental state which was fluctuant in 
course improved on prescribing chlorpromazine, 
which was changed to haloperidol due to apparent 
oversedation. Complete recovery in the fourth week 
of admission was concurrent with the return of 
serum calcium concentration to normal (see table I 
over). 

Surgical exploration after discharge proved the 
presence of parathyroid adenoma which was then 
removed. 


Anderson and Lindholm (1967) reported cases of 
hyperparathyroidism who presented with clear 
mental symptoms due to hypercalcaemic crises. In 
the case of Mrs X her mental dysfunction was 
‘associated with only mild hypercalcaemia of less than 
3.75 mmol/l (Zilya and Pannall, 1975) on top of a 
quiescent parathyroid adenoma; and was triggered 
off by the stress of bereavement. Stress can bring 
changes in internal milieu with resultant symptoms or 
disorder (Rees, 1976). The disorder in Mrs X’s case 
was that of organic confusional state, its content was 
coloured by the bereavement nature of the stress. 


G.°K. Gap 
Winterton Hospital, 
Sedgefield, 
Stockton-on-Tees, 
Cleveland 








320 CORRESPONDENCE . 
TABLE I 

Day of blood sample Serum Ca. Serum Albumin Serum Phosphate 

intake after admission (N = 2.2-2.7 mmol/l) (N = 35-47 mmol/l) (N = 1.0-1.5 mmol/l) 
Second Day 3.07 mmol/l 46 mmol/l 0.82 mmol/l: 
Ninth Day 3.08 mmol/l 41 mmol/l — 
Third Week 2.99 mmol/l 44 mmol/l 0.95 mmol/l 
Fourth Week z 2.66 fmol — 0.6 mmol/l 


a 
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THE TAVISTOCK CLINIC oa 
{ 


THE TAVISTOCK INSTITUTE OF HUMAN RELATIONS 
SCHOOL OF FAMILY PSYCHIATRY AND COMMUNITY MENTAL HEALTH | 


Advanced Training in Family Therapy 1979/80 


Applications are invited for a multidisciplinary clinical training in family therapy for psychiatrists, 
particularly with child or adolescent experience, or other medically qualified practitioners who 


work with families and marriages. 


| teach in various training events. 


Closing date: 23rd March, 1979. 








A two day per week programme will include clinical work with families in the Department for 
Children and Parents with supervision using video tapes and one-way -mirror observation, 
together with theoretical and experiential seminars. There will be opportunities for members to 


There will also be the possibility of a further year’s programme. 


Application forms and further details from: The Executive Officer (Training), School of Family 
Psychiatry and Community Mental Health, The Tavistock Centre, 120 Belsize Lane, London 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London SWIX 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 


contributors. Unless so stat@d, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted. 


Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 


the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


Kenpe i, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rourter, M., Tizard, J. & Wurrmore, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. I. Rosen). Oxford University Press. 


Durknem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology; by J. A. Spaulding 
and C. Simpson, pp 191-206, London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 


Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London W1M 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. ‘Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


Gener&l advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SWrY 5AG), 1974 edition. They should check the 


accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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On second 
thoughts... . 


A restless mind in an overtense 
body, fretting the wakeful hours away. 

Cycles of mental and physical 
tension, setting up barriers to 
natural drowsiness. 

To help such patients over these 
initial hurdles, a mild relaxant may 
be all they really need. 

Before you consider recourse to a 
hypnotic, try two Trancopal tablets, 
taken at bedtime. Just to help them 
unwind into natural sleep. 


d 













pi so k 


anco 


first step to restoring sleep 


Trancopal (PL 0071/5098): Each tablet contains 200 mg chiormezanone. Bottles of 60, 
Dosage: For patients suffering from muscular spasm or anxiety which prevents 

sleep, a usual dose of two tablets at night is recommended. 

Basic N.H.S. Cost: One week's treatment (2 tabs nocte) 59p. 

Side-eftects and precautions: Trancopal may cause minor side effects such 

as drowsiness, dizziness and drying of the mouth. Ambulant patients who 

experience drowsiness should not drive or operate machinery. The sedative 

effect may be potentiated by alcohol and other tranquillisers, particularly 
phenothiazine compounds. Trancopal should not be used with monoamine oxidase 
inhibitors. Trancopalis a registered trade mark. Further information 

available from: Winthrop Laboratories, Surbiton-upon Thames, Surrey KT6 4PH. WINTHROP 
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PRIVATE TREATMENT 
OF ALCOHOLISM 


Our well-established alcoholism treatment unit offers intensive 
resident therapy in pleasant surroundings, first-class accom- 
modation, a friendly, relaxed atmosphere and at a reasonable 
cost. 

The programme includes group therapy, social skills training, 
educational films, videos and discussions, together with a 
comprehensive range of recreational facilities catering for men 
and women of all ages. 

Staffed by a Consultant Psychiatrist, Psychologist, and 
specially trained Nursing Staff, the unit is readily accessible 
from all parts of England and Wales. Regular icllow-up groups 
take place in London and the Midlands. 


Medical Director 








ST. ANDREW’S HOSPITAL 
NORTHAMPTON 


Further details may be obtained from the 
St. Andrew’s Hospital 
Telephone Northampton (0604) 21311 


GROUP PSYCHOTHERAPY 
UNIT 


The Group Psychotherapy Unit is amongst an increasing range 
of specialised facilities offered by St. Andrew’s Hospital. It is run 
by two Consultant Psychiatrists, assisted by a Nurse Therapist 
and an Occupational Therapist, and has now been open for a 
year. 

We have found that with an intensive approach of daily inter- 
pretative groups, social skills training and art and drama 
therapy, encouraging results can be obtained in ten to twelve 
weeks’ in-patient or out-patient treatment. This is helped by the 
friendly, non-institutionalised atmosphere of the hospital. 


Northampton NN1 5DG 





The Retreat, York 


for Psychiatric lilnesses 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 


reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. . 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £13.85 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO1 5BN 


(Telephone 0904-54551). 
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‘The addition oiai phenothiazine therapy enables optimum pecs response to be achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression 80. 
often associated with major tranquilizer therapy. ae : 
Drug of choice ean 

Following a three month double blind crossover trial, the authors concluded that, "orhe adrinei ig the: drag 
of choice in the treatment of drug-induced extra-pyramidal reactions and Sep 

Increased response 

Furthermore, the authors postulate that “the introduction of orphenadrine i in the treatmentofa patient whose 
response to phenothiazines is not maintained, might well resultin further benene! 


For patients on major tranquilizer therapy 
ee). 





* controls extra-pyramidal reactions 
* elevates patient mood. ie ‘ 


a Capstick] Negine Med. Res, 1975,4 (43,435. Disipal, orphenadrine hydeochloride BP, is a tegistered Sade miik. 
Full prescribing information on request from 
Brocades toa Pyrtord Road, West Bytieel, Weybrtige: Surrey KT14 GRA 
Telephone: Byfleet 46536/42291. Telex: 917307 
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ST. ANDREW’S HOSPITAL 
NORTHAMPTON 


A NEW FACILITY 
THE KEMSLEY UNIT 


FOR TREATMENT OF BEHAVIOUR DISORDERS IN THE BRAIN- 
INJURED 


Brain injuries, particularly when they result from severe diffuse trauma as in road accidents, lead very often 
to both physical and behavioural disabilities. This Unit has been designed to treat behaviour disorders while 
providing physical rehabilitation at the same time. The setting involves a highly structured Token Economy, 
with individually tailored additional programmes. 


It is staffed by a Consultant Neuropsychiatrist, Psychologist, Speech Therapist, Physiotherapist, Occupa- 
tional Therapist, and Nursing Staff specially trained in behavioural techniques. 


The aim is for an intensive treatment programme of about six to eighteen months, to bring behavioural 
disorders under sufficient control to allow the brain-injured individual to progress to wider rehabilitation 
settings elsewhere—or, of course, to return to the community. 


Further details may be obtained from the 
Medical Director, 
St. Andrew’s Hospital, Northampton NN1 SDG. 
Tel. Northampton (0604) 21311 


THE TAVISTOCK CLINIC 
in conjunction with 
THE TAVISTOCK INSTITUTE OF HUMAN RELATIONS 
SCHOOL OF FAMILY PSYCHIATRY AND COMMUNITY MENTAL HEALTH 


The Worker, the Adolescent and the Family 


23-27 July 1979 


A five-day course for professional workers with responsibilities for adolescents and/or 
their families. 

The aim will be to integrate experiential and conceptual learning and to provide an 
experience of containment which could help members to work with the interaction 
between themselves and their clients and colleagues. 

The course could be of particular interest to social workers in a variety of settings, 
psychiatrists and other medical practitioners, psychologists, teachers, especially those 
in maladjusted schools and special units, and workers in residential communities. 


Further details: The Executive Officer (Training), School of Family Psychiatry and 


Community Mental Health, The Tavistock Centre, 120 Belsize Lane, London NW3 
SBA. 
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mianserin hydrochloride 


the effective, safer 
antidepressant 


«complementary anxiolytic 
; WO 


+ improves 
sleep 

+ Single night 
-time dose 


Prescribing information 
Dosage & Administration 


y 
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. Cost 


Treatment of Overdosag 
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Auckland Hospital Board 


Whole-Time 
Specialist 
Psychiatrist 


Kingseat Hospital, New Zealand 


Applications are invited from qualified medical 
practitioners who are Members of a recognised 
College of Psychiatry, or hold some other suitable 
higher qualification, for the above position, 

The hospital accommodates approximately 300 
long term patients and 100 acute patients in 
general and specialised treatment units (e.g. 
alcoholic, neurotic, psychogeriatric). 

Community based treatment units in the South 
Auckland area include two Day Hospitals, a Child 
and Adolescent Psychiatry Unit and a number of 
halfway houses. An active genera! hospital liaison 
service is also available which is shortly to become 
the base for the second Academic Unit in 
Psychiatry for the Medical School, University of 
Auckland. 

Unfurnished accommodation is available at the 
hospital which is situated in a farming district, 15 
minutes from the nearest town and 40 minutes 
from Auckland City the largest cosmopolitan, 
cultural, social and sporting centre in New 
Zealand. 

Assistance with travelling and removal 
expenses considered in return for service bond. 

The salary will be within the scale NZ$19,621- 
NZ$25,364 plus the 1978 General Wage Order 
Allowance of NZ$365 per annum, determined by 
the appointees qualifications and experience. 

Conditions of Appointment and Application 
Forms are available from: 


The Chief Executive, Auckland Hospital Board, 
P.O. Box 5546, Auckland 1, NEW ZEALAND 
with whom applications close at noon on 
FRIDAY, 20th APRIL, 1979. 

Conditions of Appointment and Application 
Forms are also available from: 
The High Commissioner for New Zealand, New 


Zealand House, The Haymarket, London WC2, 
ENGLAND. 








BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton- Miller 


A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
ireat their own patients independently. 


Apply for details: Administrative Secretary 
Applications for admission to the Matron 


University of London 
ROYAL POSTGRADUATE 
MEDICAL SCHOOL 


PAIN 


21-24 May 1979 


Topics will include the anatomy. physiology and 
psychology of pain, the chemistry and pharmacology 
of pain pathways, the modes of action of analgesic 
drugs, physical and other methods of pain control and 
the management of chronic pain syndromes, l 


Course Organiser 
Dr N. J. Legg, Department of Medicine (Neurology) 


COURSE FEE: 

£90 (including catering) 
Further details and application forms may be obtained 
from: 

The School Office (SSC) 

Royal Postgraduate Medical School, 

Hammersmith Hospital, 

Du Cane Road 

London W12 OHS. 


Telephone: 01-743 2030 Ext 351. 
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Mental Health Foundation 


The Sir Geoffrey Vickers Lecture 


entitled 








INNOVATIONS IN 
SOCIAL PSYCHIATRY 


will be given by 














PROFESSOR JOHN WING 


Director, MRC Social Psychiatry Unit 
The Institute of Psychiatry, London 


at the 


Edward Lewis Lecture Theatre 


Middlesex Hospital Medical School, 
Cleveland Street, W.1 


on 


Tuesday, Ist May 1979 at 6.00 p.m. 


The Chair will be taken by 
The Hon. Robert Loder 
Chairman of the Research Committee 








of the Foundation 


NO TICKET IS NECESSARY 


(There are no parking facilities) 


Amitriptyline 
first choice 
in treatment 

of depression 





sustained release amitriptyline 


the obvious 


choice of 
eet J £ ma 4 
amitriptyline 
e for your new patients 
e for maintenance treatment of 
responders to amitriptyline 
e Lentizol aids patient compliance by 


avoiding the need for multiple daily 
doses 


1. Barton, LL. and Snaith, R.P: Curr.med Res.Opin., 4, 3,133, 1972. 


¥Lentizol 


sustained release amitriptyline 


Further intormeionis is aa maie, on request 
William R. Warner & Co. Lid. 
Usk Road, Pontypool, ae NP40YH 


*Trade mark 6812-UK-DEC 78 


vill 
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SENIOR PSYCHIATRIST 


NOVA SCOTIA, CANADA 


The Nova Scotia Hospital invites applications for the position of Senior Psychiatrist. 
This is an excgllent opportunity for a psychiatrist to direct a multi-disciplinary 


professional team. 


Located in the Halifax-Dartmouth metropolitan area, this fully accredited hospital 
with a rapidly developing Community Mental Health Program and affiliated with 
Dalhousie University is the principle psychiatric facility for the Province. 

Candidates must have Canadian Fellowship or equivalent qualifications. 
Assistance with licensure in the Province of Nova Scotia is provided. A limited private 
practice is officially approved for all full-time psychiatrists. 

There is a liberal range of Civil Service benefits including four weeks annual 
vacation after five years, sick leave benefits, groups life insurance, relocation 


assistance, etc. 


Salary up to $46,135 (under review for 1979) 


Enquiries may be directed to: 


Dr. H. P. Poulos, Medical Director, Nova Scotia Hospital, Drawer 1004, 


Dartmouth, Nova Scotia B2Y 3Z9 


FROM PERGAMON... 


AGGRESSION AND ANTI-SOCIAL 
| BEHAVIOUR IN CHILDHOOD AND 
ADOLESCENCE 


Editors: L HERSOV, The Maudsley Hospital, London, 
UK and M BERGER, /nstitute of Education, University 
of London, UK 

Associate Editor: D SHAFFER, /nstitute of Psychiatry, 
London, UK 


A collection of contributions to a conference on Aggres- 
sion and Anti-social Behaviour in Children, held under the 
auspices of the Child Psychiatry Specialist Section of the 
Royal College of Psychiatrists. 

ISBN 008 0218105 H US$9.50 £4.25 
210 x 148mm 140pp 1978 
Members of The Association for Child Psychology and 
Psychiatry and the Royal College of Psychiatrists are 
permitted to purchase the book at a special price of only 
£3.40, a saving of 20%. 

The Association for Child Psychology and Psychiatry has 
electedeto make a further 20% subsidy to its members. 
For members of the Association only, the book is available 
at £2.55, 

People wishing to take advantage of these special offer 
prices must place their orders with the secretaries of their 
respective associations. 


NEW METHODS OF MENTAL HEALTH CARE 


Editor: M MEACHER, Mentai Health Foundation, 
London, UK 


Makes available for the first time a wide range of practical 
ideas which have been tried in different parts of the 
country and which have improved significantly the service 
provided to mentally if! people in the areas involved. 

They include experimental preventative services which 
have been systematically evaluated: the use of new 
techniques with the elderly illustrating that some of the 
more difficult behavioural problems associated with 
senile dementia can be reversed; the research findings of 
a study of employment of psychiatric patients in open 
industry and the effects of a brief hospital stay policy. 
ISBN 0 08 0235150 F US$10.00 £5.00 
ISBN 0 08 022264 1 H US$25.00 £12.50 
210 x 148 224pp 1979 
Prices subject to change without notice. Sterling prices 
applicable for UK and Eire customers only. 


©} PERGAMON PRESS 


Headington Hilt Hall Oxford OX3 OBW UK 
Fairview Park New York 10523 USA 
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GASKELL BOOKS 


Available from Headley Brothers Ltd., Ashford, Kent TN24 8biH, England. 


The Use of Drugs in Psychiatry 


By John Crammer, Brian Barraclough and Bernard Heine 


Price: £3.95 (US$9) to members of the Royal College of Psychiatrists and 
subscribers to the British Journal of Psychiatry — £2. 95 (US$7.) 
Prices include postage and packing by mail order direct from the printers. 


A pocket book for everyone who has to help in the treatment and management 
of psychiatric patients — psychiatrists in training, family doctors, casualty doctors, 
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Hospitals, Madhouses and Asylums 


Cycles in the Care of the Insane * 


By PATRICIA ALLDERIDGE 


The received version of the history of the care 
of the insane consists largely of myth and folk- 
lore, tempered by a strong dash of wilful 

eignorance, and is capable of absorbing any 
number of incongruous features. It runs 
roughly as follows, give or take a century or two 
here or there (which is about the accepted level 
of precision): from the dawn of history, or just 
before, or just after, until about the middle of the 
nineteenth century, nothing happened at all: or 
(depending on where you received your version) 
the mentally disordered were indiscriminately 
exorcised, or burnt, or left to wander at will, or 
chained up and beaten, or all four. From the 
middle of the nineteenth century they were all 
rounded up and driven into enormous asylums 
(where, according to a subtle sociological 
variation, mental illness was invented) and were 
left to vegetate until the 1950s. Around 1960 
dawned the enlightenment, and it was suddenly 
revealed that everything that had ever hap- 
pened before—whatever it was—was com- 
pletely wrong, and probably intentionally 
malicious too: and over the years following there 
were gradually also revealed a number of 
brand-new ways of putting it right, all different 
and mutually incompatible (not to mention 
expensive), and revealed respectively to differ- 
ent Departments of State, working parties, 
committees and unions—-or sometimes suc- 
cessively to the same one. 


* Sixth Squibb History of Psychiatry Lecture delivered at 
the Institute of Psychiatry, 29 June, 1978. 
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I don’t see it quite like that. And I propose 
now to outline to you another version of the 
subject: the one which has forced me to conclude 
that we have all been going round in circles for 
at least the last 750 years; that there are very 
few, if any, ideas on the public and institutional 
care of the mentally disordered which have not 
been round at least once before; and that on the 
evidence of past experience the likelihood that 
we are yet at the millenium, if only we had the 
money, seems remote, 

Faced with the problem of where to begin I 
have decided, rather reluctantly, not to begin 
with the Anglo-Saxons. This is partly because I 
know nothing about them; but chiefly because 
I don’t think that anyone else does either, at 
least in relation to their treatment of the insane. 
In an apparently reputable book on medicine in 
Anglo-Saxon England I learned, for example, 
that throughout the Dark and Middle Ages, 
and indeed until the end of the seventeenth 
century, the theory of demoniacal possession 
as the cause of insanity held sway. This does not 
inspire confidence. If true, it would invalidate 
most of the rest of my paper and would therefore 
hardly provide an auspicious beginning: if not 
true, why should one believe either such 
statements as: ‘Mental disease was usually 
regarded by the Anglo-Saxons, as it was in the 
New Testament, as the result of possession by a 
devil.’ ? Why believe this anyway, when all that 
the evidence could indicate is that cases which 
were regarded in the New Testament, and 
possibly also by the Anglo-Saxons, as possession 
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by a devil would probably now be regarded as 
cases of mental disorder—which is a rather 
different proposition ? 

In looking at the social history of the care of 
the insane—and perhaps this does not apply 
quite so strictly to the medical history—it is 
necessary to look at those cases which were 
regarded at the time as cases of lunacy and not as 
possession by devils-e-or even sainthood, come 
to that: it is usually forgotten by the demoniac 
theorists that if you opted for crying in the 
wilderness rather than during a church service 
you would have a better chance of ending up as 
a saint. Anyway, I really do not believe that 
there has yet been accumulated sufficient 
information to enable us to draw any useful 
conclusions for the Anglo-Saxon period. 

The evidence for the early medieval period is 
also scattered and fragmentary, but there is 
sufficient to suggest that in many instances the 
insane were regarded as, and treated alongside, 
the sick of other categories; though it is worth 
bearing in mind that one reason we hear so little 
about it during this period may be that insanity 
did not present a very large problem. Whether 
we consider hospitals (once they existed) or 
healing shrines and other centres of therapeutic 
activity is immaterial to the point at issue, which 
is that everyone was treated together. 

One record of this is found in the series of 
early thirteenth century windows in the Trinity 
Chapel of Canterbury Cathedral, depicting 
miracles wrought at the tomb of St Thomas 4 
Becket. Here the saint is seen dealing at large 
with swollen feet, epilepsy, fever, wounds, 
leprosy, congenital lameness, dropsy, blindness, 
death by drowning, and insanity. Two windows 
show the curing of the insane. In one, a pair of 
roundels depicts Henry of Fordwich being 
brought to the tomb (1). The first scene is 
inscribed ‘Amens accedit’——‘Mad [mindless, or 
deprived of his mind] he comes’; the second 
‘Orat. Sanus recedit’—‘He prays. Sane he goes 
away’. ‘Mad’, we should note, not ‘possessed 
by devils’. Whether or not one is convinced of 
the efficacy of St Thomas’s healing properties, 
the point is that others were; and they regarded 
him as being equally good for insanity and 
swollen toes. 

The manuscript in the British Museum known 
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as The Book of the Foundation of St Bartholo- 
mew’s Church (2) relates to the healing powers 
of St Bartholomew, in the previous century. It 
recounts miraculous cures taking place at the 
church, which include the healing of the deaf, 
dumb, blind, palsied, and cripples of all kinds, 
as well as several cases of insanity. One such 
concerns a knight called Ralph, who was riding 
to London when ‘by the dome [the doom, decree 
or judgement] of God he was ravashid of a 
feende, and made woid [mad] . . > How much 
of this is the language of symbolism, and how 
much of belief, is uncertain; but it does illustrate 
the difficulty in deciding where to draw the line 
between those who were thought to be possessed 
and those who were acknowledged insane but 
whose insanity was reckoned to be caused by the 
devil or devils. (This is not, of course, the same 
thing, as the devil could cause many sorts of 
sickness and trouble). In any case, after tearing 
his clothes, flinging his money about, throwing ° 
stones at everyone, and terrorizing those who 
came to take him-—which everyone could 
recognise as pretty bizarre conduct for a knight 
—Ralph was finally captured and brought to 
the church: ‘and whan he hadde taryed ther. ii. 
nyghtys, he come to his mynde again’ (3). 
Another case, without any supernatural cause 
attributed, is that of a little child who had been 
mad for about three weeks. He was brought by 
his mother, who had carried him round to 
various shrines before this without obtaining 
relief: but St Bartholomew did the trick, and 
after watching and praying and petitioning the 
Saint she ‘optenyd to her-self gladnes And to 
the childe helth’ (4). (This is possibly one of the 
earliest examples of family therapy). 

These St Bartholomew cases are slightly 
confusing, because we are dealing with miracles 
performed in the church and not medical cures 
performed in the adjacent hospital; but there is 
other evidence that medieval hospitals did care 
for the insane. The foundation deed of Holy 
Trinity Hospital, Salisbury, for example, prob- 
ably dating from around the middle of the 
fourteenth century, provides for thirty beds 
where “The hungry are fed, the thirsty have 
drink, the naked are clothed, the sick are 
comforted, the dead are buried, the mad are 
kept safe until they are restored to reason...’ 
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(5). In a petition of 1414 for the reformation of 
hospitals it is stated positively that they exist, 
amongst other things, to maintain those who 
have lost their wits. Some alms houses, on the 
other hand, expressly prohibited the admission 
of the insane, such as those at Croydon, Ewelme 
and Coventry, strongly suggesting that in the 
absence of a specific embargo they would be 
expected to take such cases. 


At this period, therefore, the provisions for 
the insane might be held to fall into that 
category currently being put about by the DHSS 
as a new development, the district general 
hospital with a psychiatric department—not to 
mention that other recognisable modern pheno- 
menon, the district general hospital without a 
psychiatric department—with the shrines acting 
perhaps in the role of out-patient clinics. Or 
perhaps the various places of pilgrimmage 
should be seen as equivalent to the larger 
teaching hospitals; and when one remembers 
the unfortunate mother who had trundled her 
child round from one shrine to another before 
getting satisfaction, perhaps the analogy with 
the National Health Service is not so far-fetched. 


One medieval hospital was unique, and was to 
remain so for several centuries: this was 
Bethlem Hospital. It is possible that other 
monastic hospitals existed at various times in 
which the inmates were all, or mostly, insane: 
but if they existed in any numbers they did not 
survive long enough to leave much mark. And 
indeed, it seems very unlikely that there would 
be congregated anywhere except in London 
enough insane persons to occupy a hospital 
solely for this purpose, over any substantial 
period during the Middle Ages. 


The Priory of St Mary of Bethlehem was 
founded by Simon Fitzmary in 1247, on the site 
of his own property in Bishopsgate. By 1403 
there were in the house, amongst other sick 
people, six insane men: and it is clear that from 
soon afterwards the hospital was concerned 
exclusively with this category of patient. Around 
the middle of the century, a one-time Lord 
Mayor of London called William Gregory 
wrote of it thus: ‘A chyrche of Owre Lady that 
ys namyde Bedlam. And yn that place ben 
founde many men that ben fallyn owte of hyr 
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wytte. And fulle honestely they ben kepte in 
that place; and sum ben restoryde unto hyr 
witte and helthe a-gayne. And sum ben a- 
byding there yn for evyr, for they ben falle soo 
moche owte of hem selfe that hyt ys uncurerabylle 
unto man’ (6). This indicates that people came 
—or, more accurately, were brought—to the 
hospital with the intention that they should be 
cured and discharged; but that if they were not, 
they could be provided with continuing shelter. 
Gregory also clearly contemplated the possibility 
of deliberate cure, procured by human inter- 
vention (whether or not this was actually going 
on in Bethlem is another matter). There is no 
detailed information, however, about the sort of 
patient there, and how they came to be admitted, 
until 1598. 

By then the administration had undergone a 
radical change through the dissolution of the 
religious houses, a disruption which had 
particularly important repercussions for those 
who had previously been cared for in hospitals 
and charitable institutions of all kinds. In 1547 
the City of London acquired the custodianship 
of Bethlem, retaining it until 1948: but its purely 
local commitment was already being eroded by 
the end of the sixteenth century. Of the 21 
patients in the hospital in 1598, at least three 
came from outside London. Six appear to have 
been supported out of the hospital’s own funds, 
one from parish funds, and for the rest main- 
tenance was paid by their friends, relatives or 
patrons—or, in the case of a member of the 
Chapel Royal, out of his own wages (so pre- 
sumably he was on sick leave). The method of 
admission is not very precisely defined: the 
patients are all described as having been ‘sent in 
by’ various people—not always the person who 
is paying their maintenance—and their length 
of stay in the hospital up to that time varies 
from one month to twenty-five years. There is 
evidence that at this time admission might 
depend on the patient’s friends or relatives 
negotiating a satisfactory rate of maintenance 
with the Keeper: what is fairly certain is that the 
patient himself had little say in the matter. 
Admissions might therefore be described as 
informal, but far from voluntary. 

Bethlem remained on its original site in 
Bishopsgate until 1676, and in its original 
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monastic buildings. It held only about fifteen to 
twenty patients for most of this time, being 
enlarged to take fifty or sixty around the 1630s; 
and although it took an increasing number of 
people from outside London as time went’ on, 
its place in the overall pattern of treatment of 
the insane throughout the country is seen to be 
very small and specialized (7). 
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For those who were not in hospital, of course, 
there was only one place to be—outside it: and 
thus we come to the first great era of Com- 
munity Care, in the seventeenth century. We 
actually come to it in the seventeenth century 
because that is when the records start telling us 
about it; but I have little doubt that something 
which could be described thus had been going 
on, one way or another, for a good deal longer. 
The information comes through records of the 
activities of the Justices of the Peace in their 
Courts of Quarter Sessions; but it should be 
remembered that the cases recorded are only 
those Which did, for various reasons, come 
before the magistrates: they may be con- 
sidered typical of what could often also be done 
without magisterial interference. 


One of the legal provisions under which the 
magistrates came to be involved is well known, 
This is the Poor Law legislation of the reign of 
Elizabeth I, and especially the great con- 
solidating Act of 1601 (8), which brought 
together and finalized many of the measures 
which had already been passed in increasingly 
desperate attempts to hold back the flood-tide 
of poverty——or rather, of the poor. The principal 
provisions which we need to keep in mind are: 
that the Churchwardens of every parish, 
together with two to four substantial house- 
holders, were to be nominated annually by the 
County Justices to be Overseers of the Poor for 
that parish: and that these Overseers should, 
under the supervision of the Justices, set to work 
such people as had no means to maintain 
themselves, and raise sufficient money by 
taxation ‘for and towards the necessary Relief 
of the Lame, Impotent, Old, Blind, and such 
other among them, being poor, and not able to 
work...’. 


Increasingly savage legislation against 
vagrancy and begging meant that more and 
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more of the insane would have to be dealt with 
under this last provision. How this part of the 
Act was interpreted by the Justices themselves 
in relation to the insane is shown in the 
contemporary manuals written expressly for 
their guidance. Thus we find in the 1618 
edition of Michael Dalton’s The Countrey Iustice: 
‘Next here is consideration to be had of three 
sorts or degrees of poor. 1. Poor by impotency’. 
This includes ‘The aged, and decrepit’, “The 
infant, fatherless and motherless’, and “The 
person naturally disabled, either in wit, or 
member, as the Idiot, Lunatick, Blind, Lame 
&c... All these (being impotent, or not able to 
work) are to be found, and provided for by the 
Overseers, of necessary relief? (9). 

It does not appear that the Justices recognised 
any specific responsibility for the care of 
lunatics before the enactment of the Poor 
Laws; but there was another far earlier legal, 
provision under which cases of lunacy might 
come to their attention, This will require rather 
more explanation, because you are unlikely to 
find anything about it anywhere else. 

It is generally accepted now that the first 
statute law providing for the confinement of the 
dangerously insane is contained in the Vagrancy 
legislation of 1714, but little has been said about 
the Common Law position in this matter. 
Though it is acknowledged that the Common 
Law did have a position, everyone seems 
content to quote eighteenth century writers, for 
example that under the ancient Common Law 
‘persons deprived of their reason might be 
confined until they recovered their senses . . .’. 

However, in Dalton’s 1618 edition we find the 
following: ‘though Assaults and Batteries be 
for the most part contrary to the peace of the 
realm yet some are allowed to have a 
natural, and some a civil power (or authority) 
over others: so that they may, (in reasonable and 
moderate manner only) correct and chastise 
them for their offences . . .”; and among the list 
of chastisers and chastised are ‘any man’ and 
‘his kinsman that is mad’. And later, in further 
elucidation: ‘It is lawful for the parents, kins- 
men or other friends of a man that is mad, or 
frantic (who being at liberty attempteth to burn 
a house, or to do some other mischief, or to hurt 
himself or others) to take him and put him into 


PATRICIA ALLDERIDGE 


. 


an house, to bind or chain him, and to beat 
him with rods, and to do any other forcible act 
to reclaim him, or to keep him so as he shall do 
no hurt’ (10). In an earlier manual of 1581 is a 
more succinct version: ‘Every man also may 
take his kinsman that is mad, and may put him 
in a house, and bind him and beat him with 
rods, without breach of the Peace’ (11). 

With regard to the beating with rods part, 
I would only comment that, since this was 
considered to be one of the appropriate re- 
medies for insanity at the time when the law 
was formulated, it must be interpreted in this 
light rather than as a punishment per se. This 
provision is literally neither more nor less than 
the authorisation of compulsory treatment. 
Other more modern analogies may come to your 
minds here, but I don’t intend to be drawn into 
that controversy. 

, These are merely statements of the law as it 

existed by the end of the sixteenth century; 
but thanks to the dependence of the Common 
Law on precedent we can trace it further. In the 
margins against these passages we find the 
cryptic message “22. E.4, 45°, and ‘22. lib. Ass. 
plac.36. ‘Lib. Ass.’ refers to that favourite legal 
bedtime story-book the Liber assisarum @ 
placitorum corone, or Book of Assizes and Pleas of 
the Crown, citing the 22nd year of Edward IHI, 
Plea 56, which we will leave for the moment. 
‘22. E. 4.’ refers to a Year Book, for the 22nd 
year of the reign of Edward IV, or 1482; and 
here I must prevaricate a little. 

Year Books are the law reports of the Middle 
Ages, which have been in print since shortly 
after the introduction of printing itself to this 
country. In them are cases which embody the 
precedents on which the whole Common Law 
system is based, and they also provide first-hand 
evidence of the state and development of the law 
as it went along. One problem, however, is that 
they are all printed in an exceptionally dense 
and opaque black-letter type, evidently set by a 
myopic printer who had yet to learn the art of 
proof-reading (and my copy also happened to 
have the page numbers omitted, which, since 
the ‘45’ eventually turned out by trial and error 
to be a page reference, was definitely bonus 
points to the printer). They also happen to be 
written in what was then the language of the 
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courts, medieval legal French. This is a quaint, 
but debased, form of Anglo-Norman, which is 
itself a spirited pidgin variant of the language 
brought over by the Conqueror four hundred 
years earlier, for which the rules could be made 
up as you went along and usually were. And the 
words are only half there. I don’t mean only half 
the words: I mean only one half of any single 
word-—the rest being represented by a helpful 
abbreviation mark, to let you know it is not 
there. 

This is just to explain why I am not yet in a 
position to tell exactly what happened in the 
Court of King’s Bench on that memorable day 
in the Hilary Term of 1482, though I am still 
working on it. However, I can give you the gist 
of the story; and I would remind you that this 
case is the precedent according to which it was 
lawful for the next 200 years to lock up a 
potentially dangerous lunatic. It was an action 
for false imprisonment. The defendant had 
imprisoned somebody’s wife—I am almost sure 
it was the wife of the plaintiff in the previous 
case, who had also been imprisoned but they 
said that was all right because he was a Scot, 
I thought at first that he had imprisoned her in a 
tall chimney, but now suspect that he met her 
in the highway, (the exact role of the ‘hault 
chimin’ is temporarily obscured by the memor- 
able phrase in the preceding passage, ‘fuit supp 
obvia m Tey). The defendant claimed that 
he had imprisoned her because she ‘fist au tiel 
countenance qil semble qi el fuit fere come un qi 
fuit lunatyk @& Ife] def[endant] en eschewyng 
le pluis graund myschief qi poet ensuer plar] 
luy, luy prist @ milta en son meason .. .”. ‘She 
had such an expression that it seemed that she 
was wild like one who was lunatic, and the 
defendant, in eschewing the great mischief 
which might arise on account of her, took her 
and put her in his house . . .’, or her house (or 
someone’s house). This defence was said not to 
be good, because he only thought she looked 
wild like a lunatic; a good defence would have 
been to say that she was wild and he thought 
that she was going to kill him or do some other 
mischief like setting a house on fire (12). This is 
really what the case boils down to. But of course 
the judgement here was merely a statement of 
the law as it already stood: this just happens 
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to be the case in which it was expounded and 
which came to be cited as the precedent. What 
was being said was that it was lawful to imprison 
someone if he were mad and you believed that 
he was going to do some mischief like burning 
down a house. 

Returning briefly to the case in the Liber 
assisarum (13), this dates from 1348 and is 
undoubtedly the precedent from which was 
derived the authority to beat one’s mad relatives 
with rods. I have established that someone was 
indeed mad—or was said to be—and that his 
kinsmen imprisoned him and beat him with a 
rod; but what happened subsequently to either 
them or him I am not yet prepared to say. 

We now know, then, that from at least 1348 
it was lawful to beat one’s mad kinsfolk with 
a rod if with nothing else: and that from some 
time before 1482 it was lawful to imprison a 
lunatic provided you could be fairly sure he was 
going to burn down a house: and that from 
around the end of the sixteenth century these 
two circumstances began to appear in the 
Justices’ manuals. We can now go back to 
seeing how this law, together with the Poor 
Laws, were actually operated in the seven- 
teenth century. Quarter Sessions records all over 
the country show the same kind of activity. 
Friends, relatives, or neighbours of the insane 
person, having been either reduced to penury 
or driven to distraction in their efforts to cope 
with the situation, would present a petition 
setting out the details and asking for action. 
In the case of actual or predicted violence or 
mischief-making the Justices would order the 
person’s detention, usually but not always in the 
local House of Correction, and would also 
make an order for maintenance to be paid 
out of the parish funds or, if the person had 
sufficient means of his own, would order this 
source to be managed so as to provide for his 
keep. In other cases they would simply order 
certain sums to be provided by the parish for 
relief of the lunatic or his family, or again they 
might order his affairs to be managed to pay for 
his maintenance; so not all these cases can be 
said to come directly under the Poor Law 
provisions. The Overseers and Churchwardens 
were the people who had to see that these 
matters were dealt with, and together with the 





HOSPITALS, MADHOUSES AND ASYLUMS: CYCLES IN THE CARE OF THE INSANE 


petitioners and the Justices might, I suppose, 
be called the Primary Care Team. The Thera- 
peutic Team, I am sorry to say, must often have 
consisted of the Keeper of the House of Correc- 
tion and his assistants, but paid Voluntary 
Helpers seem to have played their part too. 

In the Somerset Quarter Sessions records of 
1612/13, for example, we find an order for six 
people, some of whom are clearly relatives, to 
take upon them the keeping of a lunatic ‘in his 
own house if they can rule him there, or other- 
wise that they shall cause him to be sent unto 
the Bridewell’, and they are to sell his goods as 
necessary towards his financial relief (14). 
Another case comes from the Taunton Sessions 
of 1613—-Emma Carter of Frome, being now a 
lunatic, ‘whereby her neighbours stand greatly 
in doubt lest she should put in practice some 
mischievous atterapt to set on fire where she 
dwelleth: Ordered that she be sent to the 
House of Correction at Ivelchester [Ichester]* 
where she ought to be kept in such manner as 
the law requireth for all such dangerous and 
disordered persons’ (15). The petitioners of 
Somerset were obviously well versed in the 
Common Law, as this is not the only case where 
they mention the fear of houses being burnt 
down, and the provisions of the law for such 
persons are often emphasized too. 

Another Taunton case, for 1628, shows how 
the community could take action for itself. 
One Henry Collard of Hill Farrance had lately 
become lunatic ‘in so much that he is bothe 
unruly and dangerous and for the prevention of 
further mischiefe the Inhabitants of the said 
parish have placed the said Collard with one 
John Appledore .. .’; and since Collard had 
sufficient means to maintain himself, the 
Justices ordered that he remain with Appledore 
and be relieved out of his own means (16). 

A typical Poor Law case comes from the 
Warwickshire records for Easter 1651. ‘Whereas 
the Cofurt] was this day informed That one 
Goldingale an Inhabitant of Aston parish is 
growne Lunatick and that a great Charge is 
fallen upon y° parish by Reason thereof which 
cannot bee borne by any pfar]ticular Hamlet 
And therefore it was prayed that according to 
ye Lawe the whole parish might contribute by 
way of Leavy to the mainten[a]nce of the said 
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Lunatick And that the Overseers of the poore 
may see him provided for as poore of the parish 
wè this Cofu]rt thought fitt & doth Order the 
same accordingly’ (17). And from Warwickshire 
again, in 1646, we have a particularly interesting 
example of true communal care: ‘It is ordered 
that Daniell Hancox a poore Ideott who was 
borne in Weston under weth[er]ly in this 
County and is now in the care and custody of 
William Mulliner gent[leman] onfe] of the 
Inhabitants there shalbe forthwith Clothed by 
and out of the stock of money given to the 
Inhabitants there to that purpose And it is 
further ordered that the said Daniell shalbe 
forthwith removed from the said Mr Mulliner 
and be kept and provided for by the 
Inh[ab]itants of the said parish from house to 
house as heretofore hee hath beene there 
mainteyned and kept’ (18). 

In Lancashire, the actual petitions have been 
preserved; and from these comes a direct and 
poignant picture of the hardships and problems 
caused by insanity in the seventeenth century 
community—which, not surprisingly, turn out 
to be similar to those faced today. The petition 
of John Sandholme of Inskip cum Sowerby, 
labourer, delivered in 1681: ‘Humbly sheweth 
unto your good wor[shi]pps that his wyffe is 
exterordnary troubled with Melancollie dis- 
temper in soe much that shee is in danger to 
distroy her selfe if shee should be Left in the 
house Allone but for the space of halfe an houre 
and he hath A Child that is but About A 
munthe Above halfe A yeare old which he 
nurseth and hee is A very pore Mann and hath 
nothinge to Maintayne him selfe nor his wyffe 
and Child but his owne hand Laboure & he 
can not Leave his wyffe to worke unlesse he 
hier An able p[er]son to stay & Looke to his 
wyffe for feare shee distroy her selfe . . .’(19). 

The experience of people such as John 
Sandholme has been summed up thus: ‘Living 
with people who have had or who are recovering 
from mental illness can place heavy strains on a 
family . . . If the mother is ill, the father may 
find himself having to take time off work and the 
family income may fall. Special arrangements 
may need to be made for the care of the 
children . . . The family may become afraid to 
leave a withdrawn and uncommunicative 
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member alone; and they too may become 
virtually housebound, often giving up sources of 
income ...’, This comes from the Department of 
Health and Social Security’s 1975 White Paper, 
Better Services for the Mentally Ill, which assures us 
elsewhere that ‘there has for years been general 
recognition of the significance of the social and 
environmental aspects of mental illness’. They 
can say that again! Three‘thundred years, to my 
certain knowledge. 

Community psychiatry did not actually work 
terribly well the first time round, as is shown by 
the gradual move during the following century 
towards the next cycle of development—-more 
hospitals. But first, we have at the end of the 
seventeenth century the setting up of an 
institution which does not fit very well into any 
major category. I think we might call this, with 
someting less than wholehearted conviction, the 
Therapeutic Community experiment. 

Some rather bold claims are sometimes made 
for the role of St Peter’s Hospital, Bristol, in the 
care of the mentally disordered: for example, 
that it was the first public mental hospital; the 
first hospital where pauper lunatics received 
treatment; and that the unique policy of Bristol 
laid the foundations for the later development of 
County Asylums. The facts are slightly different. 
In 1696 Bristol obtained an Act of Parliament 
called The Bristol Poor Act. This enabled all the 
parishes to join together in a union known as the 
Corporation of the Poor and to provide together 
for all the poor of the City instead of parish by 
parish. What Bristol was in fact pioneering was 
thus the Parish Union system, which was 
eventually adopted throughout the country and, 
through the workhouses which were its outward 
manifestation, led to one of the most degrading 
chapters in English social history. But I think 
we should allow that the Bristol citizens did not 
intend, in 1696, that things should go quite the 
way they did. 

Part of the original plan was to establish 
workhouses in which the able poor, and 
separately the poor children, could be profitably 
(if compulsorily) employed, educated, and 
disciplined. In fact, the Corporation bought the 
premises of the now redundant Bristol Mint in 
1698, and here the children, together with the 
able-bodied, infirm, sick and aged poor alike, 
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were brought into residence. Later the Mint 
Workhouse was renamed St Peter’s Hospital: 
but even in the 1820’s one of its governors 
complained that this was misleading, and that 
it was a workhouse and should be recognised as 
such. 

The admission of the first lunatic to the Mint 
Workhouse is recorded in 1707 (three years 
earlier, incidentally,e the Corporation of the 
Poor had made arrangements for a patient to be 
sent to Bethlem Hospital in London); and from 
then on there were always a number of such 
patients, accommodated in a separate ward by 
1767. By early in the nineteenth century St 
Peter’s was recognised as the general lunatic 
asylum for Bristol; but even so the proportion 
of lunatic to other workhouse inmates was 
always small. The house could take three 
hundred people comfortably, but in 1820, for 
example, it had 436, of whom 97 were classified 
as sick or insane. Only about thirty of these 
would actually be insane, even after the 
numbers had increased in the 1820s. In 1844 
St Peter’s was declared by the Lunacy Com- 
missioners to be totally unfit, but it was not 
until 1861 that the patients were removed to the 
new City Asylum, now the Glenside Hospital 
(20). 

I do not think, therefore, that we should take 
too seriously any claim for St Peter’s as a 
prototype mental hospital; but its interest for 
us lies in the fact that it establishes a recog- 
nisable pattern, to be repeated for well over a 
hundred years. Wherever workhouses, poor- 
houses, or houses of industry were set up, these 
were the most usual places to be used for the 
accommodation of pauper lunatics. 

We must return now for a moment to what 
was, pace the Bristol claimants, really the first 
and still the only public hospital for the insane 
poor in England. By 1674 the pressure for 
admission to Bethlem, together with the 
appalling state of the building, led to its being 
rebuilt on a grand and palatial scale to the 
design of Robert Hooke, friend and collaborator 
of Christopher Wren. This building was 
intended, incidentally, to accommodate 120 
insane patients, but principally to be an 
ornament to the City; and what it became, as is 
well known, was one of London’s great tourist 
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attractions in the eighteenth century, rivalling 
the lions at the Tower and the tombs in West- 
minster Abbey. 

Whatever the actual facts, however, Bethlem 
Hospital was always intended for a curative 
establishment; and from at least this period on 
one of the conditions for entry was supposed 
curability, Patients were discharged after twelve 
months if not cured — earlier, of course, if 
recovered; and were released on a month’s 
trial leave of absence before final discharge. 
Another condition of entry was poverty. As 
soon as the endowment was large enough, 
patients sent in by their friends and releatives 
were taken free, though the parishes had to pay 
for their own patients. After the rebuilding, an 
increasing number of parish patients were sent 
from different parts of the country (I have 
already mentioned one such from Bristol) ; and 
this should be remembered as providing a 
limited—but very limited—alternative to any * 
other local provisions we may be considering. 

Local enterprise is the hallmark of hospital 
development in the eighteenth century. First 
off the mark is the Bethel Hospital, Norwich, 
somewhere between 1713 and 1724, to which 
we must give credit for being the first hospital 
to be specifically founded for the care of the 
insane. The amazing work of one woman, the 
daughter of one of Norwich’s richest citizens and 
widow of a local clergyman, it owes its origins 
to a unique set of circumstances, the combination 
of wealth, piety and very special motivation. 
‘Whereas it hath pleased almighty God’, 
writes Mrs Mary Chapman in her will, ‘to 
visitt & afflict some of my nearest relacons and 
kindred with Lunacy but hath hitherto blessed 
me with yë free use of my reason & under- 
standing as a monument of my thankfulness to 
God for this invalueable mercy... & in 
Compassion to yë deplorable State of Such 
pler]sons as are deprived of y* Exercise of their 
reason & understanding & are Destitute of 
relacons or friends to take care of y™, she 
bequeaths her newly built house for the con- 
venient reception and habitation of poor 
lunatics ‘wehI will shall be called according to 
the Desire of my well beloved Husband by ye 
name of Bethel’, It is to be first and foremost for 
poor inhabitants of Norwich afflicted with 


lunacy (but not fools or idiots from birth), their 
clothes, food and medicines to be paid for out 
of the charity. If there is room, then people 
from the County and elsewhere can be ad- 
mitted, their friends and relations to pay for 
them according to their ability: and persons of 
means from the City can also be accepted if they 
are paid for over and above the cost of their 
maintenance. There is no suggestion that the 
paying patients are to receive different treat- 
ment from those on the charity (21). 

Mary Chapman had built the house by 1713, 
and died in 1724, hence the uncertainty about 
dates. Other benevolent citizens increased the 
charity, and the hospital was enlarged from 
time to time. In 1730 it accommodated 27, in 
1761, 45: by the early nineteenth century, it 
took just over 50. Like Bethlem it tried to be a 
hospital for cure; but there does not seem to 
have been any general time limit on the 
residence there, though some were discharged 
as being unlikely to receive further benefit. 

The Bethel Hospital, though apparently 
acceptable to God, to Whom it was dedicated, 
for 250 years, has not met the more stringent 
requirements of the DHSS; and Mary Chap- 
man’s memorial to the preservation of her wits 
is unlikely to survive in any form that she 
would recognise. From its foundation it has 
remained unique among hospitals for the 
insane as the gift of a single individual, most of 
the eighteenth century hospitals being financed 
and set up through the initiative of local 
subscribers. One small exception is perhaps the 
lunatic department of Guy’s Hospital. Thomas 
Guy founded his hospital for people excluded 
from other hospitals as incurable, and he 
specifically mentioned in his will that there was 
to be accommodation for twenty incurable 
lunatics. It opened in 1728 with a separate 
‘lunatic house’, rebuilt at the end of the century. 
(In fact, although Guy had actually named 
incurables from Bethlem as being particularly 
fit objects for his charity, Bethlem was taking 
this matter in hand too; and by 1733 two wings 
had been added to the building for 100 in- 
curable patients). 

In 1751 there opened in London the second 
specialized public hospital for the insane, St 
Luke’s, established by public subscription. As 
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stated in the fund-raising prospectus, the reasons 
for founding another hospital for lunatics were 
that ‘[they are] incapable of providing for 
themselves and Families, are not admitted into 
other Hospitals or capable of being relieved (as 
in other diseases) by private charity’, and that 
‘the Expences necessarily attending the Con- 
finement and other means of Cure, are such as 
People even in midling Circumstances cannot 
bear, it generally requiring several Months, and 
often a whole Year before a Cure is completed’. 
Again, not unfamiliar problems. There is also 
the interesting rider that as more medical men 
make a study of this branch of physic, it stands 
to reason that ‘the Cure of this dreadful Disease 
will hereafter be rendered more certain and 
expeditious, as well as less expensive’. 

St Luke’s stood on the far side of Moorfields 
from Bethlem; an appropriate situation, since 
its founders intended to correct in their own 
establishment some of the worst abuses com- 
mitted across the way. Its terms of admission, 
however, were very similar to those of Bethlem, 
though it was much smaller, starting with 57 
patients. 

The second half of the eighteenth century saw 
the establishment of public subscription hospi- 
tals in a number of provincial towns, and this 
movement often extended to include the insane. 
Manchester, Liverpool, Newcastle, Exeter, 
Hereford, Leicester and York had all provided 
hospital accommodation for lunatics by the end 
of the century. Those who believe that only 
modern, sophisticated, think-tank methods of 
research could arrive at the concept of associat- 
ing the district general hospital and psychiatric 
services in one establishment, and who might 
not be convinced by my medieval analogies, 
might like to know that this was the system 
adopted from the outset in some of these towns. 
As there was no central directive to ensure a tidy 
uniformity, however, the benevolent subscribers 
were able to follow the retrograde policy of 
doing what seemed to them to be best suited to 
the local requirements. ~ 

Thus Manchester, which was the first, 
opened its lunatic hospital (in 1766) as an 
annexe to the Infirmary, as did Liverpool. The 
County Infirmary at Leicester is another 
example of this type, though when it opened in 
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1771 ‘persons disordered in their senses’ were 
originally excluded. Ten years later, on the 
assurance of a legacy, it was decided to build an 
addition for lunatics, but as the legacy failed to 
materialize the building stood empty for’ten 
years more. Finally it was altered, and opened 
for 20 patients in 1794. Alas! The Asylum seems 
always to have been the most neglected part of 
the Infirmary—again, I will refrain from 
drawing any modern parallels—and was eventu- 
ally closed in 1837, when the remaining patients 
were transferred to the new County Asylum (22). 

At York and Newcastle, on the other hand, 
completely separate lunatic hospitals were 
built: and there was already a school of thought 
by the end of the century which held that 
lunatic hospitals—or asylums, as they were 
coming to be called—should be distinct institu- 
tions set in the country, though near to a town, 
where the advantages were pure air, plenty of 
space for amusement and exercise, and oppor- 
tunity for occupation in gardening and other 
healthy employments. 

So far, we have only considered public 
institutions; but in fact the most numerous 
establishments for the care of the insane at any 
one time, from the early eighteenth to the late 
nineteenth century, were the private mad- 
houses, Though private in the sense of being 
run as business ventures, they were by no 
means occupied only by self-financing patients. 
Until the compulsory building of County 
Asylums in 1845 the practice of contracting out 
pauper lunatics in private madhouses, where 
they were paid for from parish funds, was 
increasingly common; and the natural response 
to the growing demand was a growing number 
of madhouses, many of them catering largely 
for paupers. 

The private madhouse system seems to have 
its origin in the practice which we have already 
seen in the seventeenth century, that of placing 
insane patients individually under the care of 
other individuals. Mr Appledore, whom we met 
at the Taunton Assizes in 1628, can be regarded 
as one prototype of a private madhouse pro- 
prietor: while at the more up-market end of the 
trade members of the wealthier classes might 
find themselves boarded out in the custody of a 
medical man or a clergyman. By the beginning 


HOSPITALS, MADHOUSES AND ASYLUMS; 


CYCLES IN THE CARE OF THE INSANE . 


of the eighteenth century there were already 
established a number of such places taking more 
than one patient, and from then on the industry 
grew, until by 1848 a network of 145 madhouses 
was spread across the country (23). 

The variety of these institutions makes it 
impossible to generalize, but in the early days 
at least they were more likely to be owned by 
lay than by medical proprietors, and even 
when owned by a medical man might well be 
in the day-to-day charge of a lay-man or 
woman. Brooke House, Clapton, for example, 
set up by Dr John Monro (of the famous family 
of Bethlem physicians) in 1759, was still owned 
by the family, still physicians, a century later, 
but in 1841 it was in the charge of the Misses 
Pettingal; and from the founder onwards none 
of the Monros themselves had ever lived nearer 
to Clapton than Cavendish Square. 

Holly House, Hoxton, was one of the least, 
notorious of the madhouses which had made the 
name of Hoxton a byeword in satirical literature 
since at least the seventeenth century. Andrew 
Marvell wrote in 1672 of someone as being ‘fit 
for nothing but Bedlam or Hodgson’; and in 
1895 John Hollingshead, who had been brought 
up in a house overlooking the yard of the largest 
and most notorious, Hoxton House, where 
Charles Lamb once spent a voluntary six 
weeks, wrote that ‘Hoxton had been celebrated 
for its madhouses (and conventicles) for the 
best part of two centuries’ (24). Holly House 
was generally known as Burrows’ House, being 
owned in the late eighteenth century by John 
Burrows and then by his widow and son. 
Comprising three separate houses, it accommo- 
dated 120 and more patients, of whom 100 
might be paupers, and was described by the 
Lunacy Commissioners as ‘extremely incon- 
venient for the purpose’. 

A very different sort of establishment is seen 
through the eyes of Charles Lamb, whose 
sister Mary was confined in a private madhouse 
at Islington in 1796, after stabbing her mother 
to death in one of her recurring paroxysms of 
madness. The story of Mary Lamb’s life, with 
its repeated periods of confinement interspersed 
with years of normal life at home with her 
devoted brother, is astonishing when one 
remembers that she had actually murdered her 
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own mother; and it still remains to be explained 
how such leniency came about. Writing to 
Coleridge shortly after the murder, Lamb says 
that it will cost £50 to £60 a year for her to 
stay at Islington, but ‘she shall not go into an 
hospital. The good Lady of the mad house, and 
her daughter, an elegant sweet behaved young 
Lady, love her and are taken with her amazingly, 
and I know from her own mouth she loves 
them, and longs to be with them as much... 
She will, I fancy, if she stays, make one of the 
family, rather than of the patients, and the old 
and young ladies I like exceedingly, and she 
loves dearly . . .. The lady’s medical acumen 
may be judged from her advice that in the 
interests of economy he might ‘dismiss immedi- 
ately both Doctor and apothecary, retaining 
occasionally an opening draught or so for a 
while...” (25). 

, William Cowper also struck lucky with Dr 
Nathaniel Cotton’s private madhouse at St 
Albans, known as the Collegium Insanorum, to 
which he was removed during a spell of suicidal 
depression in 1763. Cowper was so well satisfied 
that he stayed on for nearly a year after his 
recovery, and when he left he took with him as a 
servant the attendant who had looked after him 
throughout his illness—not without some oppo- 
sition from the doctor (26). 

The other side of the private madhouse coin 
is exemplified, however, by Mr Spencer’s 
establishment at Fonthill, Wiltshire, whose 
conditions were revealed in evidence to a 
Parliamentary Committee on the state of 
Madhouses, published in 1815 (27). Part of the 
accommodation consisted of six cells about 9’ by 
5’, opening on to a passage which in turn 
looked out on to a pigsty and dung-heap. The 
walls were unplastered, damp greenstone; there 
was no light or ventilation except when the cell 
doors were opened; three cells were floored 
only with bare earth. The patients were chained 
to beds consisting of long boxes raised from the 
ground and filled with straw. Of the fourteen 
male patients, only one was not confined in 
irons. 

Moor Cottage at Nunkeeling, in the East 
Riding of Yorkshire, is an example of the kind 
of small establishment which might be set up 
during the period of maximum speculation— 
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though not, perhaps, entirely typical, in that its 
proprietor appears to have eked out the fees by 
acting as a depot for local smugglers. It was 
opened in 1821 by John Beal, a former attendant 
at the Friends’ Retreat (the famous Quaker 
establishment at York), who had previously 
run a house for the insane at Gate Helmsley 
and brought the occupants with him. It closed 
in 1851 (28). > 

The abuses known to exist in private mad- 
houses led to the first legislation designed to 
protect the insane from society—the first 
legislation to protect society from the insane was 
the clause, already mentioned, in the Vagrancy 
Act of 1714 (29). This empowered Justices of 
the Peace to order the confinement of ‘Persons 
of little or no Estates, who, by Lunacy, or 
otherwise, are furiously Mad, and dangerous to 
be permitted to go abroad’, and to direct them 
to be kept safely locked up, and chained if 
necessary while the madness lasted: and, if they 
did not belong to the parish or town in which 
they were taken, to be sent to their last place of 
settlement. To my mind the implications of this 
Act have been slightly misinterpreted. It is said 
to be the first legislation to deal with pauper 
lunatics; but in fact it was legislation to deal 
with dangerous and wandering lunatics—there 
was a specific provision that they were to be 
maintained out of their own means, if they had 
any, and only from the parish funds if not. A 
similar Act of 1744 carried the additional 
injunction that the parishes were to be at the 
expense of curing, as well as keeping and 
maintaining, lunatics during their restraint, an 
expedient if optimistic provision, since they were 
liable to be a drain on the rates so long as they 
remained uncured. 

It is also suggested that because the clause 
comes in a Vagrancy Act, and it is mentioned 
that lunatics are not to be whipped as vagrants 
are, this means that previously such persons had 
been treated as vagrants and similarly whipped 
and punished. But the significance of the non- 
whipping passage seems to be merely a matter of 
drafting: it is stated that lunatics are to be sent 
to their place of settlement ‘as Vagrants by this 
Act are directed to be sent; and, since it was 
directed that vagrants were to be whipped 
before being sent on, this would automatically 
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have become part of the process if not specific- 
ally excepted. As to lunatics having previously 
been treated as vagrants, we have already seen 
that they were not, at any rate where their 
lunacy was recognised. The position seems tó be 
that by 1714 it was beginning to be felt that the 
Common Law did not give sufficient authority 
for all that the Justices were actually doing— 
hence the need for legislation. 

Protective legislation was originally designed 
only to protect the paying patients in private 
madhouses, and particularly to prevent wrong- 
ful detention of the sane. It was not only in 
imaginative literature that a madhouse could 
provide a handy receptacle for rich uncles, 
infatuated daughters, supernumerary wives or 
spendthrift sons. Such cases were not frequent, 
but were well publicised. In an attempt to 
prevent this, as also to improve the notoriously 
bad conditions, the first Act for Regulating 
Madhouses was passed in 1774 (30), providing 
for licensing and inspection, and requiring a 
certificate signed by a physician, surgeon or 
apothecary before a patient could be admitted, 
and notification of all admissions. Paupers sent 
by their parishes were specifically excluded from 
the provisions. This is not quite so deliberately 
callous as it appears, since the paupers might be 
supposed to be already under the supervision of 
the Justices whose warrant was necessary for 
their confinement, though of course this meant 
little in practice. 

The Act meant comparatively little in 
practice either, and increasingly stringent 
legislation had to be passed throughout the 
nineteenth century, covering more and more 
institutions until even the obdurate Bethlem 
Hospital, Royal Charter and all, was made 
subject to inspection by Lunacy Commissioners. 
The legislation which had begun in 1774 with 
the very laudable aim of protecting the weak 
and vulnerable thus culminated in the great 
Lunacy Act of 1890 (31), which, amongst other 
things, imposed such a rigid system of certi- 
fication that any real development in the treat- 
ment of mental disorder was hamstrung for the 
next seventy years (until the passing of the 
Mental Health Act of 1959). And yet it was all 
intended for the best. 

The most important development of the 
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nineteenth century was, of course, the advance 
into the Asylum Era, which resulted from a 
Select Committee appointed in 1807 to enquire 
into the state of criminal and pauper lunatics 
in England and Wales (32). Legislation and 
provisions relating to the then so-called Criminal 
Lunatics, both before and after this date, is a 
subject of such complexity and current rele- 
vancy that it could have made an alternative to 
this paper—and nearly did—but cannot possibly 
be accommodated within it. I will confine 
myself to two observations, from which you may 
deduce just how new are the problems being 
faced today in this field. The first is in fact 
an observation by the 1807 Committee itself, 
that ‘to confine such persons in a common 
Gaol, is equally destructive of all possibility of 
the recovery of the insane, and of the security 
and comfort of the other prisoners’. Secondly, 
those who are aware of the most up-to-date . 
developments here, arising from the recom- 
mendations of the Butler Committee, may or 
may not be surprised to know that the solution 
proposed and implemented in 1816 was to build 
a Secure Unit in the grounds of Bethlem 
Hospital. Plus ça change... 

Regarding pauper lunatics in general the 
Committee found, as we would by now expect, 
that those detained under the 1744 Act were 
mostly in houses of correction, and the rest 
mostly in poorhouses or workshouses, in 
conditions ‘revolting to humanity’, with a 
substantial proportion boarded out in private 
madhouses. 

They concluded that the answer was for each 
county individually out of its own rates, or by 
uniting with neighbouring counties, to provide 
an asylum in which all the pauper lunatics 
within the district could be received and 
maintained at the expense of their own parishes, 
with some accommodation set aside for paying 
patients; and this was basically what was 
contained in the Act passed in the following 
year, 1808 (33). Only eighteen counties took 
action under this permissive legislation, how- 
ever; and it is under a similar Act of 1845 
making the provisions compulsory that the 
majority of the County Asylums were built 
which are still our psychiatric hospitals today. 

There are a number of misconceptions current 
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about the aims and intentions behind the 
founding of County Asylums. One is that they 
were deliberately planned to be very large and 
built in isolated country areas, in order to 
provide custodial care and nothing more for 
the maximum number behind locked doors and 
out of sight of respectable people: also, that it is 
only recently that anyone has noticed what a 
dreadful state of affairs this is. But no one who 
has read the 1807 Committee’s report can doubt 
the good faith—indeed, the touchingly naïve 
faith—of the planners. They really believed that 
asylums were going to cure insanity. They also 
emphasized that attention should be paid to 
‘placing the building in such a situation as from 
its vicinity may ensure the probability of the 
best medical assistance’. As to size, they 
certainly recommended the maximum accom- 
modation, on economic grounds, but this was 
enot to exceed three hundred. 

And in fact the earliest asylums, as the 
lunatic hospitals and private madhouses before 
them, were built in towns, and were small: and 
when they soon began to move farther out this 
was in response to the by now fashionable 
belief in the value of good fresh air, and in 
order to provide exercise and outdoor occu- 
pations. 

The size factor came eventually to be dictated 
entirely by economics; and as the century wore 
on asylums were built ever larger, while the 
smaller ones were added to instead of being 
duplicated. The West Riding Asylum at 
Wakefield, for example, now the Stanley Royd 
Hospital, was opened in 1818 to hold 150 
patients. By the end of the century, it accom- 
modated 1,469. This practice was not without 
vociferous criticism, even at the time. Not 
unexpectedly, this was voiced by medical men 
who had to produce the results, against the 
administrators who provided the conditions in 
which they must work. Thus the proposal of 
the Middlesex Justices in 1856 to enlarge the 
Hanwell and Colney Hatch Asylums, which 
already accommodated respectively 1,000 and 
1,200 patients, provoked the comment in the 
Journal of Mental Science that “Such Asylums as 
Colney Hatch and Hanwell might justly be 
called manufactories of chronic insanity. If a 
case recover, and few indeed are those that do 
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recover within their walls, it is certainly the 
result of fortuitous circumstances, and not of any 
special treatment applied to it’. 

Hanwell is probably everyone’s image of a 
typical lunatic asylum: and in winding up on 
what is essentially the great cliché of psychiatric 
history I am afraid that I risk obscuring the 
impression which I have heen trying to create, 
of the great variety which has in fact existed in 
the past. But one must end, as one must begin, 
somewhere: and by the end of the nineteenth 
century there were already in existence nearly 
all the institutions and the framework within 
which psychiatry has had, perforce, to be 
practised until the most recent wave of re- 
thinking. The Maudsley Hospital, a notable 
exception, is too important to be rushed in at 
the end here: and I will say no more than that 
when in 1907 Henry Maudsley finally set in 
motion the foundation of a small specialist 
mental hospital, in direct reaction against the 
massive County Asylums, he was in fact re- 
cycling a model which had previously been used 
at the end of the fourteenth century, in 1713, 
and several times in the second half of the 
eighteenth century; and which had already 
been proposed this time round in 1867 and had 
been circulating in one form or another ever 
since. 

And on that I will rest my case. 
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A Comparison of Social Workers and Psychiatrists 


in Evaluating Parasuicide 


By J. G. B. NEWSON-SMITH and S. R. HIRSCH ° 


SUMMARY Sixty parasuicide patients admitted to medical wards 
were assessed by social workers prior to routine psychiatric assess- 
ment. Both disciplines completed a rating schedule. The social 
workers’ and psychiatrists’ rating schedule responses were compared, 
and their decisions were examined against further information 
obtained by a research psychiatrist, which included standardized 
mental state assessment. Overall the results show that social workers 
can safely and reliably assess these patients, but they are more 
cautious. A management approach involving social workers as asses- 


Introduction 


The Suicide Act 1961 (see HM(61)94) seems 
to be based on assumptions that all who commit 
‘parasuicide’ acts intend to kill themselves 
and suffer from mental illness (Stanley, 1969). 
Although all such persons should be seen by a 
psychiatrist, Patel (1975) found that 36 per cent 
were not seen. 

The Ministry of Health Report (1968) 
recommended that hospitals should have a 
psychiatrist available daily. In practice patients 
are seen either by trainee psychiatrists as part 
of their emergency or medical liaison duties, or 
by visiting psychiatrists associated with the 
hospital part-time who may not attend daily. 
Psychiatrists are often unable to spend sufficient 
time with patients because of work pressure, 
and trainee psychiatrists are often unfamiliar 
with alternatives available to deal with patients’ 
social predicaments. 

Recent work has attributed increasing im- 
portance to social and personal factors both in 
understanding and in treatment of parasuicide 
(Paykel et al, 1975; Gibbons et al, 1978). 
Interpersonal conflict, social isolation and major 
life events all contribute to the act. This 
suggests that social workers could have a 
fundamental role both in assessment and 
management. Despite direct recommendation 


sors of parasuicide patients is discussed. 


(Ministry of Health, 1968), all patients do not 
receive social evaluation. Social workers’ skills 
may be at least as relevant as psychiatrists’ for 
parasuicides, Harris (1976) made a plea for this 
role, stating that social workers’ training is well 
suited for this work, and that in using these 
skills their job satisfaction will increase. 

The question is whether social workers can 
reliably and dependably carry out initial 
assessments of parasuicide patients or whether 
assessment by a psychiatrist is necessary. Are 
they capable of detecting the presence of 
severe mental illness? The present study was 
designed to compare assessment by social 
workers with assessment by psychiatrists in 
everyday hospital in-patient practice. The 
safety and reliability of diagnostic and manage- 
ment decisions was particularly examined. 


Method 


The study was carried out at Charing Cross 
Hospital. Seven social workers volunteered to 
join the study and carry out assessments in 
addition to their normal work. It wag con- 
sidered important to use a group of social 
workers with varying experience rather than 
test the skills of one individual. Four worked in 
the general medical department, and of these 
two had had one or more years’ experience of 
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psychiatric social work and two none; three 
worked in the psychiatric department and had 
had at least one year’s experience. 

Responsibility for in-patient psychiatric assess- 
ment and management continued with‘ the 
routine psychiatrists. This duty was shared by 
rota among the junior psychiatrists (four 
registrars and one senior house officer). An 
independent mental state examination was 
made by a research psychiatrist. Twenty 
patients were interviewed during a pilot study 
and a rating schedule was tested and modified. 


Selection of subjects and assessment procedure 


Each morning parasuicide admissions to 
medical wards (listed in the casualty book for 
the past 24 hours and 72 hours after weekends) 
were visited by the research psychiatrist in order 
of admission. The first two ready for assessment 
entered the study; any others were carried 
forward to the next working day. The number 
of patients admitted to medical beds varied 
from 0 to 5. Patients were asked to co-operate 
with the interviews by the research psychiatrist 
and social workers for the purpose of developing 
a better understanding and treatment of their 
problems. It was stressed that these interviews 
were confidential and for research purposes 
only. They were told that only the routine 
psychiatrist would be offering help and making 
decisions about their care. The social worker’s 
assessment always preceded the routine psych- 
iatrist’s assessment, as the psychiatrist discussed 
actual management with the patient. Social 
workers undertook not to discuss patients they 
had seen nor to obtain information on their 
actual management. Both the social worker 
and the routine psychiatrist were asked to carry 
out a clinical assessment and fill out the rating 
schedule at the end of the interview. 

The research psychiatrist interviewed the 
patient on the same day, using the ninth 
edition of the Present State Examination (PSE, 
Wing et al, 1974). The patient was asked to 
comptete the 60 item version of the General 
Health Questionnaire (GHQ, Goldberg, 1972). 
This research examination was repeated at three 
month follow-up, when information was also 
obtained about the subsequent course and any 
further parasuicidal behaviour. 


Analysis of standardized mental examination results 

The GHQ yielded a simple score (GHQ 
scoring method). Goldberg advocates a cut-off 
score of 11] to distinguish between those patients 
whom psychiatrists would regard as probable 
cases of mental illness (above 11) from those they 
would not (11 and below). 

The PSE was used to obtain a CATEGO 
diagnosis and to derive the patient’s Index of 
Definition level of mental illness (Wing, 1976 
and Wing et al, 1978) which incorporates cut- 
off points on the basis of rated symptoms. Eight 
levels are incorporated, and at the threshold 
(level 5) and above (levels 6-8) disorders are 
sufficiently well defined to apply the CATEGO 
programme of clinical classification. 

Thus there were two reference ratings with 
standardized techniques, the GHQ, which 
identified suitability for psychiatric referral and 
the PSE which indicated whether a psychiatrie 
diagnosis could be made. 


Analysis of the routine psychiatrists’ and social 
workers’ rating schedules 


1. Frequency counts: These were carried out 
for each item on the ratings given by the two 
disciplines on the same sixty patients. These 
reflect the bias of each discipline in assessing 
patients recovering after parasuicide. 


2. Extent of agreement between the two disciplines : 
This was calculated by cross-tabulation analysis 
on important individual items. Agreement on an 
item was calculated as the number of cases 
where agreement occurred expressed as a 
percentage of the number of patients in the 
series. (Significance was tested using the Kappa 
Statistic), e.g. N = 60. Agreement on whether to 
discharge or prolong stay in hospital was 
calculated as follows: 


Psychiatrists 
Yes No 
Social Yes 30 14 30+13 
Workers eeen soe == 72 per cent 
No 3 13 60 
Agreement = 72 per cent, disagreement 


28 per cent. P <.01. 
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Results i 


Sixty-five patients: entered the study andl full 
assessments of 60 were obtained (one refused 
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additional research intérviews, three discharged 


themselves before seeing the routine psychiatrist 
and one was not referred for inpatient psych- 
iatric assessment). 

The reason for admission from castval was 


self-poisoning (59) and self-injury (1). Females’ 


numbered 37 and males 23. The mean age- was 
34 years and the age range 15 to 87 years. 
Information was obtained on 87 per cent ‘at 


three-month follow up, and ‘68 per cent of the. - 


series were interviewed personally at this time. 


aiken of routine psychiatrists’ and social 
workers’ ratings 
Tables -I, IV and V show how the routine 


° : TABLE I 


Diagnostic and immediate management decisions frequency 
table of rating schedule answers 





Rating of 60 EAk 





by: 
Social 
Psychiatrists - workers 
percent percent 
MENTAL ILLNESS - ; : 
Possibly or definitely present 43 65 
PERSONALITY ° 
Abnormal or personality . ener See 38 
disorder 55 63. 
PHYSICAL ILLNESS ae 
Present i 15 30 
PSYCHIATRIST - l 
Necessary 73.. 82. 
Opinion necessary ‘before SA ; 
discharge 58 - 53 ° 
* Needed as main worker 39 30 
IMMEDIATE MANAGEMENT ; = 
No further help needed : 2 8 ne, 
Discharge, offering help. _ _ 65 ae 
Keep in hospital 27 * 45° 
Compulsory admission gS nS 
- probably indicated 12 ere A 





* n= 33, as item added after start of series. 
No significant differences between the’ two disci- 
plines on any item at P < .05 (Chi squared test). -. 
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psychiatrists and the.social workers rated this 
group of. 60. patients on clinical, social and 
management decisions. 

Table II shows the extent of agreement 
between routine psychiatrists and social workers 
on the individual items rated. Only the most 
relevant items are shown. The following dis- 


‘cussion of results for the individual ratings 


takes into account the txtent of agreement 
between the routine psychiatrists and social 
workers in the light of information provided 
by the research interviews. 


Mental illness 


Table III shows the results of standardized 
clinical evaluation. Social workers more often 
rated mental illness as present, and agreement 


_ between the two. disciplines was low. Reference 


t 


`“ to Table III shows that disagreement largely 
arises in cases where the GHQ score falls in the 


mid-range (21-40); here social workers rated 
79 per cent as mentally ill. whereas the psych- 
iatrists rated 35 per cent as ill. 

: The Index of Definition can be, used as a 
standardized measure to determine whether 
illness is present. In 5 of 6 patients in whose case 








; TABLE Il 
Agreement of key diagnostic and management decisions 
f j Per cent ë l 
is i agree- Signifi- 
z : ment Kappa cance 
MENTAL ILLNESS | 
Possibly or definitely ? - 
_ present versus absent ` 60 .198 ns 
l PERSONALITY : 
Abnormal or personality 
disorder versus normal 68 .397 , <,,01- ' 
_ PHYSICAL'ĪLLNESS set . 
Present versus absent . 82 491 .+<.01 
PsYCHIATRI UIST 
Necessary versus not in any . - . 
< role i 81 .480 æ<.0l 
Opinion'essential before - . 
discharge versusnot ` 62 .225 <.05 
IMMEDIATE MANAGEMENT ‘ £ 
Keepi in versus as discharge 72 .406 ` < .01 
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. TABLE III >- fue 
Results of standardized clinical evaluation - 





GHQ (n = 54*) Don 
Number with score Above 1 7 51. ° 
Mean score (SD 15) 36 
` Percent ea mentally i. t 
Score range 0-20. 21-40 41-60 - 
Psychiatrists e 22 35 77 
Social workers 33 79 77 
PSE Index of Definition levels (a = 60) 
Percent of series f gat ee 
Below threshold (levels 1-4) 33 
Percent of series at 
Threshold and above (levels 5-8) 67 





* GHQ scores were not obtained on 6 patients. 


psychiatrists tated mental illness and the social 


workers did’ not, there was PSE evidence of. 


mental illness at threshold and above levels. In 
only 10 of 18 cases where the social workers but 
not the psychiatrists rated mental illness did 
the patients reach the threshold or above Index 
of Definition levels. This is to be expected and 
only confirms that psychiatrists are’ better at 
applying their rules for identifying tnental 
illness than social workers, and are making 
diagnoses in line with the CATEGO criteria. 
It leaves open the question whether such patients 
should be regarded as ill. However, for more 
severely ill patients there was no difficulty. The 
4 with Index of Definition levels of 7 or 8 were 
rated as ill by both disciplines, and both 
disciplines correctly rated the two patients in 
the study who did not fall into the depressive 
category but were diagnosed as phobic and: 
paranoid respectively by CATEGO. . 


Personality assessment 


Personality was judged to be abioa ‘or 
disordered in over half the series by both. 
disciplines, and agreement was significant. 


Need Jora a psychiatrist 


The need for involvement by a psychiatrist i im 
addition to the assessing social ‘worker’ received 
high ratings by both disciplines, and agreement 
was significant. Similar ratings were given by 
medical and psychiatric social workers (83 per 


cent and 81 per cent). Individual social workers 
varied from a 100 per’ cent indication (no 
psychiatric experience) to a 13 per cent in- 
dication (with psychiatric experience). 


Role of the psychiatrist 
Both disciplines showed a similar tendency to 


use the psychiatrist as an adjunct rather than as 
the, main worker, 


Urgency for a psychiatric opinion - 

Similar ratings were obtained on . this item. 
Both disciplines indicated that a psychiatrist’s 
opinion was needed before discharge in rather 
more than half the series. Agreement was low. 

If we postulate that a psychiatrist is only 
required before discharge where his particular 
skills are demanded urgently, e.g. (i) immediate 
prescription of physical treatment, (ii) diag- 
nostic confusion, (iii) urgent or compulsory 
psychiatric admission, then we can consider the 
reliability of social workers making ‘these 
judgements as compared to psychiatrists. 

There were 10 assessments where only social 


workers rated a psychiatrist necessary before. 


discharge; of these 8 (80 per cent) were at 
threshold or above levels on the Index of 
Definition. After three months, 5 of the 10 had 
received treatment which supported the social 
workers’ judgements: Two had been re-referred 
to psychiatrists by the medical team before 
discharge, two had required emergency psych- 
iatric admission for treatment of the same 
depressive disorder, and one continued an 
out-patient: course of electroplexy. Of the 
remaining 5, 4 had not received treatment and 
were improved or well at follow-up, as indicated 
by a reduction of their neurotic scores and the 
patients’ own ‘report. A vagrant alcoholic was 
eee unchanged. 

There were 13 assessments where only 
PITEN recommended an opinion before 
discharge} of these 10 (77 per cent) were at 
threshold or above levels on the Index of 


- Definition. Two received in-patient psychiatric 


treatment with effect, thus supporting ‘the 
psychiatrists’ judgements. However in' 8 cases 
the patient was well or improved without any 
treatment, supporting the social workers’ initial 
judgements. It is difficult to clarify the issue 


on the other three patients. None had psych- 
iatric intervention in the early stages of follow- 
up, and although there was marked psychiatric 
disturbance in the ensuing weeks they were 
much improved at follow-up. 

Overall, follow-up tends to support the social 
workers’ original judgements as being equally 
valid with those of the psychiatrists. 


Immediate management 


It was rare for either discipline to rate 
patients as suitable for discharge without further 
help. Both disciplines opted for discharge 
offering psychiatric and/or social help as the 
most useful choice. While social workers were 
more cautious about discharging patients from 
in-patient care, significant agreement was 
obtained on whether to prolong stay in hospital 
or to discharge. 


* Three patients discharged after psychiatric 
assessment required emergency admission with- 
in the following three weeks for the same 
psychiatric disorder as was apparent after the 
overdose. Two patients were re-referred to the 
psychiatric department before discharge by the 


medical team, who were worried about dis- 


TABLE IV 


Decisions on type of helper needed frequency table of rating 
schedule answers 








Social 
Psychiatrists workers 
per cent percent 
HELPER RECOMMENDATION 
Psychiatrist only 13 3 
Social worker only 13 20 
Psychiatrist or social worker 8 7 
Psychiatrist plus social worker 58 67 
SociaL WORKER 
RECOMMENDATION 
Necessary 68 88 
Local authority based help 42 7** 
Hospital based help 28 65** 
Other organization 7 23* 
Immediate social assistance 17 28 





Significant difference between psychiatrists and 
social workers ratings: ' 

*P<.05 (Chisquared test) 
** P < 001 
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charging them. None of these five patients had 
been recommended for discharge by the social 
workers. 


Compulsory detention 

Both disciplines gave a low recommendation 
for compulsory detention, only one patient was 
detained and both disciplines had indicated the 
need for this. A 


Further help 


The most popular category of help was 
psychiatrist plus social worker and there were 
low indications for either discipline as exclusive 
helpers. 


TABLE V 


Ratings on the parasucıde act and assessment intermew 
Srequency table of rating schedule answers 








Rating of 60 patients 








by: 
Social 
Psychiatrists workers 
percent percent 

SUICIDAL INTENT 
Present in some degree 45 67 
Main Motive f 
A will to die 12 20 
A plea for help 20 25 
Temporary escape 42 32 
Manipulation of persons in 

immediate environment 18 17 
REPETITION 

` Risk of parasuicide/suicide ın 

near future 65 70° 
VALUE OF INTERVIEWING 

THIRD PARTY 
Useful or essential 63 67 
PATIENT RELIABILITY AS 

HISTORIAN 
Totally unreliable or dubious 30 23 
MOTIVATION FOR E . 

IMPROVEMENT 
Moderate or strong 73 72 





No significant differences on any item between the 
two disciplines at P < .05 (Chi squared test). 
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Psychiatrists showed a preference for Local- 
Authority-based social workers, while social 
workers showed a preference for hospital-based 
social workers. Recommendations for other 
organizations, e.g. Prisoners Aid Society, were 
generally low, but social workers recommended 
them more often. The need for immediate 
social assistance received low recommendations 
from both disciplines? 


Suicidal intent, motive and future risk 

Suicidal intent of some degree was rated 
more frequently by the social workers. The 
motive, most frequently attributed, to the 
patients by both disciplines was temporary 
escape from an unbearable situation. Both rated 
- a will to die as the main motive infrequently. 

Both gave high predictions of further suicidal 
behaviour. Seven patients repeated the act 
non-fatally; psychiatrists predicted five, social 
workers six. One committed suicide, and both 
assessors had indicated the likelihood of a 
further attempt. 


Interview factors 


Both disciplines indicated that the inter- 
viewing of a third party i.e. relative or friend, 
would be useful or essential for about two-thirds 
of the series. Both rated less than a third of the 
series as being unreliable historians. One 
patient proved at follow-up to have given a 
‘totally fallacious history, which the social 
worker had detected. i 


Personal and situational factors 


The presence or absence of 17 factors was - 


examined. The: first section involved personal 
factors e.g. physical illness, the second inter- 
personal factors, e.g. soal isolation, and the 
third material factors, e.g. housing problems. 

Psychiatrists rated all items less frequently, 
but only three differences in frequencies reached 
statistical significance (forced separation, general 
relationship problems and family problems). 
The mean agreement on the presence or absence 
of the 17 items was 78 per cent. Four’ items 
failed to reach a 70 per cent agreement (general 
relationship problems, famıly problems, un- 
employment or work problems and nancial 
problems). 


The item on physical illness was examined in 
more detail. It was rated as presént in a mino- 
rity of patients. The two disciplines agreed on 
its presence in seven patients. Disagreements 
were examined against follow-up information, 
and it was found that social workers were 
usually correct. There were ten patients in 
whom only the social- workers had rated 
physical illness as present (disabling arthritis (2), 
Parkinson’s disease (1), hypochondriasis (1), 
hypochondriacal delusions (1), post-influenza 
depression (1), gynaecological disorders (2) and 
alcoholism with physical symptoms (2)). Only 
one patient was rated ill by the psychiatrist only 
(alcoholism with physical symptoms). 

Two epileptics, misdiagnosed on admission as 
cases of overdosage, and referred as such for 
psychiatric opinion, were rated by both disci- 
plines as physically and not mentally ill. _. 


Discussion 


The study employs an unbiased continuous 
sample of parasuicide patients who remain in. 
hospital long enough for psychiatric assessment. 
Patients who discharge themselves prematurely 
are generally not seen by a psychiatrist and are 
in that sense irrelevant to the proposition being 
tested in this study. Unfortunately, our metho- 
dology only allowed the research psychiatrist to 
gain follow-up information on what actually 
happened after the routine psychiatrist had . 
advised on management. The next step would 
be a randomized trial of assessments by psych- 
iatrists and social workers. . 

In general, social workers have shown 
themselves to be more cautious. They exclude 
mental illness less often, and the main difference 
is that they tend to define the group of patients 
with a moderate number of depressive and 
neurotic symptoms (GHQ, 21-40) as being 
mentally il. Their bias towards prolonging 
stay in hospital would probably have been 
reduced had they needed to take into account 
pressure to discharge paent due to scarcity of 
available beds. 

Both, disciplines have rated the major role of 
the psychiatrist as offering: an out-patient 
consultation. Social workers did not rate the - 
main problem as psychiatric nor the need for a 
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psychiatrist to be urgent any more Ba 
than did the psychiatrists. 


The results demonstrate that social workers 
assess parasuicide patients as safely and reliably 
as do junior psychiatrists and at the same time 
offer other skills when choosing appropriate 
help. Social worker participants in this study 
felt that their relatively more frequent recom- 
mendation for hospital social worker help arose 
from the assumption that a hospital social 
worker would interview the patient before 
discharge. They attached therapeutic import- 
ance to this interview in the belief that patients 
were more likely to use help at a time of high 
risk from a social worker they had already 
encountered. Social workers were aware of the 
great pressures under which local-authority- 
based social workers work. Perhaps more 
realistically they did not consider them as 
ealternatives to hospital social workers to 
follow-up the patient. 


Study of personal and situational factors 
preceding the act has shown the greater 
significance social workers attach to relationship 
difficulties, family problems and, forced sepa- 
ration. These are generally considered import- 
ant in the aetiology of parasuicidal behaviour 
and relevant to social workers’ skills. While the 
social workers’ orientation appears to be an 
advantage here, it equally holds that psych- 
iatrists should receive better training in this 
orientation. 


In the light of these findings, an alternative 
assessment procedure is suggested for these 
patients. In hospitals where staffing of social 
workers is relatively ample in comparison to the 
availability of psychiatrists, social workers 
could undertake to deal with some or all of the 


referrals. It would be necessary for a psychiatrist . 


to be available for consultations about urgent 
problems. An interview with a psychiatrist must 
be possible when the social worker or medical 
team feel this is indicated. It is envisaged that 
the consultation rate would drop as the social 
workers’ expertise grew. 


We suggest an approach which would 
include meetings, perhaps weekly, between 
psychiatrists and social workers. This would 
provide a forum for mutual exchange of 
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information and for discussion of difficulties, 
thus giving a useful learning experience for 
both disciplines. This study, which compared 
social workers and trainee psychiatrists points 
strongly to such a need on both sides. 


Note 


Detailed follow-up results of the mental state 
examination by the research psychiatrist are 
described elsewhere (Newson-Smith and Hirsch, 
1979). 
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The Nature and Origin of Common Phobic Fears 


‘ By SVENN TORGERSEN 


SUMMARY By means of a twin study an attempt was made to throw 
light upon the aetiology and nosology of phobic fears. Factor analyses 
revealed five factors, namely separation fears, animal fears, mutilation 
fears, social fears and nature fears. The study demonstrated that, 
apart from separation fears, genetic factors play a part in the strength 
as well as content of phobic fears. Environmental factors, affecting the 
development of dependence, reserve and neurotic traits generally, 
seemed also to be of some importance. It was further demonstrated 
that phobic fears were related to emotional and social adjustment and 


this was true to an even greater extent for separation fears. 


Fears play an important part in human 
adjustment, but some kinds of fear are out of 
proportion to the situations which elicit them, 
and these are termed phobias. 

It is usual to distinguish between phobic 
fears, phobic symptoms and phobic disorders. 
Phobic fears, in contrast to normal fears, are 
elicited by relatively harmless situations and 
objects. Phobic symptoms are fears elicited by 
the same situations or objects and occur among 
other symptoms in psychiatric disorder. In 
phobic disorders severe phobias are the main and 
often the only symptom. 

Phobic fears are common in the eral popu- 
lation (Agras et al, 1969). Phobic symptoms are 
also common in many psychiatric disorders, but 
phobic disorders are found in only 2-3 per cent 
of all neurotic patients in psychiatric practice in 
North America and England (Marks, 1969). 

Different hypotheses have been suggested 
for the aetiology of phobias. Freud’s later 
viewpoints have been the most influential, and 
he considered phobias to be a defence against 
internal anxiety. By transforming the internal 
anxiety to an external one, the anxiety could 
be avoided. The content of the phobias was 
considered to have a symbolic meaning related 
to the unconscious anxiety (Freud, 1932). 

In recent years views based upon learning 
theory have gained greater prominence. In this 
perspective phobias are considered to be learned 


maladaptive habits acquired by conditioning 
and such reactions are explained in the same 
way as many other normal, commonplace 
habits. 

From neither theoretical viewpoint is it 
considered that phobic fears and phobic dis- 
orders have a different aetiology, and therefore, 
although minor phobic fears are studied in this 
investigation, the results may also be valid for 
more severe phobic reactions. 

Some authors have tried to make a distinction 
between phobias of different kinds by means of 
clinical, psychometric, psychophysiological and 
epidemiological data. (Snaith, 1968; Marks, 
1969; Agras et al, 1969). The results showed 
that it is possible to separate agoraphobia, in 
particular, from other kinds of phobia. 

The aim of this study is to investigate the 
contribution of genetic and environmental 
factors in the development of phobic fears. The 
relationship between phobic fears and per- 
sonality will also be investigated and finally 


the influence of phobic fears upon emotional and . . 


social adjustment will be studied. The various 
types of phobic fear will be analysed separately 
in an ‘attempt to investigate differencesebetween 
them. — 

Twin studies are one of the best methods for 
studying the contribution of genetic and 
environmental factors in personality develop- 
ment. 
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If it is observed that monozygotic (MZ) twins 
„are more similar than dizygotic (DZ) twins 
with regard to, a’specific trait, it is usually 
considered to be evidence of a hereditary 
background of the trait ‘concerned, whereas 
differences in MZ twins have to be attributed to 
environmental factors. 

The nature of these environmental factors has 
been difficult to determine, but an investigation. 
of the early intrapair dynamics, in MZ twin 
pairs may give: -some clues as to what kind of. 
influences in; childhood are of importance for. 
pony peepi , R oe 


aT A Method . He Had 
Sahil ets an 


The sample* consisted of 99 same-séxed Ë pairs i 


of twins; of these 22 were MZ female pairs, 
28 MZ male pairs, 27 DZ female and 22 DZ 
male twin pairs. ‘Eleven -pairs were’ Specially 
selected because one of the twins of each pair 
' had been hospitalized for a neurotic disorder: 
The remaining pairs consisted of a relatively 
unselected sarhple. The age ‘ranged frorn 20 to 
70 years, with a mean of 41 years, for’ ‘all four 
groups of twins.’ 

Zygosity was determined by means of analysis 
of ten blood and serum systems. Thus the 
probability of misclassification with regard ‘to 
the zygosity is- ae (Juel- Nielsen ‘et al, 
1958). 


ve 
1 


‘he 


Assessment ` 

; Information was giwed by. personal inter- 
views with the twins. Particular, attention was 
paid to childhood history, intrapair closeness, 
dominance, friendship, interests, similarities in 
dressing, aggressive behaviour’ and so forth. In 
this-way an impression was, gained of early 
differences in personality deyelopment. within 
the. twin pair. Additional enquiries were made 
into emotional difficulties in adult age and the 


* The twjns boii beite: 1936 were obtained pak, the 
- Natonal Twin: Register, Institute of Social Science in 
.. Medicine, University of Oslo. The twins born’ later 
were taken from the Norwegian Register for Inherited 
‘ Disorders, Institute of Medical Genetics, University of 
- Oslo. The twins belonged to a sample přcviously 
investigated at the Institute. ay 
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personality traits. The 


emotional and social adjustment was rated on a 
5-point scale. 

Twenty-three personality traits were measured 
by a self-rating questionnaire. Each trait was 


‘measured by means of seven items. The items 


measuring 20 of the traits.were taken from the 


, questionnaire constructed by Lazare et al (1966), 


which aimed at measuring psychoanalytic 
concepts of oral, obsessive and hysterical 
items were partly 
modified to fit in with Norwegian words and 


_ phrases. The. items of three of the traits were 
_constructed by the author himself, namely lack 


of, self-esteem, imtroyersion and eridophobia 


(fear of aggression, sickness, disasters according 


to Jacobsen (1965)). 

The personality questionnaire . was given to 
the twins during the interview, ‘with the 
instruction to complete it at home without 
discussing the replies with anybody. 

The items in the phobic fear questionnaire 
were taken’ from a number of published fear 
questionnaires. An attempt was made to cover 
the fears frequently met in clinical practice as 
well as fears reported by the subjects of an 


earlier clinical and epidemiological study. 


The questionnaire was completed by the 
subjects during the interview. ` 

The subjects were asked to ` classify the 
strength of fear according to four categories: ` 

, ‘I have felt no dislike or fear of this’. 

' T have felt some dislike or fear of this’: 

‘I have felt much dislike or fear of this’. 

| I have been extremely anxious ‘and have felt 
even panic of this’. : 
Results 
The Tols Structure ' 

The replies to the, phobic fear questionnaire 
were factor-analysed with Varimax’ rotation. 
Five relatively, clear factors emerged. Items 
with very low loadings were excluded. Thus the 
number of items was reduced ‘from 51 to 38 
whereupon the ` factor-analysis was repeated. 
Table I shows the final result, with the exclusion 
of loadings less than, .40. -The first factor 
accounted for 14 per cent, the second for 9 per 
cent, the third for 10 per cent, the fourth for 
7 per.cent and the fifth for 13 per’ cent of the 
total variance. Accordingly more than fifty per 


~ Elevators 
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cent of the total variance kag been arii 
by these five factors. - ... 

The second, third .and fourth factor can 
easily, be interpreted as. fear of animals, muti- 
lation (castration) fears- and social fears, 
respectively. The first factor has some similarity 
to the so- Scalied ed or separation fears. 
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The fifth factor is also similar’ to- the -agora- 
phobia, but it is more mixed and also related to 
claustrophobia. Furthermore this factor contains 
elements of fear of things in nature, such as fire, 
mountains, heights and the ocean. Factor 
scores were calculated from the items loadings of 
the different factors and used in, the further 


Taste I a ' z 
The factor structure of the phobic fas The five first extracted factors with Varimax rotation analy (all loadings less than . 
40 excluded ) 


- Factor I 
(Separation ` 


Items fears) 


Factor IV 
(Social 
fears) 


‘Factor V 
(Nature 
fears) 


‘Factor III 
(Mutilation 
fears) 


Factor II 
(Animal 
fears) 





Journeys aF .73 
Movie halls l 72 
Being passenger in a train ws 68 
Being passenger ina bus .. 67 
Walking in the streets - 66 
Shops 66 
*Crowds . f ` 62 
Travelling alone eS S UST 
Traffic i es a ee) 
Large open spaces: . : .53 
Being alone at home ; ` .46 








Mice z 5 praa 
Rats - a 

Frogs and toads . 
Insects ty, È 





Hospitals 
Surgical operations 
Open wounds 
Injections 
- Blood 
. The smell of medicine and hospitals 
Pain 
Doctors 





coe with strangers 
Being watched writing 

‘Being watched working 

Being watched trembling 


Cliffs, heights 
Desolate highways ` 
Theocean ' - 








346 


analysis. There was no significant difference 
between the phobic fear factor scores in MZ and 
De twins. 


Heredity ads 


In order to investigate the contribution of 
hereditary factors in the determination of the 
phobic fears, it is necgssary to get some measures 
of the intrapair similarities and differences in 
MZ and DZ twin pairs. As a measure of the 
similarity of trait scores within the twin pair, 
the intraclass correlation (ry) is used: The 
intrapair variance (W) is a measure of the 
difference. On the basis of: the intrapair 
variances in MZ and DZ twin pairs, the 
hereditability index (H), and the F-ratios are 
calculated. The hereditability index is usually 
interpreted as the hereditary loading of the 
trait and the F-ratio is calculated in order to 
assess the significance of the differences between 
the intrapair variances in MZ and DZ twin 
pairs. The formulae of the statistical measures 
are: 
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intrapair variances, heritability indices, and 
F-ratios for the five phobic fear factor scores. _ 

The intraclass correlations in MZ twin pairs’ 
are fairly high for most of the phobic ‘fears. In 
DZ twin pairs the picture is more complex. ‘The 
intraclass correlations are high for social fears, 
moderate for separation and: nature fears and 
almost zero and below zero for animal and 
mutilation fears. Correspondingly, we find lower 
intrapair variances in MZ than in DZ twin 
pairs for all the phobic fears. 

The F-ratios between the intrapair variances 
in DZ and MZ twin pairs are not statistically 
significant with regard to separation fears. For 
the other kinds of fear the F-ratios are statistic- 
ally significant. 

‘It, is intriguing that two of the intraclass 
correlations in DZ twin pairs were zero or 
below zero, since DZ twins share on' average, 
half of the genes and have also experienced a, 
similar childhood environment. 

Other twin studies, however, have also 
reported near zero, or negative, intraclass 
correlation in DZ twin pairs for different 











: = X,Y, —NM? l ; £ ; i 
By gga = oN = (X%i—Y,)? personality traits (Mittler, 1971), and different 
measures of anxiety (Young et al, 1971). 
H = W DZ—W MZ To investigate whether genetic factors may in- 
— WDZ fluence the kind of situation one fears, the scores 
f WDZ of the four items with highest loadings of each 
P aaa factor were added and the sum score converted 
WMZ to a percentage. In this way it could be estab- 
XY, is the measurement on the it pair of lished, for each subject, relative to the whole 
“twins. sample, what kind of situation he feared most. 
N is the number of pairs. The next step was to calculate the concordance 
S? is the variance of total sample about M. in ‘most feared situations’ in MZ and DZ twin 
M is the mean of all measurement. pairs. 
W  istheintrapair variance. Table III shows the results. One should by 
Table II gives the intraclass correlations, chance expect a concordance of 20 per cent.. 
Tase II 
The intraclass correlations, tntrapair variances, heritability index and F-ratws of the different phobic fear factor: scores . 
Phobic fears TMZ TDZ WymMz Wpz H F-ratio ‘ e 
< 
Separatfon 69 -39 815.4 1054.7 .23 1.29 NS 
Animal .48 .05 397.5 746.7 .47 1.88 .05 
Mutilation’ 35 — .20 520.7 998.1 .48 1.92 .05 
Social .88 .65 293.3 589.6 50 2.01 .01 
Nature - .55 .35 454.1 969.9 .53 2.14 > 01 
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We observe that in DZ twin pairs the concord- 
ance is not much higher than one should expect, 
namely 30 per cent. In monozygotic twin pairs, 
on the other hand, the concordance is 49 per 
cent. The difference between the concordance 
in DZ and MZ twin pairs is statistically sig- 
nificant. 


Environmental factors 


The differences in phobic factor scores found 
in MZ twin pairs may be due to unreliable 
measurement instruments. Taking a certain 
degree of reliability for granted, however, the 
intrapair differences have to be explained as a 
consequence of the influence of environmental 
factors. 

In twin research, particularly concerning 
emotional disturbances, it has been common to 
relate differences in adult emotional adjustment 
to intrapair differences in childhood. The same 











Tase III 
The concordance of most pronounced fears in MZ and DZ 
patrs 
MZ DZ 
Per, Per 
N cent N cent 
Same most pronounced 
fears 24 49 15 30 
Different most 
pronounced fears 25 50 35 70 








Z = 1.93, P < .05 (one-tailed hypothesis testing). 
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has been done in this investigation. Table IV 
shows the relationship between childhood 
differences and differences in fears. The 
statistical significance of the relationship is 
caltulated by means of the binominal formulae. 

The Table shows that the MZ twin with the 
statistically significant higher phobic fear factor 
scores has been more often the second born, the 
shorter at birth, the more*dependent, the more 
reserved and the less self-confident as a child. 
Animal fears are strongly related to differences 
in childhood, while mutilation fears are only 
related to grades in school. Eight differences 
in childhood are unrelated to phobic fear and 
are not included in the table. 


Phobic fear and personality 

Table V shows the relationship between 
personality trait scores and phobic fear factor 
scores. We find low, but statistically significant, 
correlations between a number of personality 
traits and phobic fears. Eight personality traits, 
five obsessive and three hysterical, are unrelated 
to phobic fears, and are hence not included in 
the Table. All oral traits seem to be more or less 
strongly related to the phobic fears. Of the 
obsessive traits, severe superego and rigidity 
show some relationship to phobic fears. With 
regard to the hysterical traits, aggression is 
slightly, but significantly negatively related to 
phobic fears, whereas emotionality and ego- 
centricity are slightly, but significantly posi- 
tively, related to phobic fears. 

Table VI shows to what extent the higher 
scores on the different personality traits in 














TaBe IV 
The relationship between differences in childhood and phobic factor score differences in MZ pairs 
Factor score difference Separation Animal Mutilation ‘Social Nature 
fears fears fears fears fears 

Difference in childhood H L H L H L H L H L 
Second born 31 15* 33 13t 22 25 26 21 30 17 
Shorter at birth 17 7 18 5** 15 9 18 6* ' 18 6* 
More dependent 17 4t 18 3tt 11 10 15 6 13 8 
More reserved 27 10t 26 11* 20 18 27,  11** 26e 12* 
Less self-confident 21 12 : 23 10* 13 21 -< 21 13 23 ll- 
Lower grade at school 19 8 18 9 20 8* 16 12 17 11 








*P< 05 **P<.02 ł}P<.01 tt P <.002 
H—means higher phobic score 
LL—means lower phobic score 
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MZ pairs also are the higher scores on the 
different phobic fears. Again we see that oral 
traits are most’ strongly related to phobic fears. 
Sixteen .personality traits, four oral, all ‘the 
seven obsessive and five hysterical, are unrelated 
to phobic fears and are hence not includéd in the 
table. ac 


Phobic fa and'emotional and social adjustment 
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and social adjustment it was investigated to 
what extent in MZ pairs the twin with the 
poorer emotional and social adjustment also 
was ‘the higher scorer on the different phobic | 


fear factor scores. 


` .Table VII shows clearly that separation fears , 
are most strongly related to emotional and 


- social maladjustment. The higher scorer on 


separation fears has a lower educational. level, 


. In order to-relate-phobic. fears to emotional 


poorer marital and occupational adjustment 


2 f TABLE V 















































“The relationship between phobic factor scores arid personality traits a 
i Separation Animal Mùtilation Social Nature 
Personality traits fears fears ' fears fears ‘fears. 
Dependence, 28+ +t 3itt 31tt 24tt Sitt. 
Lack of self-esteem - ` 85tT ` 85tt .33tt .33tt .34tt 
Suggestibility “13 19tt .15* ~.10 ` .16"* 
` Eridophobia ` l - .31tt ` 39tt '35tt. , 1.25t 34tt 
Oral Self-doubt .28tt .3itt .25tT- 25tt 261 ft 
ne E aa ' «Pessimism .21t .24tt 204 „1744 .21ł 
. Introversion 07 .18t .l4* .07 ye 
, ` Passivity. 12 20ł 715% | ~ 12 217** 
Fear ofsexuality _ 13 .14* 13 .08 13 
AnA Severe superego ` ` .16** -24tT . 16** .14* -21f 
Obsessive — Rigidity ` 7 22 15* 15# ‘18t 
: Aggression = 14s 03. + .03 —.14* — .08 
. Obstinacy ` —.10 .03 > ~—.01 . —.14* — .06 
Hysterical. Frmotionality ` "19 "20t 19t © - 03 ‘02 
` Egocentricity 12 p74 .17** 10 .15* , 
*P<.05 **P<.02 ae <0; tt P <.001 
: TABLE VI oo 
The relationship between higher/lower phobic factor score and higher personality trait score m M >a pairs 
Phobic factor score Separation Animal Mutilation Social Nature 
difference fears -fears fears fears fears 
Personality trait ext : 
‘difference . H L H: L H L H L.H ,L 
Ho ` Dependence 24 11* 19 16 21 14 2 13.,23 12 
: - Lack ofself-esteem 29 10** 26 12* 25 14 24 15 26 13: 
Oral ` . Suggestibility: 27 12* 25 14° 25 15 26 14, 29 11** 
< t +, Self-doubt 25 l4. 21 18 27 13* 24 16 26 14- 
- Passivity 24 13. 25 12* 20 17 20 17. 24 13, 
H. Hysterical .:Oral aggression - 14 |. 24 11 26* 20 18 13 25. 17 20 
i y Sbeine i 11e 25* 13 22 15 21 13 23 13 23 
* P < 05, ** P <.0l 
H—higher 


L—lower 
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The AR between di Y in Sonona and social adjustment and phobic Jur factor score ifn in mona 
twin pairs 

Factor score Separation ` „Animal Mutilation Social’ , Nature 

' ' ; ' fears fears fears fears ‘fears ` 
Difference in emotional and social -, i mN f A : 

adjustment _.H L H>: L H, L H L: H L 

Lower educational level 18. 7* 16 9 21 Sf 15. 11 19. 7* 
Poorer marital adjustment 14 4* 12 6 10 8 12 6 3° 5 
Poorer occupational adjustment : 21 5 17° 8 15 11, 18 8 18 8 
More neuroticsymptoms ~ l 25 'Il* 26 9t 18 18 26 10** 25 11* 
*P<.05 **P<.02 +P <.0l l 


and more neurotic symptoms.’ For the other 
- phobic fears only educational level and neurotic 
symptoms are:statistically significantly related 
to phobic fears, although a tendency in the same 
direction is also present for marriage and 
* occupational adjustment. 


Discussion 
The results ofthis investigation show that MZ 
- twin partners are more similar than DZ twin 
partners in- the strength of phobic: fears, with 
the exception of separation fears. It was also 
shown that MZ twin partners more often feared 


the same kind of situations than DZ twin -` 


partners; 

It is of course not. warranted to interpret the 
greater similarity in MZ pairs compared to 
DZ pairs, as a proof of genetic influence 
because MZ twins spend more time.together, 
have more of the same friends, are more closely 
attached to each other, and on the whole are 
_ more influenced by the same environmental 
factors (Scarr, 1968). 

The present findings agree with those of 
Torgersen (1974) in that the childhood environ- 
ment was-more similar in MZ ‘than in DZ twin’ 
pairs. It was observed, however, that if the MZ 
group was separated in two, groups, one 
with. more, similar and one with more .- dis, 
similar childhood environment, there’ were 
no differences in intrapair concordance’ :with 


respect to the strength of phobic fears” between - 


the two groups. An analysis of DZ twin pairs 
gave the same result. There were; also no differ- 


ences in intrapair concordance. with respéct to 


the situation the subject most feared: In other 
words, the extent of similarity in environment in 
childhood is unrelated to similarity in strength 
and content of phobic fears in both MZ and 
DZ twin ‘groups and consequently. cannot 


` explain the results of this study. Consequently 


the results of this investigation- suggest that 
gerietic factors play a part in the development of 
phobic fears, with the exception of separation 
fears. This study also seems to show: that the 
content of phobic fears and the kind of situation 
a person most fears are influenced by genetic 
factors. © 

_The results are in accordance with earlier 
twin studies. Young et al (1971) showed in a 
study of normal male twins that the phobic 
anxiety + subscale of Middlesex Hospital 
Questionnaire had the highest gerietic loading 
-(h®). These investigators also observed that the 
other anxiety subscales in contrast to obsession 
and depression had ‘a high genetic loading. 


“Slater and Shields (1969) found in a large 


study of ‘neurotic twins that whereas the 
concordance for neurosis was rather similar in 
MZ and DZ pairs, the concordance with respect 


"to anxiety traits was considerably, Maer in 


MZ than in DZ twins. ' 

Our investigation also EEA the 
importance of environmental factors .in the 
development’ of the strength of phobi¢ fears.. 
We found that the more fearful. twin'in MZ 
pairs was more often’ the second -born, was 
shorteř at birth; was more dependent, reserved 
and less self-confident in childhood. It is well 
kriown’ that being the second born in a‘ pair, 
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‘means being more exposed to the likelihood ‘of - 


the hazards of brain damage, and also signs of 
prematurity (Champion and Tucker, 1973) and 
' therefore to being physically the weaker of the 


twin partners. It was also shown in this study’ 


that the second born and the shorter at birth 
appeared to be the more dependent and the less 
self-confident (Torgersen, 1974). It. is thus 
possible that such a physical difference may be 
the origin of a differentiation process, which 
- makes one twin more. reserved and dependent, 


thereby laying the foundation for the develop- 


ment of a more fearful personality. 

Our results concerning the relationship 
between adult personality traits and phobic fear 
support this view of differences in phobic fears 
as a consequence of differences in. personality 
development. We found that the twin with the 
higher phobic fear factor score was the more 
dependent. and, displayed the lower, self- 
` esteem, this, twin was also more yielding, more 
passive, less orally aggressive and obstinate; on 
the whole -he showed a more neurotic per- 
sonality structure. The correlations “between 
- personality traits and phobic fears when the 
twins are ‘treated as single, individuals also 
support this impression. It is interesting that 
Marks (1969), in his summing up of studies on 
the personality of phobic patients, most often 
mentions dependence and reserve/introversion, 
as typical for these patients, results that are in 
accordance with this study. 

In the introduction it was mentone that 
efforts had-been made to separate agoraphobia 
from other phobias. A special feature of agora- 
phobia is its more disabling nature. Agras et al 
(1969) found that agoraphobia had a low 
prevalence rate in the general population. 
However, this disorder was found more fre- 
quently among ‘the severe .phobics in the 
population. Among the phobic patients it 
consistuted more than 50 per cent of, the: cases: 
Marks :(1969) reported that roughly 60, per cent 
of all phobic patients. at the Maudsley Hospital 
_suffereq from the agoraphobic syndrome. It thus 
seems as if agoraphobic ‘individuals seek-;treat- 
ment far more often than individuals with other 
phobias. Our results confirm, these reports, .We 
found that differences in separation _ fears, 


(similar .to agoraphobia) were most strongly 
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related to differences in emotional and social 
adjustment:in MZ twin pairs. 

‘We did not observe any statistically sig- 
nificant evidence of genetic factors in the, 
development of separation fears. Marks (1969) 


-mentions that no MZ pairs, concordant for 


phobic disorders, have been reported in the 
literature.’ Since most phobic patients are 
agoraphobics, this observation is supported 5 
the eames of the present study. 


Conclusion ` 


To the extent that results from twin studies 
can be generalized to the general population, 
the following is a summing up of what this study 
has . demonstrated about the aetiology and 
nature of phobic fears: The strength and content - 
of phobic: fears, apart from separation fears, 
seems to be-influenced by genetic factors. 
Environmental factors are, however, also of, 


‘importance for all kinds of phobic fears. 


Physical and ‘perhaps psychological factors 
which act early. in childhood strengthen 
dependence, reserve and neurotic personality 
traits in general. The same factors also. seem to 
intensify phobic fear reactions. ‘The degree of 
phobic fear. appears to influence emotional and 
social adjustment, most of all so for separation 
fears. . i i 
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Agoraphobia: A Follow-up’ Study Four Years After Treatment 


By PAUL M. G. EMMELKAMP and ANTOINETTE C. M. KUIPERS 
7 o 


SUMMARY Seventy agoraphobic out-patients were followed up 
prospectively for four years after treatment; the improvements 
manifested during treatment were found to be maintained and partly 
augmented. At the end of follow-up, 75 per cent of the patients had 
improved on the main phobia. No clear relationship was found between 
external control, social anxiety, depression and duration of the com- 
plaint at the beginning of treatment on the one hand and the results at 
follow-up on the other. The disorders remained phobic, no other 
neurotic symptoms having developed during the follow-up period. 


Introduction 

In recent years, there has been much research 
into the treatment of agoraphobics by means of 
behaviour therapy (Marks, 1975; Mathews, 
1977; Emmelkamp, 1977). Results prove to be 
positive in the short term, with follow-up 
usually taking place one to six months after 
termination of treatment. Marks (1971) reported 
follow-up data four years after the termination 
of treatment with 65 phobic patients, about half 
of whom were agoraphobics. The treatment used 
in that investigation were desensitization, 
hypnosis and psychotherapy. In the present 
study, 70 agoraphobics underwent follow-up at 
an average of four years after treatment; it was 
prospective, with the same assessments used 
at pre-test, post-test and at follow-up. It also 
included investigation of the relationship be- 
tween the duration of the complaint, locus of 
control, social anxiety and depression at the 
beginning of the treatment on the one hand 
and the degree of improvement after four years 
on the other. 


Method 


Thee sample was derived from 81 patients, 
who had been treated for agoraphobia at the 
Institute for Clinical and Industrial Psychology 
in Utrecht in the trials of Emmelkamp (1974), 
Emmelkamp and Ultee (1974), Emmelkamp 
and Wessels (1975) and Emmelkamp and 
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Emmelkamp-Benner (1975). Treatment had, 
occurred at an average of four years pre- 
viously (range 3.5-5 years). The duration of 
agoraphobia averaged 8.6 years (range 0. 5-28) 
and the average age of the patients was 37.4 
years (range 15-68), at the beginning of the 
treatment. 

All patients were treated with exposure 
procedures (see Table I); further details of 
these appear in the previously cited papers. 

After the clinical trial, however, a number of 
patients were treated further individually with 
behaviour therapy; the number of treatment 
sessions (clinical trial plus further treatment) 
averaged approximately 18. Thirteen patients 
had been treated elsewhere, mostly following 
the senior author’s departure from Utrecht. 

Out of the 81 patients initially approached, 
70 returned completed questionnaires. One 
could not do so on account of personal cir- 
cumstances and one had deceased. Nine patients 
did not reply. Jn toto, 58 women and 12 men 
returned completed questionnaires. 


Assessments 


Assessments were carried out before treat- 
ment, after the experimental phase and at 
follow-up. At each point the following question- 
naires were used: 

Phobic anxiety and avoidance scales (Watson and 
Marks, 1971). Patients rated five phobic 
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situations on 0-8 point scales both for phobic 
anxiety and phobic avoidance. The scores for 
the main phobia (street) were calculated 
separately; the scores for the other four phobias 
were added up. 

Self-rating Depression Scale (SDS~Zung, 1965; 
range 23-92). At pre-test, the following question- 
naires were also used: 

Internal-External Control Scale (I-E Rotter, 
1966; range 12-71). 

Social Anxiety Scale (SAS—Willems, Tuender-de 
Haan and Defares, 1973; range 0-96). 

Variations adapted for use in the Netherlands 
were applied. At follow-up, a questionnaire was 
used in which patients were asked whether, 
since the termination of treatment, other 
complaints had ensued and whether any other 
treatment had been applied elsewhere. If the 


š TABLE I 
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questionnaires had not been returned after 
three weeks, a reminder was sent and this was 
repeated if necessary. 


Results 


The follow-up data were compared with 
those at pre-test and post-test, using two-tailed 
t-tests for dependent samples. It was found 
that improvement since the pre-test level was 
significant on the phobic anxiety scales, phobic 
avoidance scales and the Self-rating Depression 
Scale (see Table IT). 

The improvement manifested between post- 
test and follow-up is significant on the anxiety 
scale—other phobias (t = 3.03, df69 P <0.01) 
and on the Self-rating Depression Scale (¢ = 
2.10, df 66 P <0.05). The results on the 
anxiety and avoidance scales at pre-test, post- 
test and follow-up are shown in Fig 1. 

















Treatment procedures ji 1 
coterie entertain ies 6 4 oa ma 
N Treatment 5 ; | i | | 
Se Sin Pe EAA RAA a nee ara ee aes 4 E | | 
Emmelkamp, 1974 20 flooding, self-observation 3 | la 7 | l 
2 a Z | 
Emmelkamp and 13 self-observation, i i i | | 
Ultee, 1974 successive approximation | Be l ; l 
o i — ea A. 
Emmelkamp and 19 flooding, fantasy and in ee wae epee! ens 
Wessels, 1975 vivo, plus self-observation aes O A i PA i a 
eztet FY] 
Emmelkamp and ae 
Emmelkamp-Benner, aa 
1975 29 self observation iene ae 
Total 81 Fic 1,.—Mean scores on phobic anxiety and avoidance 
atten ner ne — -— — scales (pre-test, post-test, follow-up). 
Taste H 
Effects at four year follow-up 
Pre-test Follow-up 
Variables df t p 
Anxiety 
main phobia 5.9 1.8 2.7 1.9 68 10.96 0.001 
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other phobias 25.5 5.7 15.7 8.7 69 9.67 0.001 
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At follow-up, 75 per cent of the patients 
were found to have improved on the main 
phobia (anxiety and avoidance combined). 
Improvement indicates a reduction of the main 
phobia by two points or more on the 0-8 scate. 


Prognostic variables 

Pearson product moment correlation co- 
efficients were calculated between the results 
obtained at pre-test on the I-E scale, SAS, SDS 
and the duration of the complaints on the one 
hand and the improvement at follow-up on 
anxiety and avoidance scales on the other. No 
clear relationship was found. 


Questionnaire 

Thirteen patients said they had received 
treatment during the four years’ follow-up 
period; im most cases this was a behavioural 
treatment; none had received ECT. 


Discussion 


The results indicate that the improvements 
manifested during treatment were, after four 
years, maintained and partly augmented. This 
is the more striking as both Gelder (1977) and 
Mathews (1977) have indicated that the most 
striking failure in the behavioural treatment of 
agoraphobia is the lack of continuous improve- 
ment after the treatment has ended. 

The improvement in the other phobias on the 
anxiety scale during the follow-up period is 
significant. This could mean that in the course 
of treatment the patients developed a general 
strategy for coping with anxiety-rousing situ- 
ations, which they could apply on their own. 
However, the further treatment which a 
number of clients have undergone can possibly 
be credited with part of this improvement. 

A significant improvement also manifested 
itself in the period between the post-test and 
follow-up in depression, as measured with SDS. 
The amelioration of depression as a consequence 
of behavioural treatment for phobias is parti- 
cularly noteworthy, when seen in the light of 
the frequently mentioned connection between 
agoraphobia and depression (Marks, 1969). Up 
to now, there has been very little prospective 
follow-up research on agoraphobics; although 
Marks (1971) reported such a study, its results 
are not altogether comparable with ours because 


AGORAPHOBIA: A FOLLOW-UP STUDY FOUR YEARS AFTER TREATMENT . 


only about half the sample were agoraphobics. 
After four years, 58 per cent of the patients had 
improved, in terms of a change of | or more 
points on a 5-point scale. In the present study, 
this improvement percentage amounted to 
75 per cent, in terms of a change of 2 or more on 
a 9-point scale). However, the behavioural 
treatments applied in the Marks study and the 
present one were quite different; all patients 
in the present study were treated with exposure 
in vivo, which up to now has seemed to be the 
most effective behavioural procedure for the 
treatment of agoraphobia (Marks, 1975). 

Contrary to expectation, no clear relationship 
was found between external control, social 
anxiety, depression and duration of the com- 
plaint, on the one hand, and the results at 
follow-up on the other. Roberts (1964) men- 
tioned a positive relationship between the degree 
of depression and improvement in the long term, 
but the criteria he applied are hardly com- 
parable to the measures used in this study. The 
fact that no relationship was discovered during 
this investigation implies that such factors are 
no contra-indication for behavioural treatments 
as used here. 

In his follow-up research on agoraphobics, 
Hafner (1976) found that fresh symptoms had 
manifested themselves after one year in many 
patients, following intensive behavioural treat- 
ment. However, since a no-treatment control 
group was lacking, this conclusion seems un- 
warranted. The present study does not support 
his conclusion about emergence of new symp- 
toms. Answers to the questionnaire and accom- 
panying letters indicated that, in so far as there 
were other neurotic problems, these were 
generally phobic. This agrees with the results in 
the follow-up study of Marks (1971), who also 
found that the patients continued to be troubled 
by phobic disorders and did not develop other 
neurotic syndromes. 


References 
Emmeckamp, P. M. G. (1974) Self-observation versus 
flooding in the treatment of agoraphobia. Behaviour 
Research and Therapy, 12, 229-37. 

(1977) Phobias: theoretical and behavioural 
treatment considerations. In The Treatment of Phobic 
and Obsessive Compulsive Diserders (eds. J. C. Boulou- 
gouris and A. D. Rabavilas). New York: Pergamon 
Press. 


. PAUL M. G. EMMELKAMP AND ANTOINETTE C. M. KUIPERS 


~e & EMMELKAMP-BENNER, A. (1975) Effects of historic- 
ally portrayed modelling and group treatment on 
self-observation: a comparison with agoraphobics. 
Behaviour Research and Therapy, 13, 135-9. 

—— & Utter, C. A. (1974) A comparison of ‘successive 
approximation’ and ‘self-observation’ in the treat- 
ment of agoraphobia. Behavior Therapiy, 5, 605-13. 

—— & Wessets, H. (1975) Flooding in imagination vs 
flooding in vivo: a comparison with agoraphobics, 
Behaviour Research and Therapy, 13, 7-15. 

GELDER, M. (1977) Behavioural treatment of agoraphobia; 
some factors which restrict change after treatment. 
In The Treatment of Phobic and Obsessive Compulsive 
Disorders (eds. J. C. Boulougouris and A. D. Raba- 
vilas. New York: Pergamon Press. 

Harner, R. J. (1976) Fresh symptom emergence after 


intensive behaviour therapy. British Journal of 
Psychiatry, 129, 378-83. 

Marks, I. M. (1969). Fears and Phobias. London: Heine- 
mann. 


—— (1971) Phobic disorders four years after treatment: 
a prospective follow-up. British Journal of Psychiatry, 
118, 683-8. 


* Paul M. G. Emmelkamp, Clinical Psychologist, 


Antoinette C. M. Kuipers, Clinical Psychologist 


355 


—— (1975) Behavioural treatments of phobic and 
obsessive-compulsive disorders: a critical appraisal. 
In Progress in Behaviour Modificaticn, Vol. | (eds. M, 
Hersen, R. M. Eisler and P. M. Miller). New York: 
Academic Press. 

Matnews, A, (1977) Recent developments in the treat- 
ment of agoraphobia. Behavioural Analysis and Modi- 
fication, 1, 2, 64-75. 

Roserts, A. H. (1964) Housebound-Housewives: a 
follow-up study of a phobic anxiety state. British 
Journal of Psychiatry, 110, 191-7. 

Rotrer, J. B. (1966) Generalized expectancies for 
internal vs external control of reinforcement. Psychol. 
Monogr., 80, 1-28. 

Watson, J. P. & Marxs, I. M. (1971) Relevant and 
irrelevant fear in. flooding: a cross-over study of 
phobic patients, Behaviour Therapy, 2, 275-95. 

WiLLems, L. F. M., Tusnper-De Haan, H. A. & Derares, 
P. B. (1973) Een schaal om sociale angst te meten, 
Nederlands Tijdschrift voor de Psychologie, 415-22. 

Zune, W. K. (1965) A self-rating depression scale. 
Archives of General Psychiatry, 12, 63-70. 


Academic Hospital, Department of Clinical Psychology, Oestersingel 59, Groningen, The Netherlands 


* Reprint requests. 


(Received 3 July ; revised 25 August 1978) 


Brit. J. Psychiat, (1979), 134, 356-9 


The Reconstruction of Schizophrenic Speech 


By D. R. RUTTER 


SUMMARY A suggestion that schizophrenic speech may be harder 
to understand than normal speech was tested by a technique of recon- 
struction. Ten schizophrenic and ten normal passages were typed onto 
cards, one sentence per card. Each passage was then presented with the 
sentences in random order, and students were asked to reconstruct 
what they believed was the original order. Fewer correct strings of 
three or more sentences were achieved for the schizophrenic material 
than the normal material. It is concluded that there is a detectable 
abnormality in the structure of schizophrenic speech, but that it stems 
from the relationship between sentences rather than the content of 


individual sentences. 


Introduction 


Although it is sometimes asserted that 
schizophrenic speech is harder to understand 
than normal speech, there is as ‘yet no firm 
support from experimental research. Most of 
the studies have used Cloze Procedure, in 
which an uninterrupted passage from each 
speaker is tape-recorded, and an unpunctuated 
transcript produced. Every fourth or fifth word 
is then deleted and replaced with a blank, and 
raters are asked to guess the missing words: the 
more blanks correctly filled, the more com- 
prehensible the passage. Several comparisons 
between schizoohrenic and normal speech have 
been made in the last decade or so, but no 
consistent pattern has emerged (Rutter et al, 
1977, 1978). However, since Cloze Procedure 
operates at a low level of context, four or five 
words, it is likely to detect only abnormalities 
within sentences and to miss any higher order 
disturbance, such as relationships between 
sentences. Might it be that there is a detectable 
abnormality in the structure of schizophrenic 
speech, but that it lies in the way sentences are 
sequenced one after another rather than in the 
content of individual sentences ? 


Method 


To test this suggestion we used a technique of 
reconstruction. Uninterrupted speech samples 
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were tape-recorded from ten non-paranoid * 
schizophrenic patients and ten psychiatrically 
normal orthopaedic patients. The schizophrenic 
patients had been recently admitted to psych- 
iatric hospitals in and around Oxford, and the 
psychiatrically normal patients were recent 
admissions to the rehabilitation unit of a nearby 
orthopaedic hospital. The passages consisted of 
the patients’ descriptions of why they had come 
into hospital, and were earlier used in Rutter et 
al (1978) where the subjects were described in 
detail, 

The twenty passages, in unpunctuated type- 
script, were punctuated into sentences by a 
graduate who had no training in psychology and 
was told only that the speakers were hospital 
patients. Her task was to listen to the tape- 
recordings, read the transcripts, and insert full 
stops where she believed they should be. As a 
reliability check, five other judges were later 
asked to do the same, but using only the tran- 
scripts and not the tape-recordings, to provide a 
stringent test. They were a secretary, a research 
student in psychology, an American teacher of 
English, a retired accountant and a stockbroker. 

Two measures of reliability were taken: the 
mean number of full stops the five judges 
inserted which the original graduate had also 
inserted (‘agreements’); and the mean number 
of full stops they inserted which she had not 
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(‘false positives’). The mean number of agree- 
ments out of a possible 10 was 7.4 (SD 1.6) for 
the schizophrenic passages, against 6.8 (SD 1.9) 
for the normal passages, a difference which was 
not significant. The mean number of false 
positives was 1.5 (SD 1.9) for the schizophrenic 
passages against 1.3 (SD 1.4) for the normal 
passages, a difference which again was not 
significant. Thus, there was good agreement 
with the original graduate and no difference 
between the two types of passage in either the 
extent or type of disagreements. The most 
common form of disagreement was to join 
together sentences which the original graduate 
had kept separate, as was to be expected since 
the five judges did not have the tape-recordings 
and so were denied any paralinguistic cues 
which signalled the ends of sentences. 

Two further analyses were conducted in 
order to test whether the five judges were 
consistent one with another. A one-way analysis 
of variance on agreements with the graduate 
revealed a pattern of differences among the 
twenty passages which held almost consistently 
across the five judges (F = 1.7, df 19, 80; 
P >0.05 <0.1); and there was very marked 
consistency for false positives (F = 8.3; df 19, 
80; P <0.001). Thus, although the five judges 
were very different people, there was good 
agreement among them on which passages 
produced the greatest similarity and differences 
with the graduate’s punctuation. 

Once the graduate had completed her 
punctuation, the first ten sentences were typed 
onto uniform strips of card, one sentence per 
card. The mean length of sentences was 16.9 
words (SD 3.0) for the schizophrenic patients 
and 15.4 words (SD 4.0) for the normals, a 
difference which was not significant. The ten 
cards for each passage were then placed in a 
bundle in random order, except that the first 
sentence appeared on the top, and psychology 
students were asked to put the sentences into 
what they believed to be the original order. 
The experiment was conducted in a series of 
practical classes in the Department of Psycho- 
logy at the University of Warwick and each 
student was asked to reconstruct one passage 
which was randomly assigned to him. He was 
told only that the passage came from a hospital 
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patient in reply to an interview question about 
why he had come into hospital, and that the 
top card showed the first sentence. Five repli- 
cations were run, so that each passage was 
reconstructed by five students. Since the 
numbers in the practical classes fell a little short 
of the required hundred a few more students 
were approached individually. 

An example of each type of passage is given 
below and the punctuation is included. The 
schizophrenic passage was chosen as the one 
closest to the mean result reported later in the 
paper for the whole schizophrenic group and the 
normal passage was closest to the mean for the 
normal group. 


Schizophrenic passage. You mean what class 
of amusements I would go for if I had the 
money though I never had any money in my 
life so therefore I would not know. They do 
not really bother me and never will bother me. 
Therefore I do not fit in this house at all. 
I should be led to the gate there by the elbow 
and given my jacket and coat and told to 
carry on the way I was carrying on because 
I never broke in you know. It was eighteen 
men that lived there the fairy told me and 
broke into that place themselves because its 
glass in that factory is exactly a thousand 
years old. Just the same as a castle now if 
you were paying rent for a castle for a 
thousand years you do not pay no more 
money for that castle it is your castle. That 
means everything within it is new over and 
over again. The only thing that you do pay 
for is you pay thirty-eight pound every week 
if you keep more than thirty-two full board 
lodgers paying five guineas each. That is the 
rules and laws of castledom, That form you 
gave me is excelsior form. 


Normal passage. My wife and I actually we 
come to stay at Mary Marlborough Lodge 
this time for a new wheelchair which will 
have a reclining position. That will make it 
easier for my head because I sufferewith a 
stiff neck in my old wheelchair without a 
head support. They are trying one or two 
various things arm rockers because I suffer 
with arm weakness. They think this will help 
me on drinking things like soup and sloppy 
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foods. This will help me to relax more when 

I am feeding because you kind of tense. You 

you tense up when one is trying to get your 

food to your mouth, You suddenly lose your 
peas or potatoes or whatever it may be. ‘Phey 
try here to do all these type of things to make 
it easier for you and for the people such as 
my wife who are looking after who have to 
look after you. M#self at Mary Marlborough 

Lodge it is about six times I have been here. 

They have got me various forms of equip- 

ment such as electric hoist electric wheelchair 

which I have got at home. 

It was predicted that (a) the schizophrenic 
passages would be reconstructed less accurately 
than the normal passages and that (b) the 
difference would be especially marked by a low 
frequency of correctly reconstructed long strings 
in the schizophrenic passages. The following 
system of scoring was devised. Each time a 
sentence was correctly placed after its pre- 
decessor, one point was scored. A string of two 
scored one, a string of three scored two, and 
so on up to a perfectly reconstructed passage 
which scored the maximum of nine. The 
categories were mutually exclusive so that, for 
example, a string of three did not also count as 
two strings of two. 

To test prediction (a), the mean number of 


points was calculated for each passage, and, to 
12 
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SCORING CATEGORY 
Fic 1.—Mean reconstruction scores: number of sequences 
of two sentences and three or more sentences correctly 
reconstructed for schizophrenic and normal material. 
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test prediction (b), the mean was broken down 
into the number of points which came from 
strings of two, and the number which came 
from strings of three or more. This particular 
cut-off point was chosen retrospectively as likely 
to be the most sensitive, since strings of four or 
more were relatively uncommon in either type 
of passage. 


Results and Conclusion 


The data were analysed by analysis of 
variance and the factors, subject groups 
(schizophrenic/normal) and scoring category 
(2/3-+-) were extracted. The findings are 
reproduced in Fig 1. Prediction (a) was not 
supported, in that the overall number of points 
for schizophrenic material (Mean 12.8; SD 3.4) 
was not significantly less than for normal 
material (Mean 16.7; SD 6.6). However, there 
was support for prediction (b). While the | 
interaction between subject groups and scoring 
category fell short of significance (Fo s= 3.1; 
df 1, 18; P <0.1 >0.05), planned comparisons 
(Winer, 1970, p. 207 ff.) showed that the 
number of points for strings of three or more 
sentences was significantly greater for normal 
(Mean 11.0; SD 8.3) than schizophrenic 
(Mean 6.0; SD 3.2) material (t = 2.0; df 18; 
P <0.05), while there was no difference 
between the two types of material for strings of 
two sentences (t = 0.6; df 18; P >0.1). That 
is, stringing together three or more sentences 
was much more difficult for schizophrenic than 
normal speech but there was no difference 
between the two types of material for strings of 
only two. 

This is an important finding. It is the first 
time we have found a difference between 
schizophrenic and normal speech, and the 
magnitude of the difference is much greater 
than is generally found in comparisons between 
the two groups. Moreover, our scoring system 
is likely to have underestimated the difficulty in 
reconstructing schizophrenic speech since it 
assumes linearity; to reconstruct a string of 
three sentences may well be more than twice 
as difficult as stringing together two, but the 
scoring system assumes it is not. It is unlikely 
that this is a chance result, but we nevertheless 
intend to repeat the study on a larger sample. 


. D. R. RUTTER 


If the findings are confirmed we shall have good 
evidence that there is a detectable abnormality 
in schizophrenic speech which affects its 
comprehensibility but that it stems from the 
relationships between sentences rather than the 
content of individual sentences. 
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Monoamine Oxidase (MAO) of Platelets, Plasma, 
Lymphocytes and Granulocytes in Schizophrenia 


By PETER A. BOND, RICHARD L. CUNDALL and IAN R. H. FALLOON 


SUMMARY 


Monoamine oxidase (MAO) levels in plasma, platelets, 


lymphocytes and granulocytes have been compared in schizophrenics 
and controls using three substrates. No significant difference was 
found between MAO levels in controls and the schizophrenic group as 
a whole, but platelets and lymphocytes of the latter (tyramine or 
benzylamine substrate) showed greater variation and in some cases 
higher values than controls, irrespective of treatment. Schizophrenics 
who experienced auditory hallucinations had significantly lower MAO 
levels in lymphocytes and platelets than those who did not. 


Monoamine oxidase (MAO) plays a major 
part in the breakdown of biogenic amines such 
as serotonin and the catecholamines. As 
evidence accumulates on the role of these 
amines in influencing behaviour, both normal 
and pathological, so interest has grown in the 
possible role of MAO in the aetiology of 
psychiatric conditions, particularly schizo- 
phrenia. Early studies of MAO in blood 
platelets revealed low levels of the enzyme in 
schizophrenia (Murphy and Wyatt, 1972). Some 
subsequent workers have supported these find- 
ings, (Meltzer and Stahl, 1974; Nies ef al, 1974; 
Owen et al, 1974) while others (Shaskan and 
Becker, 1975; Friedman et al, 1974; Brockington 
et al, 1976; Owen et al, 1976) found no difference 
between schizophrenics and controls. Schild- 
kraut and co-workers (1976) reported reduced 
levels of platelet MAO in a subgroup of schizo- 
phrenic patients distinguished by the presence 
of auditory hallucinations and delusions. 
Murphy et al (1976, 1977) and Berger et al 
(1978) have described the effect of a range of 
variables on platelet MAO in both chronic 
schizophrenics and controls and these latest 
results confirm their earlier finding of lowered 
levels in schizophrenia. Recently Schildkraut 
et al (1978) have reported elevated platelet 
MAO in schizophrenia-related depressive dis- 


orders (depressive disorder accompanied by a 
history of chronic asocial, eccentric or bizarre 
behaviour}. 


Interpretation of these conflicting studies is 
made more complex because the relationship of 
platelet MAO to brain MAO is not known, 
MAO occurs in several distinct forms dis- 
tinguishable electrophoretically and by sub- 
strate preference (Sandler and Youdim, 1972). 
Type A, which acts specifically on noradrenaline 
and 5-hydroxytryptamine, is of interest due to 
the association of these amines with current 
theories of mental illness. Type B, on the other 
hand, has the specific substrates phenylethyl- 
amine and benzylamine. Platelet MAO is of a 
B type and therefore is not the ideal type to 
study. We have shown (Bond and Cundall, 
1977) that lymphocytes, granulocytes and 
plasma contain several distinct MAO’s. The 
enzymes in platelets and lymphocytes are 
indistinguishable and of a B type. The enzymes 
in plasma and granulocytes are distinct from 
both A and B types. 


In the present study a group of schizo- 
phrenics has been compared with normal 
controls for MAO activity in platelets, plasma, 
lymphocytes and granulocytes using 5HT, 
tyramine and benzylamine as substrates. 
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Merital 25 and Merital 50 


nomifensine 


The antidepressant that maintains alertness 


For the treatment of depression without 
causing significant daytime drowsiness,* 
prescribe Merital 25 (one capsule t.d.s) 
in mild to moderate cases; 
and Merital 50 (one capsule t.d.s) 
when depression is more severe. 
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Help hım pack up 
the pieces again 


EXTENSIVE M.R.C. STUDY 
SUPPORTS CLINICAL BENEFITS 
OF ONCE DAILY ORAL PIMOZIDE* 


A major long term trial in continuation therapy of discharged 
schizophrenics concludes that once daily ORAP (pimozide) was 
not only as effective as depot injections of fluphenazine 
but also associated with fewer unwanted effects. 
Importantly for the schizophrenic in society, patients on 
pimozide were significantly more favourably rated 
on aspects of sociability, use of leisure, 
warmth of personal relationships, 
household tasks and child rearing. 
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Fluanxol compare 
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suggesting a more rapid response on flupenthixol relative to nortriptyline.’ 
In addition Fluanxol was shown to produce 
‘a greater overall therapeutic effect than nortriptyline (p <0.05).’ 
‘significantly fewer side-effects (p<0.05).’ 
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effective response. 
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Methods 
Subjects 
Patients (9 male, 6 female) were selected from 
recent acute admissions to St John’s Hospital, 
Stone. The diagnosis of schizophrenia was 
made on clinical grounds (mental examination 
and previous history) and supported by an 


abbreviated ‘Present State Examination (PSE) 
interview (Wing et al, 1974) in 11 cases. A 


classification of symptoms, based on Schneider 
(1959), was used to establish diagnostic cate- 
gories of ‘definite’ or ‘probable’ schizophrenia. 
It was not possible to administer the PSE 
satisfactorily to four patients, but there was 
little uncertainty about the diagnosis in these 
patients. i 
The patients are described as ‘acute’ as they 
were all recent admissions, but their illnesses 
varied in duration from | month to 19 years 
(mean 5 years 7 months); this was a first 
admission for four patients but the others had 
between one and six (mean 2.5) previous 
admissions. Only two of the patients had been 
taking major tranquillizers prior to admission 
(one had received intramuscular injections of 
fluphenazine and the other had taken thiori- 


dazine 800 mg daily); one patient had been . 


abusing various drugs, including methaqualone 
and flurazepam. f 

The control values (Bond and Cundall, 1977) 
were obtained from 15 members of the nursing 
and medical staff who were in good health and 
not taking any drugs. 


Isolation of blood cells 

Cell separation was based, with few modi- 
fications, on the methods of Youdim, (1976) and 
Boyum (1974), and is described in detail 
elsewhere (Bond and Cundall, 1977). Plastic 
tubes and syringes and silanized pasteur pipettes 
(using dimethyldichlorosilane solution from 
BDH Chemicals Ltd., Poole, England) were 
used. Venous blood (about 20 ml) was with- 
drawn between 09.00 and 10.00 h and trans- 
ferred to tubes containing citrate (3.5 per cent) 
as anticoagulant. A schizophrenic patient and a 
control subject of similar age and same sex, 
were processed simultaneously to avoid any 
possible effects of variation in the method. The 
-platelets were suspended in 0.3 M sucrose 
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using a Teflon glass homogenizer, while the 
lymphocytes and granulocytes were suspended 
in a 0.9 per cent solution of sodium chloride. 


Assay of MAO 

MAO was assayed radiometrically by the 
method of Tipton and Youdim (1976) based on, 
that of Robinson et al (1968) and has been 
described in detail elsewhere (Bond and 
Cundall, 1977). Serum iron was measured by 
the method of Young and Hicks (1965). 


Statistical analysis 
Results were assessed using the Student t-test 
(two-tailed) where this was appropriate. 


Analysis of variance was used on other groups 
whose distribution precluded the use of the 
t-test. 


Results 


The Table shows the levels of MAO activity 
(expressed as n moles substrate metabolised per 
30 minutes per mg protein) in the blood of 
schizophrenics and controls. There are no 
significant differences between the schizo- 
phrenic and control groups as a whole. If levels 
of MAO in granulocytes, using tyramine as 
substrate, are compared in female schizo- 
phrenics and controls, then the schizophrenics 
are significantly (P <0.01) higher than the 
controls. The activity of platelet and lympho- 
cyte MAO with tyramine and benzylamine as 
substrate shows more variation in the schizo- 
phrenics than in the controls (see Fig. 1). Several 
values in the schizophrenic group are above the 
highest values in the normal group. The 
proportion of such high values in the group 
varies slightly from platelets to lymphocytes 
and with tyramine and benzylamine but it is in 
the range of 20 per cent-33 per cent. Some of 
these high values are as much as 84 per cent 
above the highest value in the control group. 

In two individuals with high levels, MAO in 
platelets with tyramine and benzylamine as 
substrates was consistently high over long 
periods and on several treatments. Over a period 
of 10 weeks one patient gave values for platelet 
MAO with tyramine as substrate of 23.6 + 1.73 
(n = 6) and with benzylamine 27.0+1.3 
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Fic 1.—Distribution of values for MAO levels in platelets! 

and lymphocytes of controls and schizophrenics using 

tyramine and benzylamine as substrates Mean values are 

indicated by the horizontal line. Open circles indicate 
females, closed circles indicate males. 


(an ='3). The other patient over 27 weeks gave 
a value, with tyramine as substrate, of 23.5+2.0 
(n =7). 

The schizophrenic group could be divided 
according to whether or not they experienced 
auditory hallucinations. Mean values for plate- 
let MAO with all three substrates are lower in 
the group experiencing auditory hallucin- 
ations (n = 4). Mean values expressed as n 
moles substrate metabolized per 30 minutes per 
mg protein are as follows: with auditory 
hallucinations and 5-HT as substrate 0.69+ 
0.30, with tyramine 10.7+3.2 and with benzyl- 
amine 15.6+4.1; without auditory hallucin- 
ations with 5-HT as substrate 1.21 +0.65, with 
tyramine 20.6+6.9 and with benzylamine 
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23.2+4.2. These differences between the two 
groups are significant for the tyramine (t = 
3.24, P <0.02) and benzylamine (t = 2.72, 
P <0.05) substrates. 

The group with auditory hallucinations have 
lower MAO levels, and those without, higher 
levels than the control group. While the lower 
values in the group with auditory hallucinations 
are not significantly differerft from controls, the 
higher values in the schizophrenics without 
auditory hallucinations, are significantly differ- 
ent from controls with both tyramine (P <0.01) 
and benzylamine (P <0.02) as substrates, ; 

The correlation coefficient, for platelet tyra- 
mine activity against serum iron levels (n = 
15) was —.38 (not significant at the 5 per cent 
level). ? 

The relationship between age and MAO 
levels has been investigated by calculating 
correlation coefficients using data from normal 
and schizophrenic patients (n = 29). Corre- 
lation coefficients for platelet tyramine activity 
against age = +.107, and for granulocyte 5-HT 
activity against age = +.033. Neither of these 
are significant at the 5 per cent level. 


Discussion 


We have measured MAO activity in platelets, 
plasma, lymphocytes and granulocytes using 
three substrates in a comparison between a 
group of schizophrenics and normal individuals. 
In studying MAO in these four components of 
blood, at least three distinct enzymes are being 
examined (Bond and Cundall, 1977). A 

The enzyme in lymphocytes is virtually 
indistinguishable from that in the much studied 
platelet and therefore can furnish valuable 
confirmation of platelet results. Despite the 
increased scope of our study we have not found 
a significant difference between the controls 
and the schizophrenic group as a whole. The 
results do not substantiate the observation of ' 
Murphy and Wyatt (1972) that schizophrenics 
have a lower level of platelet MAO, than 
normal. Schildkraut et al (1976) reported lower 
values of platelet MAO in a subgroup of 
schizophrenics with auditory hallucinations 
and delusions. In our series, four patients 
experienced auditory hallucinations (voices to 
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or about the patient, or non-verbal auditory 
hallucinations). This group had slightly lower 
mean platelet MAO levels with all three sub- 
strates when compared to controls, although the 
differences were not statistically . significant. 
However, when the group with auditory 
hallucinations was compared with those without 
hallucinations, the latter group had significantly 
higher values with both tyramine and benzyl- 


amine as substrates. The group without auditory: 


hallucinations was also. significantly different 
from controls with both tyramine and benzyl- 
amine as substrates. 

This difference within the schizophrenic 
group, and the existence of patients with high 
platelet MAO levels, has two possible explan- 
ations both of which can be commented on from 
the existing data. Firstly, platelet MAO in 
schizophrenics could have a greater daily 
variation than normal. This explanation is 
made unlikely by the data obtained on two of 
the individuals with high levels using platelets 
with tyramine as substrate, as MAO levels 
showed little variation on several occasions 
over long periods. All the individuals with high 
levels have been tested on more than one 
occasion and the levels have invariably been 
high. The second explanation is that it could be 
an effect of drugs. In all but two cases measure- 
ments were made prior to treatment. In two 
individuals where measurements of platelet 
enzyme were carried out over longer periods 
MAO levels did not change markedly from the 
period before the administration of drugs to the 
period of treatment with d-propranolol or 
phenothiazine drugs. 

Murphy et al (1976, 1977) have examined a 
variety of factors which could influence MAO 
levels. They measured Michaelis constants, 
looked for inhibitors, and examined other mito- 
chondrial enzymes in chronic schizophrenics 
with low MAO. They also measured MAO in 
relation to platelet number and tried to relate 
activity to serum levels of iron and a number of 
hormanes. None of these factors was related to 
low activity of MAO. Indeed, all the evidence 
suggests that in a particular individual MAO 
levels are constant and that environmental 
influences are few. Changes in the levels have 
however been reported during the menstrual 


cycle (Belmaker et al, 1974), in iron deficiency 
anaemia (Youdim et al, 1975) and on treatment 
with MAO inhibitors (Robinson et al, 1968). 

The finding of such a proportion of individuals 
with high activity of platelet MAO against 
tyramine is at variance with most other studies. 
The one study which is ‘comparable with. the 
present work is that of Brockington et al (1976). 
These workers reported a range of values’ for 
platelet MAO, with tyramine as substrate, 
which showed a greater variation in the 
schizophrenics. Values outside the normal range 
were mostly low, though a few very high values . 
were also reported. The original study of 
Murphy and Wyatt (1972) and subsequently 
those of Meltzer and Stahl (1974), Nies et al 
(1974) and Owen et al (1974) have shown that 
schizophrenics, especially the chronic group, 
have lowered platelet MAO. The difficulty, in 
comparison may lie in the duration of illness. 

Although our results conflict with those of 
Murphy and Wyatt (1972), they do support the 
claim of Schildkraut et al (1976) that a sub- 
group of schizophrenics, with auditory hallu- 
cinations, has lower levels of platelet MAO. 
The significant difference is between schizo- 
phrenics without hallucinations, and controls, 
and between the subgroup with auditory 
hallucinations and those without hallucinations: 
No other features of the PSE (Wing, 1974) are 
associated with significantly different MAO 
levels. Furthermore the individuals with platelet 
MAO levels above the normal range are not 
recognizable by clinical criteria. 

The measurement of MAO in platelets, 
plasma, lymphocytes and granulocytes, with 
three substrates, gives a fuller picture of MAO 
activity. Not only are measurements made of at 
least three distinct enzymes but in the case of 
platelets and lymphocytes the two very closely 
related enzymes are present in two distinct cells. 
The fact that MAO values in these two cells 
are so well correlated suggests that any changes 
observed are in the enzyme and not secondary 
to changes in the cell. The study of MAO in 
plasma and granulocytes did not reveal differ- 
ences either between schizophrenics and normals 
or within the schizophrenic group. However, 
the similarity of these two MAO types in 
controls and schizophrenics, makes it less likely 
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Platelet Monoamine Oxidase Activity in Schizophrenia 


Relationship to Disease, Treatment, Institutiondlization and Outcome 


° By JOHN MANN and K. M. THOMAS 


SUMMARY A study was made of platelet monoamine oxidase (MAO) 
activity in non-medicated, newly-admitted schizophrenics and in- 
stitutionalized chronic schizophrenics both on and off medication. 
These patients were compared to two control groups: normal subjects 
and brain-damaged institutionalized patients. No relationship was 
found between platelet MAO activity and the severity or duration of 
illness, duration of psychotropic medication, presence of auditory 
hallucinations or institutionalization. Mean platelet MAO activity did 
not differ significantly between the schizophrenic subgroups and 
control groups. Thirty-one patients studied before and after treatment 
with phenothiazines showed no significant change in platelet MAO 
activity. The findings did not indicate a relationship between schizo- 


phrenia, its treatment or outcome and platelet MAO activity. 


Introduction 

Low monoamine oxidase (MAO) activity can 
favour the development of schizophrenia accor- 
ding to several hypothesized causes of the illness 
(Murphy and Wyatt, 1972). These include the 
dopamine hypothesis (Snyder et al, 1974) and 
postulated schizotoxins such as methylated 
indoleamines (Mandell and Segal, 1973; 
Smythies, 1976), 6-hydroxydopamine (Breese 
and Taylor, 1970) and _ phenylethylamine 
(Sandler and Reynolds, 1976). 

There is evidence that human platelet MAO 
activity reflects brain MAO in normal subjects 
(Robinson t al, 1971) and in diseases with 
evidence of aminergic neurone pathology, 
e.g. Parkinson’s disease (Zeller et al, 1976), 
Huntington’s disease (Mann and Chui, 1978) 
and effective disorders (Murphy and Weiss, 
1972). 

In 1972, Murphy and Wyatt found low plate- 
let MAO activity in medicated chronic schizo- 
phrenics. Later studies offered qualified support 
for this finding, e.g. only in schizophrenics with 
a history of auditory hallucinations (Schildkraut 
et al, 1976), in medicated but not in unmedicated 
chronic schizophrenics (Takahashi e¢ al, 1975), 


with substrates tyramine and metaiodobenzyl- 
amine but not octopamine or tryptamine 
(Meltzer and Stahl, 1974), with the substrate 
tryptamine but not benzylamine (Nies-et al, 
1974), and in chronic deteriorated schizo- 
phrenics but not in acutely relapsed. outpatient 
schizophrenics (Carpenter et al, 1975). Other, 
positive reports included Domino ‘and Khanna 
(1976), Zeller et al (1975), Berrettini et al (1977) 
and Sullivan et al (1977). Negative findings 
were made by Friedman et al (1974), Brocking- 
ton et al (1976), Owen et al (1976), and Becker 
and Shaskan (1977). 

Differences in studies included: the type of 
schizophrenic population examined with regard 
to length of illness, in-patient or out-patient 
status, institutionalization, presence of medi- 
cation; MAO assay. methodology and the 
substrates selected. ; 

This study was undertaken to clarify the 
relationship between schizophrenia, its treat- 
ment and outcome, including effects of in- 
stitutionalization, and platelet MAO activity. 
The multisubstrate study of Meltzer and Stahl 
(1974) suggested that the substrates employed, 
benzylamine and tyramine, would prove suffi- 
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cient to distinguish a group of schizophrenics 
from controls. 


Subjects and Methods 


Patients who fulfilled the following criteria 
were selected for study: a diagnosis of schizo- 
phrenia as defined by Schneider (1959) and 
Feighner et al (1972) (except first-episode 
schizophrenics where illness duration was often 
less than six months) ; off all psychotropic drugs 
except benzodiazepines for at least two weeks; 
no significant physical illness; no evidence of 
alcoholism or drug abuse.. Two sources of 
patients were used. Consecutive admissions to 
the Royal Melbourne Hospital Psychiatric Unit 
provided 46 patients, who were subdivided into 
30 first-episode acute schizophrenics and 16 
acutely relapsed chronic schizophrenics (illness 
onset >l year earlier). Information from the 
patient, family, friends and local doctor was 
obtained to verify that no prior administration 
of antipsychotic drugs had occurred. The 
second group of patients were institutionalized 
chronic deteriorated schizophrenics (more than 
5 yars continuously in hospital) from the long- 
term wards of Mont Park Psychiatric Hospital. 
They were divided into 18 medicated and 
18 non-medicated (excluding benzodiazepines) 
patients. , 

Two control groups were used. Normal 
controls were drawn from staff with no physical 
or psychiatric disease, non-medicated, and with 
no family history ‘of psychiatric disease. Non: 
medicated institutionalized controls had 
acquired brain damage, shared the same 
hospital environment as the institutionalized 
schizophrenics and were matched for age and 
sex. 
The acutely ill patients had their illness rated 
by J.M., using the Brief Psychiatric Rating 
Scale (Overall and Gorham, 1962) at the time 
of taking baseline samples for platelet MAO 
activity assay. One to three baseline samples 
were taken, 

After treatment commenced, samples were 
taken twice weekly until control of acute 
symptoms. Laboratory staff were unaware of 
the clinicians’ assessments, and vice versa. 

Platelet MAO activity was estimated by a 
modification of the method described by Jarrott 
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(1974). Substrates used were “C-benzylamine 
(California Bionuclear Corporation) and 1C- 
tyramine (Amersham) made into .2 mM and 
1 pCi/ul solutions. 10 ml of blood was with- 
drawn into a sequestrene tube containing EDTA 
(Johns Professional Products, Victoria). Plate- 
lets were separated by differential centrifugation 
at 4°C, washed in saline and suspended in 1 ml 
for storage at —20°C. Thi8 preserved enzyme 
activity for at least three weeks. Samples visibly 
contaminated by red cells were discarded. The 
assay mixture of 20 ul of substrate in phosphate 
buffer (pH 7.8), 30 ul of distilled water and 
50 pl of platelet suspension was incubated for 
10 minutes (tyramine) and 30 minutes (benzyl- 
amine) at 30°C. Blanks had 10 ul of 3 MHC 
(used to stop the ‘reaction) added just before 
substrate. Reaction products were extracted into 
butylacetate and counted in a Packard Tricarb 
liquid spectrometer. Reaction rates were linear 
over incubation time, proportional to enzyme 
concentration and inhibited by tranylcypro- 
mine. All samples were assayed in triplicate. 
The intrabatch coefficient of variance of a 
sample measured 10 times was 1.1 per cent. 
Protein content was measured by the method of 
Lowry et al (1951). 

The in vitro effect of chlorpromazine and 
fluphenazine was examined by suspending rup- 
tured platelets in a range of drug concentrations 
for 30 minutes at 20°C prior to assay. 


Results 
Intra-group data 


Females had significantly higher mean plate- 
let MAO activity than males in both normal 
and schizophrenic groups, using either benzyl- 
amine (P <.01) or tyramine (P <.01). 
Pearson correlation coefficients were thus cal- 
culated on same sex groups. No significant 
correlation between platelet MAO activity and 
age was found in either ‘controls or- schizo- 
phrenics. Platelet MAO activity measured by 
the two substrates was positively correlated 
(P <.001) in normal males (r = .91), normal 
females (r = .65), schizophrenic males (r = .7) 
and females (r = .9). 

There was no significant correlation between 
severity of illness, as measured by BPRS score, 
and MAO activity. Platelet MAO activity 
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tended to rise with increasing duration of illness 
in unmedicated male , schizophrenics with 
benzylamine (r = .63, P = .034) and tyramine 
(r = .60, P = .045). Other Patients showed no 
such significant correlation. 


B Inter-group contrasts 

No significant difference of mean platelet 
MAO activity wa? found between untreated 
schizophrenics and controls (see Table I). 


PLATELET MONOAMINE OXIDASE ACTIVITY IN SCHIZOPHRENIA 


.The two control groups did not differ 
significantly in MAO activity, nor. did .the 
subgroups of schizophrenics, i.e. first-episode, 
acutely relapsed: chronic, medicated and non- 
medicated institutionalized schizophrenics, _ 

Comparison: of hallucinating with non- 
hallucinating schizophrenics , and instution- 
alized with non-institutionalized revealed .no 
significant difference-in platelet MAO activity. 

After a mean of 12 daya antipsychotic 


Tiik I 
Comparison of mean platelet MAO actwity of non-medicated schizophrenics, hallucinating and institutionalized alai 
: normal and bran-damaged institutional controls 
Platelet MAO peri (nmol/mg/hr) mean and S.D., measured using benzylamine and tyramine. Significance 
of differences calculated by 2-tail t-test 

















’ 2-tail t 


























Group and'`platelet MAO activity* + 
Mean and S.D. (n) ‘ probability 
Schizophrenic males . i i: Normal males j i 
31.5 ' 11.6 (26) 30.5 9.4 (27y ' 896 t . 
27.1 10.7 (30) 25.6 9.1 (31) 548 E 
Schizophrenic females —— , Normal females . zi 
37.7 10.5 (29) 35 2 7.9 (28) .475 j 
33.5 11.0 (30) 31.3 8'1 _ (29) .553 - 
Schizophrenics - ; : ‘ ‘Institutional controls) >- 
: 34.8 11.2 (55) 37.5 10.9 | (14) .271 
30.2 11.2 (59) 27.9 96° (14) 852 
Non- institutionalized schizophrenics. i Institutionalized schizophrenics 
' 33.9 i 9.9 i (35) » 353 1.8 ` 8) . > “1670 
27.2 « 9.3 > . 41 31.6 11.8 (18) > de pel T wa 
Hallucinating schizophrenics ~ ` Non- -hallucinating schizophrenia l SORI 
. 35.5 12.0 (31) . | 348 19.4 0° (2). _ (49967, 
33.9 97 (31) 24.0 < 20-5 - (4) Ald a 
* Benzylamine values above, tyramine below. -~ l 
ve Taste II’ 





Comparison if mean platelet MAO actwity (vemo]}mg/hr) in patients before and after anti-psychotic medication (paired t-test) 


' Patient groups’ platelet MAO activity 


2-tail t 








eras nee: s eee Ito 
» . Substrate . = = probability |. 
; ’ Before medication .. After medication* * à ; 
mean S.D. n, mean S.D. > n ' i 
_ Berizylamine 35.0 ‘10.6 . 26 36.1 18.1 / 26 T34, u 
Tyramine 32.4 96 31 32.8 170%. 3 "870 





* Mean time-on anti-psychotic medication was 12 days and mean dosage equivalent: to 600 mg of chlor: 


promazine daily. 
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P Tase III 
In vitro effects of phenothiazines upon platelet MAO activity (nmol/mg/hr) using UC-benzylamine as a substrate 

















Drug Drug concentration (yg/ml)/Platelet MAO activity (nmol/mg/hr) 
Chlorpromazine 0 t 5 5 50 
22.1 t 22.4 21.8 20.7 
Fluphenazine 0 T ae l 10 100 
23.4 + 24.5 23.8 23.4 22.1 





+ Therapeutic dosage blood levels of drugs. 


medication, control of the acute illness was 
achieved but no significant change was observed 
in platelet MAO activity (see Table II). 


C In oditro studies 


The in vitro effect of chlorpromazine and 
fluphenazine upon platelet MAO activity was 
„Slight inhibition at concentrations over 100 times 
those generally reported in human plasma at 
therapeutic dose ranges (see Table HI). 


Discussion 

Within both schizophrenic and control groups: 
females had higher platelet MAO activity than 
males; there was no correlation with age; and 
results with the two substrates correlated 
closely. Similar sex differences have been 
reported previously in normal subjects, using 
tryptamine (Murphy et al, 1976), and in 
schizophrenics (Takahashi et al, 1975; Brocking- 
ton et al, 1976). Lack of correlation of age with 
MAO activity confirms the findings of Carpenter 
et al (1975) and Brockington et al (1976). 

Untreated schizophrenics did not differ from 
normal controls in mean platelet MAO activity. 
No significant correlation between platelet 
MAO activity and severity or duration of 
illness was found. This argued against a 
relationship between platelet MAO activity 
and schizophrenia. Wyatt and Murphy (1976), 
who had found low MAO activity in chronic 
medicated schizophrenics, were unable to find 
any correlation with disease duration or severity. 
Becker and Shaskan (1977) reported no differ- 
ences in MAO activity in schizophrenics, but 
stated that low MAO activity schizophrenics 
tended to more severe illnesses and hallu- 
cinations. 


This study compared non-medicated patients 
who described classical Schneiderian auditory 
hallucinations as part of their present illness 
with those who did not. No difference in MAO 
activity was found. Previous studies have 
mostly relied on medical records, a less reliable 
method which may explain their conflicting 
results (Carpenter et al, 1975; Brockington et al, 
1976; Schildkraut et al, 1976). 

Institutionalization can produce profound 
changes in behaviour (Wing and Brown, 1970). 
As institutionalized controls and schizophrenics 
did not differ in mean platelet MAO activity 
from non-institutionalized controls and schizo- 
phrenics, institutionalization is probably -not 
related to MAO activity. Owen et al (1976) 
also found no difference in mean platelet MAO 
activity in 60 non-medicated institutionalized 
schizophrenics compared to normal controls 
attending for routine insurance medical examin- 
ation. 

The effect of antipsychotic medication upon 
platelet MAO activity, both in vivo and in vitro, 
was not significant. Patients whose clinical 
disease responded to treatment showed no 
significant change in MAO activity. The 
possibility of long-term effects was not examined 
directly and remains an open question. Previous 
reports suggested that neuroleptics increased 
(Brockington et al, 1976), decreased (Takahashi 
et al, 1975) or had no effect upon platelet MAO 
activity (Wyatt and Murphy, 1976; Owen et al, 
1976). As low MAO activity was hypotbesized 
to be associated with schizophrenia, if successful 
treatment produces any alteration, MAO aċti- 
vity should be increased. Thus it is of interest 
that the study which made such a finding 
(Brockington et al, 1976) had the best design by 
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including a non-treatment control group and a 
six-month treatment time. 

Distinction has often been made between 
schizophrenics who deteriorated and those who 
were relatively well between attacks. Non- 
medicated schizophrenics of both these cate- 
gories, i.e. institutionalized patients and relapsed 
out-patients, did not differ significantly in mean 
platelet MAO activity. This argues against the 
relationship between prognosis and MAO 
activity suggested by Carpenter et al (1975), 

This study suggests that platelet MAO 
activity is not clearly related to schizophrenia. 
Studies such as that of Wyatt and Murphy 
(1976) have excluded hormonal disorders and 
iron deficiency as causes of low platelet MAO 
activity in their schizophrenic patients. There is 
no clear explanation for the many positive and 
negative reports regarding platelet MAO and 
schizophrenia. Clinical or laboratory factors 
must provide the explanation. The long-term 
effect of antipsychotic drugs may yet prove 
significantly to alter MAO activity. Only one 
completed study on non-medicated schizo- 
phrenics has found low platelet MAO activity 
(Domino and Khanna, 1976). 

The possibility of an incompletely defined 
sub-group of schizophrenics having low platelet 
MAO activity has been suggested (Schildkraut 
et al, 1976; Shaskan and Becker, 1977). Varying 
proportions of such a subgroup in the population 
studied could produce different results. 

Laboratory methods and substrates vary 
between studies. Selection of optimal substrates 
to attempt to distinguish schizophrenics has yet 
to be pursued in non-medicated patients. 

A multicentre study, using a range of sub- 
strates, and different schizophrenic populations 
as in this study, may resolve some of these 
questions, 
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Platelet MAO Activity -and Evoked Potentials in the 
Identification of Subjects Biologically at Risk 

. for Psychiatric Disorders 
By R. D. COURSEY, M. S. BUCHSBAUM and D. L. MURPHY 


SUMMARY Individuals potentially at risk for psychiatric disorders 
were identified by screening 375 college student volunteers for low 
platelet monoamine oxidase (MAO) activity levels. The lower and 
upper 10 per cent in MAO activity were administered a personal and 
family history interview, psychological tests and average evoked 
response (AER) electroencephalographic procedures. Results indi- 
cated that low MAO males and females were socially more active, 
had more psychiatric contact, and had relatives who were psychiatric- 
ally more disturbed than high MAO subjects. Low MAO males had 
more convictions, experimented more with illegal drugs and had 
elevated scores on the MMPI. AER criteria further defined a high risk 
group of low MAO-AER augmenters which had more suicides among 
their relatives and higher scores on the schizophrenia scale of the 


MMPI. 


High risk studies represent a significant new 
direction in the study of schizophrenia (Garmezy 
and Streitman, 1974) because these studies 
examine genetic, physiological and environ- 
mental factors before the onset of overt symp- 
toms of the disorder and before these factors are 
confounded by the stress of the illness and its 
treatment. In the usual high risk method, the 
high risk subject is defined on the basis of the 
psychiatric diagnosis of the parent. However, 
the use of psychiatric diagnoses is likely to 
distort and minimize the relationship between 
symptom and underlying aetiology in two ways. 
First, since psychiatric diagnoses are vague and 
generally have low reliability (Falek and Moser, 
1975) and since they are based solely on the 
phenomenology of the symptoms, a sample 
based pn psychiatric diagnosis might be 
homogeneous with respect to symptoms but is 
most likely to be heterogeneous with respect 
to aetiology. This reduces the likelihood of 
finding and cross-validating some of the causes 
of the schizophrenias and depressions. Secondly, 
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the diagnosis may also overrestrict the sample 
since, in the effort for rigorous scientific criteria, 
borderline cases are excluded, even though most 
hypothesized aetiological factors are of a 
continuous rather than dichotomous nature. 

A second weakness of the traditional high risk 
approach is that it rests on the assumption of a 
weakly transmitted familial factor. As a con- 
sequence of this weak transmission, very large 
samples of subjects must be followed longi- 
tudinally to ensure observing even a few 
episodes of illness, 

In the present project, we wished to rectify 
these two problems by defining the subject 
population directly rather than through their 
parents’ characteristics, and by using biological 
rather than phenomenological criteria for 
inclusion, 

Several alternative approaches to defining a 
high risk sample seem promising. One approach, 
which formed the basis for the present project, is 
to exchange the defining criteria for risk, from 
psychiatric diagnosis to biochemical assay. 
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Monoamine oxidase (MAO) is gaining in- 
creasing recognition as a biochemical factor in 
the psychoses and appears related to both 
bipolar depression and’, schizophrenic dys- 
function. (For reviews see Wyatt and Murphy, 
1976, and Murphy and Buchsbaum, 1978). 

In addition to possible biochemical factors 
which might define a high risk sample, one 
could also turr to electrophysiological variables. 
For instance, a number of studies (see review by 
Buchsbaum, 1977) have found that schizo- 
phrenics generally have smaller amplitude 
average evoked responses (AERs) while indivi- 
duals with bipolar affective disorders generally 
display larger AERs (Buchsbaum, 1975) than 
appropriate controls. These differences between 
bipolars and schizophrenics seemed especially 
marked at high stimulus intensities (Buchsbaum, 

1977). e 
~ Finally, one might use a combination of 

biochemistry and electrophysiology for those 
most at risk. Buchsbaum, Haier and Murphy 
(1977) found that a combination of low MAO 
activities and high evoked potential amplitude 
increases with increasing stimulus intensities to 
be associated with an increased risk of suicide 
attempt in psychiatric patients. 

In the present study, we chose to focus 
primarily on subjects who might be bio- 
chemically at risk by evaluating platelet MAO 
activities. Our secondary focus was to further 
refine this high risk group by applying electro- 
physiological criteria. 

In such an experimental paradigm as the one 
we are proposing, three aspects of psychiatric 
vulnerability can be examined. First, are the 
high risk subjects suffering from psychiatric 
symptoms, and are the symptoms similar to 
those found in schizophrenia, bipolar depression, 
or milder variations of these dysfunctions (e.g. 
latent and borderline schizophrenia, and hypo- 
mania)? Secondly, do the subjects demonstrate 
a pattern of dysfunction similar'to the relatives of 
schizophrenics or manic-depressives, which 
might suggest they are presently at risk? 
Thirdly, what will the future course of mental 
health and illness be in a group so defined? 
With respect to the first two questions, the 
present paper examines the psychiatric history 
of the subjects and their families, as well as their 
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current behaviour as evaluated by a structured 
interview, and their personality and current 
psychological functioning as evaluated by the 
MMPI (Dahlstrom et al, 1972) and the Wech- 
sler Adult Intelligence Scale. (A preliminary 
report of these findings with special reference to 
suicide and psychiatric contact has already been 
published (Buchsbaum et al, 1976). Extensive 
psychological testing will bè reported elsewhere). 
The third question is currently being examined 
in a longitudinal study of our biochemically 
defined high risk group. 


Method 


Sample recruitment and MAO measures. In order 
to define a high-risk sample in terms of reduced 
MAO activity, 375 college students and 
university employees (203 men and 172 women, 
ages 18-38) were recruited from local sources 
and paid $5.00 each for giving an initial blood 
sample. Volunteers were told that we were 
interested in behavioural and neurophysiological 
correlates of various central neurotransmitters 
and that we would call back a subsample of 
individuals for further tests. 

Blood samples were analysed for platelet 
counts and for platelet MAO activities using 
14C-benzylamine as the substrate (Murphy ¢t al, 
1976); enzyme activity is reported in units of 
nanomoles/10* platelets/hr. The top and bottom 
10 per cent of the sample for MAO activity 
were then contacted for further study; complete 
data, as described below, were obtained from 
87 per cent. The final groups of high and low 
MAO individuals were selected on the basis of 
their mean platelet MAO activity from both the 
initial screen and repeat visit values; the high 
and low groups were separated by four MAO 
units. Since males had lower mean values than 
females (10:1 vs 13.2, t = 7.36, P <0.001) the 
limits for the low and high groups were chosen 
separately: males 2.40 to 8.39 (n = 19) and 
12.35 to 22.54 (n = 17) and females 5.80 to 
10.98 (n = 18) and 14.92 to 28.10 (n = 17). 
Eighty-four per cent of the low males hut only 
17 per cent of the females fell below the mean 
of a group of chronic schizophrenics studied 
previously (Murphy et al, 1974). Because our 
low MAO subjects constituted the high risk 
group, and because psychopathology has been 
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consistently reported with low rather than high 
enzyme activity, one-tailed t-tests for psycho- 
pathological items are used throughout this 
report. 

The subjects who fell in the low and high 
groups were then called to the laboratory for 
study using AER measures, a battery of 
personality tests, and a structured interview. On 
the basis of the APRs, a second. more critical 
high risk group was then defined among the 
low MAO group. The interviewers, test givers 
and subjects were not aware of the MAO and 
AER results, and all of the information was kept 
separate until the final data analysis. 

AER procedures. Average evoked potentials to 
four intensities of light were collected and 
measured as described elsewhere (Buchsbaum, 
Post and Bunney, 1977). Individuals were 
divided into two groups depending on whether 
evoked: potential amplitude tended to increase 
rapidly (augmenters) or minimally (reducers) 
with increasing stimulus intensity. Subjects were 
tested twice, usually 1-2 weeks apart. They were 
dichotomized into augmenters and reducers on 
the median amplitude/intensity slope (1 0 
microvolts/log foot lambert). Since two evoked 
potential runs were available, we required two 
successive runs with amplitude intensity slopes 
over 1.0 for the subject to be termed an 
augmenter. 

Structured ‘interview. In developing the content 
of the structured interview, relevant retrospec- 
tive, longitudinal, and high risk studies were 
reviewed for possible item content. In addition, 
other family history interviews were examined. 
The final interview consisted of 95 items which 
examined the subject’s psychiatric history and 
symptoms, legal difficulties, family history, and 
medical and drug history. Responses to all items 
were coded either ‘yes’ or ‘no’ or placed in other 
predetermined categories. The structured inter- 
view was pretested and interjudge agreement on 
individual items was 98.7 per cent, and two- 
three week test-retest agreement was 96 per cent. 
Most misses were minor, such as a difference of 
one scale score between judges. Since the 
subject had already spent considerable time 
with the interviewer completing individual 
psychological testing, considerable rapport had 
been developed before the interview, which 
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usually took place during the subject’s third 
session. ; 


Results 
MAO High Risk Subjects 


Interview data. The stability and stress in the 
subjects? families were examined through 
questions about deaths and severe illness in the 
immediate family, prolonged separations, family 
mobility, job change of the father and separation- 
divorce rates. There were no significant differ- 
ences along these dimensions among the 
various groups. Indeed, the most striking 
feature in all these families is the remarkable low 
separation-divorce rate (8 per cent among 
families of low MAO subjects and 21 per cent 
for high MAO subjects). Further direct studies 
of these families have now been completed and 
will be reported elsewhere. 

Secondly, we looked at school problems 
(e.g. school phobias, learning problems, course 
failures, suspension and/or school expulsion): as 
well as current academic achievement (grade 
point average in college and current WAIS IQ 
scores). The mean full scale WAIS IQ scores of 
118 and 119 for low and high MAO males and 
of 114 and 121 for low and high. MAO females 
were not significantly different. Further, no 
significant differences in other school-related 
areas were uncovered. 

Thirdly, we examined the social functioning 
of low and high MAO groups. In general, as 
seen in Table I, the low MAO groups, especially 
the males, appear more socially active. The 
males scored in the more social direction on 9 
out of 10 measures (P = .01, Binomial test). 
They belong to significantly more clubs and 
organizations and spent significantly more time 
socializing and talking with other people during 
the past week than their high MAO counter- 
parts. The low MAO females also spent 
significantly more time socializing. 

Fourthly, we examined the subjects’ history of 
psychological and legal problems, and the data 
appear in Table II. Significantly more subjects 
in the sex-combined low MAO groups had seen 
a psychiatrist or psychologist than those in the 
high groups. With respect to convictions, only 
males had been convicted of crimes (other than 
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TABLE I 
Social functioning 
Males Females 
Item 

Low High Low High 
Age started dating (in years) 14.52 15.25 14.94 15.56 
Did not have friends of opposite sex while a teenager 15% 25% 12% 13% 
Number of high school activities 2.40 2.50 2.60 3.30 
Number of times friends come over per month 11.72 8.00 * 12.35 12.13 
Number of times S visits with friends at their place per 

month 14.57 11.53 11.94 13.25 
Number of evenings spent with friends in last two weeks 8.31 6.35 7.47 7.25 
How satisfying are friendships (1-9 scale, 1 = deeply, 

9 = not at all) 2.89 3.31 3.06 3.06 
Number of clubs, organizations S presently belongs to 0.89 0.29* 0.28 0.56 
Number of hours per month spent in club activity 17.64 8.19 4.18 6.86 
Numbers of hours spent socializing on average weekday and 

weekend 13.22 8.52** 15.17 11.41* 

* P < 05; (t-test). 
** P <01; (t-test). 

Tase II 
Legal and psychological problems from famuly interview 
Males Females 
Item 
Low High Low High 

Seen psychologist, psychiatrist for personal problems 37% 12 %** 44% 29 %** 
Hospitalized for psychiatric reasons Wy 0 6% 0 
Attempted suicide 1% 0 6% 24% 
Period of elation (1 week) 42% 53% 56% 35% 
Number of manic symptoms 2.67 2.89 3.27 2.57 
Period of depression (2 weeks) 53% 65% 44% 53% 
Number of depression symptoms 5.27 5 45 7.38 6.70 
Arrests other than for traffic violations 58% 35% 11% 24% 
Convictions 37% 6 %* 0 0 





* Fisher exact test on the frequencies, P < .05, separately by sex. 
** Fisher exact test on the frequencies, P < .05, sexes considered together. 


traffic offences), and significantly more low than 
high MAO subjects had been convicted. 

Fifthly, we looked at alcohol, cigarette, and 
drug usage (CNS depressants, narcotic anal- 
gesics, stimulants, hallucinogens, and mari- 
juana). Again, the lw MAO males consistently 
used more of these drugs than their high MAO 
counterparts. Indeed, in all seven areas exa- 
mined, a greater-percentage of low MAO males 
are currently using these drugs. (Probability of 
this happening by chance .008, Binomial 
test.) The low MAO males smoked significantly 
more cigarettes (P <.01) and are currently 


using significantly more stimulants (P < .05) 
and hallucinogens (P < .05). In the past the 
low MAO subjects also used significantly more 
depressants (P < .05) and stimulants (P < .05). 
In addition, they are currently using a wider 
variety of drugs (greater mean number of drug 
categories, (P <.05), and have experimented 
with a wider variety of drugs in the past 
(P <.05). On the other hand, no such differ- 
ences appeared for the females, other than that 
high MAO females had in the past experimented 
more with CNS depressants (P < .05). 

Sixthly, we gathered some self-report data on 
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neurological and medical history of the subjects 
(e-g. history of seizures, headaches, loss of 
consciousness, neurological exams, serious medi- 
cal problems, etc.). Overall, no significant 
differences were found except high MAO 
females had a significantly higher incidence of 
migraine and other severe headaches. A few 
physical characteristics also differed: the high 
MAO females weres two inches taller, on the 
average, than their low MAO counterparts 
(66.5 inches vs 64.7; P <.05, t-test), and 
26 per cent of the low MAO males were left- 
handed versus 0 per cent of the high MAO 
males (P < .05, Fisher exact test). 

Finally, we inquired about the relatives of the 
MAO-defined probands and these data are 
reported in Table III. Since two low MAO 
males had been adopted, as well as one low 
and one high MAO female, they were removed 
from the sample. Among the males, the low 
MAO subjects had significantly more relatives 
who had attempted or completed suicide (P 
< .01) than the high MAO subjects. Among the 
34 male and female low MAO probands, five 
had male relatives with suicide or suicide 
attempts whereas no male relative of a high 
MAO proband had done so (Fisher exact test, 
P <.05). No similar relationship was found 
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among female attempters. Examining com- 
pleted suicides, 4 of the 34 low MAO males and 
females had relatives who had completed 
suicide but none of the high MAO males and 
females had relatives who had completed a 
suicide (P = .057, Fisher exact test). Among 
the females, the low MAO subjects had sig- 
nificantly more relatives who had seen a 
psychiatrist (P <.05). Limiting the analyses 
only to the families where at least one member 
had seen a psychiatrist, a significantly greater 
percentage of the relatives of low MAO pro- 
bands had psychiatric contact (P <.01) in 
comparison with high MAO probands. 


Current Psychological Functioning and the MMPI. 
The current psychological functioning of the 
high and low MAO groups was assessed by the 
MMPI, and the results are presented in 
Table IV. With respect to the low MAO males, 
they scored in the more pathological direction 
on seven of the eight pathological scales 
(Probability of this happening by chance = 
.035, Binomial test). The low MAO males had 
significantly higher scores on the hypochon- 
driasis scale (P <.05), the hysteria scale 
(P <.01), and the psychopathic deviate scale 
(P < .05). There were no significant differences 














Number of known relatives i 
Per cent of relatıves who have seen a psychiatrist 

Per cent of relatives in families where it occurred 
Per cent of relatives with psychiatric hospitalization 

Per cent of relatives ın famılıes where it occurred 
Per cent of relatives with suicide and attempts 

Per cent of relatives where such cases occurred 
Per cent of relatives with alcohol problems 

Per cent of relatives in families where it occurred 
Per cent of relatives with delinquency problems 


Tase III 
Relatives) of MAO-defined probands 
Males Females 

Low (17) (High 17) Low (17) High (16) 
Mean Mean Mean Mean 
11.94 12.59 11.06 12 94 
7.53 5.47 16 65 6.00* 
18.29 10.33 31.44 13.71** 
4.76 1.35 2.06 2.50 
13.50 11.50 8.75 10.00 
4.81 0.29 2.18 2.13 
12 83 5.00. 12.33 11.33 
5.94 4.53 8.53 5.31 
10.10 9.63 16.11 17.00 
2.35 0.76 1.88 3.06 
13.33 13.00 16.00 9.80 


Per cent of relatives in families where it occurred 





1 Relatives included siblings, parents, parents’ siblings, and grandparents. 


* P < .05 (t-test). 
** P < 01 (t-test). 
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Taste IV 
MMPI psychopathology scales 
Males Females 
Low MAO High MAO Low MAO High MAO 
Mean Mean t Mean Mean t 
Hs + K 13.68 11.00 —2.08* 13.89 1$- .47 1.63 
D - 19.26 19.35 0.07 22.72 23.33 0.33 
y 22.95 18.35 —2,87** 21.83 24.33 1.52 
Pd +K 27.42 23.65 —2.23* 26.72 26.20 —0.24 
MF 31.79 28.35 —1.85 38.17 39.33 0.73 
Pa 12.68 10.94 —1.47 10.94 11.47 0.41 
Pt ++K 28.84 26.59 —0.99 29.06 31.73 1.23 
Sc +K 31.68 . 28.76 —1.11 31.33 30.67 —0.41 
Ma+K 24.32 22 24 —1.24 23.06 21.40 —1.46 
*P <.05 
*P <.01 


on the individual scales for the high vs low MAO 
females. 

Using Peterson’s signs (1954) for a psychotic 
MMPI profile (schizophrenia plus three other 
scales elevated more than two standard de- 
viations), eight of the low MAO subjects of both 
sexes and only one of all the high MAO subjects 
had such a profile (P < .05, Fisher’s exact test). 


MAO and AER Defined High Risk Subjects 


Applying the AER criteria to the MAO 
groups, the low MAO group of males was 
further subdivided into 12 low MAO subjects 
who were augmenters (and therefore especially 
at risk for affective disorders, Buchsbaum et al, 
1973) and 7 reducers. Among females, there 
were 12 low MAO augmenters and 6 reducers. 
An examination of the interview data yielded 
few significant differences. Nevertheless, those 
uncovered seem important. Among the low 
MAO augmenters, six subjects had relatives 
who had attempted suicide, while there were 
none among the low MAO reducers (P < .05, 
Fisher’s exact test) and none in the high MAO 
group (P < .025). These findings are reported in 
more detail elsewhere (Buchsbaum, Haier and 
Murphy, 1977). The low MAO male aug- 
menters also used significantly more CNS 
depressants than the high MAO group. Among 
the females, there were significantly more low 
MAO augmenting subjects (8) who had 


alcoholic relatives than low MAO reducing 
subjects (1) (P < .05, Fisher exact test). 

An examination of the MMPI data revealed 
that the low MAO augmenters (male and 
female) had significantly higher scores on the 
MMPI schizophrenia scale (Ms = 33.54 w 
27.76, t = 2.08, P < .05) than the low MAO 
reducers. Further, the low MAO augmenters 
(for total sample and for the males) had 
significantly higher scores on the schizophrenia 
scale than the high MAO group (for total 
sample, t = 1.81, P <.05;# = 1.71, P <.05 
for males). Recall that without the augmenting- 
reducing dimension, this scale did not differen- 
tiate the two groups. 


Discussion 


The overall picture that emerges from the 
data is consistent in suggesting that the low 
MAO subjects display greater amounts of 
general psychopathology. The low MAO sub- 
jects (particularly the males, who had the 
lowest levels of MAO) (1) showed significantly 
more psychopathology in terms of elevated 
scores on MMPI scales, psychiatric contact and 
hospitalizations, (2) engaged in more antisocial 
behaviour as demonstrated by higher rate of 
convictions and significantly elevated scores on 
the MMPI psychopathic deviate scale, (3) 
engaged in significantly more experimentation 
with drugs, and (4) had relatives who were 
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more disturbed (i.e. more suicide attempts 
among the relatives of the male subjects and 
more psychiatric contact among the relatives of 
the females). Each of the above findings 
deserves more specific comments. . 

Regarding current psychological functioning 
as measured by the MMPI, we might have 
expected the schizophrenia and mania scales 
to be elevated instead of the hypochondriasis, 
hysteria and psychopathic deviate scales. How- 
ever, Rosenthal et al, (1968), while finding no 
statistically significant MMPI scale differences 
between any groups in their study of the 
adopted-away offspring of schizophrenics, did 
observe the hypochondriasis and hysteria scales 
to be the two most elevated in comparison with 
controls. Moreover, high Hy in males has been 
associated with high levels of social activity 
(Drake and Oetting, 1959). 

With respect to psychopathic tendencies, we 
found that the low MAO males, in comparison 
with high MAO controls, had significantly 
more convictions, more elevated scores on the 
MMPI psychopathic deviate scale, and used 
more illegal drugs. This finding is particularly 
interesting in terms of the research which has 
found psychopathy and criminality among 
schizophrenics themselves (Kallman, 1938; 
Kirkegaard-Sorensen and Mednick, 1975), 
among the parents and sibs of schizophrenics 
(Stephens et al, 1975), and among the children 
of schizophrenic mothers (Heston, 1966; Hutch- 
ings and Mednick, 1974; Kallman, 1938; 
Schulsinger, 1972). However, recent studies 
(Fowler and Tsuang, 1975; Kirkegaard- 
Sorensen and Mednick, 1975) have found an 
excess of personality disorders and criminality in 
the spouses of schizophrenics. The fact that 
personality disorders, at least in more severe 
forms, runs in families (Guze et al, 1967) has led 
Fowler and Tsuang (1975) to suggest that the 
psychopathic spouse rather than the schizo- 
phrenic parent may be the main contributor to 
the personality disorders seen in the children of 
schizophrenics. Our current diagnostic examin- 
ation of the parents of our high risk MAO 
subjects may help clarify the parental origins, 
at least among our sample. 

We also found that our low MAO subjects 
used significantly more mood altering drugs. 
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This is what would be expected in light of the 
known correlations of MAO levels and sensation 
seeking (Schooler et al, in press; Murphy et al, 
1977), and the relation of high drug usage 
among high sensation seekers (Zuckerman, 
1972). An important question is the direction of 
this causality: Does drug use lower platelet 
MAO activity, or do low MAO individuals use 
more drugs? To date, none of the drugs tested 
(amphetamines, cocaine, LSD, barbiturates) 
nor nicotine from cigarettes have been reported 
to significantly lower blood platelet MAO or 
animal brain MAO levels in concentrations 
remotely close to those obtained during use in 
man (Donnelly and Murphy, 1977). To further 
establish the directionality of this relationship, 
we are presently examining the platelet MAO 
levels in the parents of our MAO groups. 

An examination of the relatives of our group 
uncovered a significantly higher incidence of 
suicide or suicide attempts among the relatives 
of the males, a finding previously noted in our 
preliminary communication of these results 
(Buchsbaum et al, 1976). This high incidence of 
suicide among the relatives of our subjects who 
had the lowest levels of MAO, and thus pre- 
sumably a greater biochemical vulnerability’ to 
affective disorders and schizophrenia, is con- 
sistent with the studies of Kety et al (1968) who 
found that suicide was more frequent among the 
biological relatives of adopted schizophrenics, 
and with the study of Schulsinger (1976) who 
found an increased risk of suicide among 
children of schizophrenics. 

Among the non-pathological variables 
studied, the findings that the low MAO 
subjects are higher in sociability replicates 
across species the findings of Redmond and 
Murphy (1975) with rhesus monkeys. Low 
MAO thus might be one component of the 
biochemical basis underlying the reported 
moderate to strong heritability for sociability 
(Buss and Plomin, 1975). This finding is also 
interesting in terms of the relationship between 
social activity and mental illnesses such as 
depression, mania, and schizophrenia. For 
instance, Schildkraut e¢ al (1978) found that 
MAO platelet levels are elevated among 
schizophrenia-related depressions that are char- 
acterized by chronic asocial behaviour. These 
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findings led Schildkraut et al to hypothesize that 
it may be the social isolation component that 
correlates with MAO activity. 

Several’ previously reported associations be- 
tween low platelet MAO activity and migraine 
headaches (Sandler et al, 1974), seizure epi- 
sodes (in one schizophrenic group, Potkin et al, 
1978), alcoholism (Major and Murphy, 1978), 
and chronic marijuana usage (Stillman et al, 
1978), were not statistically confirmed in the 
present study population. Many factors, includ- 
ing low incidence rates in the general population, 
our population age, the general health of a 
college sample, and the different manner in 
which these questions were assessed may 
contribute to the lack of verification of these 
associations. ` 

On the other hand, the adoption rate (4 per 
cent) among our low MAO groups (2 males and 
1 female) is 30 times higher than the U.S. 
adoption rate for similar aged children (0.14 per 
cent, Department of Health, Education and 
Welfare, 1971) and calls for further exploration 
and cross-validation. 

When the low MAO group is contrasted with 
general norms for college students, the level of 
disturbance may be better judged. Thirty-seven 
per cent of our low MAO males and 44 per 
cent of lw MAO females had seen a psychiatrist 
or psychologist versus reports of cumulative 
usage of on-campus psychiatric facilities over 
four years ranging up to a high of 16 per cent 
(Reifler and Liptzin, 1969). In the present 
study, 8 per cent of our high risk, low MAO 
group has been hospitalized for psychiatric 
problems versus an expected rate of 0.5 per cent 
for a similar time period (Farnsworth, 1966; 
Kiersch and Nikelly, 1966; Lohrenz and 
Goldstein, 1968), a sixteen-fold difference. 
Among our low MAO males, 10.5 per cent 
had attempted suicide within the past three 
years, versus an expected annual rate of 0.105 
per cent (Ross, 1969), although a recent study 
by Mishara et al (1976) suggests that rates as 
high as 15 per cent can be found in college 
students. On the MMPI, one would expect 
11 5 per cent of our sample to have three or 
more scales elevated by two standard deviations 
(Weiss et al, 1965); instead, we found two and a 
half times that rate, or 27 per cent of our low 
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MAO subjects to have that many elevated 
scales. 

Given this apparent vulnerability, one might 
wonder what assets the low MAO subjects 
possess which enable them to function with 
relative competence as college students. Four 
factors come to mind. First, the families of our 
high risk groups were remarkably stable during 
their developmental period (to age 16) with only 
8 per cent experiencing a parental separation or 
divorce. Second, family stresses such as deaths, 
illness, family stability in jobs and residences 
were not especially severe for the low MAO 
group. Also, we measured the personal stresses 
of the students themselves and these were not 
more pronounced among the low MAO groups. 
Third, these subjects were quite intelligent 
(mean IQ as measured by the Wechsler Adult 
Intelligence Scale was 116). Finally, sociability 
and the milder forms of manic behaviour are 
quite useful and perceived positively in our 
society. 

Using MAO levels and the AERs together 
seems to further delineate those subjects who 
show a high incidence of pathology. This 
conjunction was also supported by finding 
among a group of 73 psychiatric inpatients an 
association between low MAO augmenting and 
suicide attempts (Buchsbaum, Haier and 
Murphy, 1977). However, it is clear that these 
biochemical and physiological criteria are 
neither the sole nor sufficient conditions for 
manic depressive or schizophrenic disorders. 
What is suggested is that these criteria merit 
further intensive study. 

Finally, let us return to our original question 
—is the pattern of results we have found in this 
study consonant with a predisposition to 
bipolar affective disorder or to schizophrenia, or 
does it represent some nonspecific psychiatric 
vulnerability? Some of the findings in this 
study (increased psychiatric contact among our 
subjects and their families, and general elevation 
of MMPI scales) could support the hypothesis of 
a nonspecific vulnerability, but detailed examin- 
ation of the data suggests that a more specific 
delineation of the vulnerability might be made. 

With respect to a differentiation between 
affective disorders and schizophrenia, most of 
the findings (psychiatric contact, legal con- 
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victions, increased experimentation with drugs, 
and family incidence of suicide) are somewhat 
equivocal, although the findings appear to 
these authors to make a stronger case for 
affective disorders than for schizophrenia. 
Beyond .the above findings, there is no un- 
ambiguous evidence for a predisposition to- 
wards schizophrenia. Indeed, the increased 
psychopathology among those subjects with 
larger AERs (as would be expected in the 
affective disorders) rather than among subjects 
with smaller AERs (as is characteristic of 
schizophrenics) seems to argue against the 
schizophrenia hypothesis. Finally, and perhaps 
most persuasive, is the evidence of increased 
involvement in social relations and activities, 
which is both supportive of the bipolar hypo- 
thesis as well as antithetical to the interpersonal 
withdrawal commonly thought to be char- 
acteristic of pre-schizophrenic conditions. 
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A New Depression Scale Designed to be Sensitive to Change 


By STUART A. MONTGOMERY and MARIE ASBERG 


SUMMARY The construction of a depression rating scale designed 
to be particularly sensitive to treatment effects is described. Ratings 
of 54 English and 52 Swedish patients on a 65 item comprehensive 

- psychopathology scale were used to identify the 17 most commonly 
occurring symptoms in primary depressive illness in the combined 
sample. ner, 

Ratings on these 17 items for 64 patients participating in studies of 
four different antidepressant drugs were used to create a depression 
scale consisting of the 10 items which showed the largest changes with 
treatment and the highest correlation to overall change. . 


The inter-rater reliability of the new depression scale was‘ high. 
Scores on the scale correlated significantly with scores on a standard 
rating scale for depression, the Hamilton Rating Scale (HRS), indicating 
its validity as a general severity estimate. Its capacity to differentiate 
between responders and non-responders to antidepressant treatment 
was better than the HRS, indicating greater sensitivity to change. The 
practical and ethical implications in terms of smaller sample sizes in 


clinical trials are discussed. 


Introduction 


The most common use of psychiatric rating 
scales is probably for comparison of effects of 
new drugs to standard treatment. In most trials 
of antidepressant drugs a difference can be 
demonstrated between pharmacologically active 
compounds and placebo (Morris and’ Beck, 
1974) but only rarely are consistent differences 
found between active drugs even when they are 
known to have different'mechanisms of action. 

One possible explanation is that the standard 
rating scales are not sensitive enough to pick up 
such differences (Angst, 1972) which is not 
surprising if the scales were not designed 
specifically for that purpose. The result has 
often been that the scales reflect diagnostic 
features rather than being sensitive to change. 
We therefore decided to construct a rating scale 
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for depressive illness where sensitivity and 
accuracy of change estimates were to be major 
criteria for the inclusion of items. This work 
was made possible by the recent introduction of 
a new, comprehensive psychopathological rating 
scale or CPRS (Åsberg et al, 1978). The CPRS 
is composed of 65 scaled items covering a wide 
range of psychiatric symptoms. 


Patients and Ratings 


The selection of items for the depression scale 
was based on ratings on the CPRS of 106 
depressed patients, 33 men and 73 women, 
participating in clinical trials of antidepressant 
drugs. Thirty-three were out-patients and 73 in- 
patients. In the majority of cases, two raters 
participated in the interview. Only patients 
with a primary depressive illness (Feighner et al, 
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1972) were included. Inventories (Gurney et al, 
1972) were applied to ensure diagnostic and 
descriptive uniformity. Within this group, a 
wide variation in patient characteristics was 
sought and the sample includes endogenous 
and reactive, psychotic and non-psychotic, 
bipolar and unipolar out-patients and in- 
patients from a wide age range (18-69 years). 
Patients from two countries (England n = 54, 
and Sweden n = 52) were included in order to 
reduce cultural bias in the selection of items. 

CPRS scores after four weeks therapy with four 
antidepressant drugs with different pharma- 
cological profiles were used to study change with 
treatment. The drugs were mianserin, ami- 
triptyline, maprotiline and clomipramine. 
Amitriptyline (Tuck and Punell, 1973), mapro- 
tiline (Maitre et al, 1971) and clomipramine 
(Hamberger and Tuck, 1973) block neuronal 
reuptake of noradrenaline, directly or by means 
of endogenously formed metabolites. Clomi- 
pramine is also a potent serotonin uptake 
blocker (Asberg et al, 1977). Amitriptyline may 


also affect serotoninergic neurones (Tuck and 
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cholinergic effects (Mass, 1975); it is also 
thought to have a stronger sedative effect than 
the other drugs (Silverstone and Turner, 1974). 
Mianserin appears to lack uptake inhibiting 
effects (Ferl et al, 1973) as well as anticholinergic 
effects (Coppen et al, 1976) and its mechanism of 
action is not clear. 

Of the 64 patients for whom scores were 
available from before and after four weeks of 
treatment 35 were simultaneously rated’ on the 
Hamilton Rating Scale (HRS) (Hamilton, 1967) 
and on a 7-point scale for global severity of 
illness. 


Construction of the Scale 


Parametric statistical methods were used 
except when dealing with ranked data as 
recommended by Anderson (1961) and Boneau 
(1961). The difference between pre-treatment 
scores has been used as an estimate of change, 
both for individual and sums of items. 


Preliminary item selection 
The frequency of scores above zero on all 





Punell, 1973) and has pronounced anti- of the 65 items as well as the ranking by inci- 
TABLE I 
Frequency of scores above zero and correlation between English and Swedish raters on the 17 most commonly scored items of the 
CPRS 
Frequency of scores above zero Interrater reliability between 
in per cent (both samples English and Swedish rater 
Item combined, n = 106) (a = 11) 

Reported sadness 100 0.96 

Apparent sadness 99 0.90 

Lassitude 96 0.78 

Inner tension 95 0.90 

Pessimistic thoughts 94 0.53 

Inability to feel 93. - 0.41 

Worrying over trifles 91 0.78 
Concentration difficulties 88 0.80 

Observed muscular tension 88 0.74 

Suicidal thoughts 87 0.71 
Fatiguability 86 0.89 

Reduced sleep 83 0.76 

Indecision 81 0.27 s 
Reported autonomic disturbances 79 0.72 

Reported muscular tension _ 74 0.59 

Reduced appetite 73 0.95 

Agitation 73 0.62 
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dence were remarkably similar in the Swedish 
and the English samples (r = +.88, rho = 
+.88, P for both <0.001 (Montgomery et al, 
1978a). Since the agreement between ratings of 
English patients by English and Swedish raters 


was generally high (Table D it was decided to, 


merge the two samples in the further cal- 
culations. 

An arbitrary ctt-off point of 70 per cent 
occurrence was used to identify, the 17 most, 
common items (Table I) in the total sample of 
patients. The sum of scores on these 17 items 
was used as a preliminary estimate of severity 
of the illness. This estimate was significantly 
correlated with the HRS scores (r = 4.94, 
P <0.001) and also with the global scores 
(r = +.89, P <0.001) during the fourth 
treatment week. Before treatment these corre- 
lations were slightly lower as would be expected 
from the more restricted range of scores (HRS, 
r = +.73, Global, r = +.61, P for both 


<0.001). 

; Tase II 
Mean change. (regardless of direction), and correlation 
between change on e item and sum of change on the 


preliminary 17 item scale (n = 64). The items are ranked 
in order of descending Sensuivmity on both estimates combined 


Correlation ee 


to - Mean to total . 
Item change , change 
Apparent sadness 2.12 0 84 
Reported sadness 2.19 0.73 
Inability to feel 1:988 + 0.75 
Inner tension Jo 1.79. 0 73 
Suicidal thoughts 2.03 0.64 
`. Lassitude 1.61 0.79 
Concentration difficulties - 1.79 0.69 
Reduced sleep ~ 2 45 0 49 
Reduced appetite - 1.78 0.63 . 
Pessimistic thoughts 1.69 > 0.64: 
Worrying over trifles 1.88 0.46 
Fatiguability 1.73 0.58 ` 
Muscular tension (reported) 1.41 0.56 
Muscflar tension (observed) 1.22 0.49 
Indecision 1.57 0.44 
Autonomic disturbances 1.60 0.40 
0.99 0.34 


Agitation 


A NEW DEPRESSION SCALE DESIGNED, TO BE SENSITIVE TO CHANGE 


Selecting items for sensitivity 

Two different estimates of sensitivity were 
used (Table II). Firstly the mean changes of 
scores (absolute values) on each of the 17 items 
after four weeks of treatment were calculated 
and ranked. The second estimate was the 
correlation between change’ on each item and 
the overall change on the preliminary 17 item 
scale over the four weeks. These estimates reflect 
different aspects of sensitivity to. change. 
Ideally, an item should both yield large changes 


‘(that can be reliably rated) and: be strongly 


correlated to general amelioration of depression. 
This is not always the case. j 

For example, reduced sexual interest yielded 
large changes but was less well correlated ,to - 
general outcome. Inclusion of an item like this 
in a: aac might spurionsly inflate the change 
scores: ' 

The summed ranks on both. estimates were 
used to select the 10 most sensitive items for the 
final depression rating scale, which is Tihog in, 
the Appendix. 


‘Reliability sad Validity of the New “4 
, Depression Scale 
Interrater reliability 


' Data from the conjoint interviews were used 
to compute interrater correlations, Comparisons 


' between two English raters, two Swedish raters 


and: one English and one Swedish rater, rating 


_ English patients, are given in Table III. The 


interrater reliability in the simultaneously 
performed HRS ratings is shown for comparison. 
The interrater correlations are satisfactory--for. 
both scales, for raw scores as well as’ s- for differ- 
ence scores. 

To test the robustness of the instrument in the 
hands of untrained raters, ratings- were also 
performed by a trained psychiatrist anda 
general practitioner or a psychiatric, nurse (a 


.detailed account of the procedure is ‘given 


elsewhere; Montgomery et al, 1978). Also. in this 
setting the interrater correlations were high 
(Table III). 


Validity studies 
-To test the validity of a scale which estimates 


_.the severity of depression a comparison must 
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Tase III 


Interrater tani of the new depression scale with different rater pairs. Interrater correlation between <iniillineciady 
performed Hamilton scale ratings are shown unthin brackets for comparison. All correlations are highly significant (P < 0.001) 

















Rater pair r n 
Two English raters : 
before treatment 0.89 (HRS: 0.89) 30 (HRS: 25) 
- during treatment 0.95 (HRS: 0.98 20 (HRS: 14) 
difference 0.90 (HRS: 0.91) e 13 (HRS: 12) 
Two Swedish raters 
i before treatment 0.95 ie ee. 422 
-One English, one Swedish rater i 
various stages of treatment 0.97 ll 
Psychiatrist and general practitioner 
various stages of treatment 0.97 17 
Psychiatrist and nurse yi f ; 
various stages of treatment 0.93 i ` 12 








be made with an independent measure. An 
experienced clinician’s global judgement as to 
whether the patient has responded or not is the 
criterion against which depression scales should 
be judged. As a preliminary validation of this 
scale’s capacity to .identify responders and 
non-responders to treatment we compared the 
scale scores with a clinician’s global judgement 
in a sample where there was a clear cut differ- 
entiation between responders (18 patients) and 
non-responders (17 patients). ` 

Point biserial correlations between response 
category and change scores were calculated for 
the preliminary 17-item scale, the final 10-item 
depression scale and.the Hamilton Rating 
Scale. All correlations were highly significant. 
The correlations were used to determine which 
of the three scales differentiated better between 
responders and non-responders to, treatment. 
The best correlation was achieved with the 
10-item depression scale (r = +.70), the next 
best was with the 17-item preliminary scale 
(r = +.67). Of the three the HRS was the 
least able to discriminate (r = +.59). Converted 
into approximate patient numbers needed to 
achieve equivalent significance at different 
levels, for a point biserial correlation of this 
order 28 patients would have been needed to 
reach a significance at the 0.001: probability 


level with the HRS, compared with 19 patients 
onthe l0itemscale. ` 


Discussion 


The major requirements of a rating scale for 
antidepressant treatment effects is that it should 
be short and easy to apply in a clinical setting, 
relevant for depressive illness, and provide a 
sensitive and’ accurate estimate of change 
(Hamilton, 1976; Carroll et al, 1973; Åsberg 
et al, 1973). 

It would of course be possible to use a very 
extensive rating scale covering all aspects of 
depressive illness. A scale of this type might be 
more likely to pick up unexpected differences in 
the spectrum of action of drugs. However, the 
presence of a large number .of items that were 
scored. in only a few patients would tend to 
introduce and increase the random error. More 
important, the ratings would be cumbersome 
and time-consuming to undertake. Unskilled 
raters might have difficulties in covering a 
large number of items in a single interview. 
Repeated asking of questions which appear 
irrelevant to the patient might also be detri- 
mental to clinical rapport and reduce the 


‘validity of the information provided. 


When reducing the number of items, it is 
important that those included are relevant to 
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the illness and indeed occur in the majority of 
cases. An item may be both of diagnostic 
importance and likely to change with treatment 
but because it occurs so infrequently it might 
diminish the overall sensitivity of the scale. 
Examples of this type which failed to meet our 
frequency criterion for consideration are. Ideas 
of Persecution and Compulsive Thoughts. Simi- 
lar items were included in the initial version of 
the Hamilton Rating Scale (Hamilton, 1960) 
but excluded later (Hamilton, 1967). 


Sensitivity of the scale in this context refers 
to its capacity to measure change. Change will 
be most sensitively recorded on items which are 
not restricted in range, but when the full width 
of the scales are used for the ratings. Restriction 
of the range might occur if a positive score on an 
item reflects a personality trait which is unlikely 
to change with short term treatment, rather than 
a symptom of an illness. It might also occur as a 
result of central tendency error, in which raters 
tend to avoid using the extreme ends of the 
scales (Guilford, 1954). 


Change estimates should also be accurate 
and reflect a change in general severity of 
depressive illness. Some items may show a high 
degree of change without this being related to 
the illness as such. Hospitalization would be 
expected to have effects, for instance, on sexual 
interest and general levels of activity. Increased 
severity of some symptoms (for instance auto- 
nomic disturbances) may be side-effects of an 
antidepressant drug treatment. 


The 10 items included in the new depression 
scale are all core symptoms of depressive illness. 
A few characteristic symptoms are, however, not 
included. Motor retardation (called Slowness of 
Movement in the full CPRS) is perhaps the 
most conspicuous omission. It was excluded from 
the primary selection, since it occurred in 
relatively few patients (63 per cent of the 
English patients and 69 per cent of the Swedish 


patients). Clinical experience shows that motor ' 


retardation only occurs in a proportion of 
patients and this is indeed the background of 
one of the classifications of depressive illness into 
retarded and non-retarded forms. In any case 
the mean change in Slowness of Movement was 
smaller than for any item included in the scale 
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and the correlation of change to overall amelior- 
ation was comparatively low (r = +.57). 

The large number of rating scales available 
to clinical investigators is a problem in psych- 
iatric research (Pichot, 1972) and the com- 
parability between scales is rarely known. It is 
therefore important that a new rating scale 
should be shown to have clear advantages over 
existing instruments before it is accepted for 
research purposes. Our scale appears to have. 
certain advantages, even when compared to the 
most widely used depression rating scale, the 
Hamilton Rating Scale. 

Our depression scale has fewer items to score 
than the HRS (10 vs 17) and a reduction in 
reliability might be expected. However, we have 
demonstrated equally high reliabilities with the 
HRS and the 10 item scale. The scale can be 
used by trained nurses and psychologists as well 
as by psychiatrists (Montgomery et al, 1978b). 
It appears to be a more precise measure of 
change than the HRS. This means that sig- 
nificant differences between treatments may be ` 
revealed with smaller numbers of patients. In 
clinical trials this is important for ethical 
reasons, since fewer patients need to be éxposed 
to possibly inferior treatments. 

There is a definite need for simple, clinically 
oriented rating scales to measure treatment 
effects in other psychiatric syndromes such as 
mania, schizophrenia and anxiety states. To our 
knowledge, the strategy we employed for 
arriving at an empirically founded scale has not 
previously been used and should prove valuable 
in constructing further scales. 
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APPENDIX 


Montgomery and Asberg (MADRS) Depression 
Rating Scale. 


The rating should be based on a clinical interview 
moving from broadly phrased questions about 
symptoms to more detailed ones which allow a precise 
rating of severity. The rater must decide whether the 
rating lies on the defined scale steps (0, 2, 4, 6) or 
between them (1, 3, 5). 

It is important to remember that it is only on rare 
occasions that a depressed patient ıs encountered who 
cannot be rated on the items ın the scale. If definite 
answers cannot be elicited from the patient’ all 
relevant clues as well as information from other 
sources should be used as a basis for the rating in line 
with customary clinical practice. 

The scale may be used for any time interval’ 
between ratings, be ıt weekly or otherwise but this 
must be recorded, 


+ Item Last 


1. Apparent sadness 

Reported sadness 

Inner tension 

Reduced sleep 

Reduced appetite 

Concentration difficulties 

Lassitude 

Inability to feel 

Pessimistic thoughts ' . 
Suicidal thoughts 


SLNN ON 


— 


_ 


Apparent Sadness 


Representing despondency, gloom and despair, 
(more than just ordinary transient low spirits) 
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reflected in speech, facial expression, and posture. 
' Rate by depth and inability to brighten up. 

0 Nosadneass, 
.1 f 
Looks dispirited but does brighten up 
without difficulty. 


N 


3 . 
4 Appears sad ang unhappy most of the time. 
é : 

6 


Looks miserable all the time. Extremely 
despondent. 





2. Reported sadness 
Representing reports of depressed mood, regardless 


of whether it is reflected ın appearance or not.. 


Includes low spirits, despondency or the feeling of 
being beyond help and without hope. 

Rate according to intensity, duration and the 
extent to which the mood is ren to be influenced 
by events. 


0 Occasional sadness in keepmg with. the 


circumstances. 
` l r 
2 Sad or low but brightens up without difficulty. 
3 . 
_4 Pervasive feelings of sadness or gloominess. 
The mood 1s still influenced by external 
_ circumstances. 
5 ; 
6 ‘Continuous or unvarying sadness, misery or 
” despondency. 








3. ` Inner tension 
Representing feelings of ill-defined discomfort, 
edginess, inner turmoil, mental tension mounting to 
either panic, dread or anguish. 
Rate according to intensity, frequency, duration 
and the extent of reassurance called for. 
0 Placid. Only fleeting inner tension. 
l 
2 Occasional feelings of edginess and il- 
‘definea discomfort. 


4 Continuous feelings of inner tension or 
mtermittent panic which the patient can only’ 
master with some difficulty. 


6 Unrelenting dread or anguish. Overwhelming 
panic. < i 
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4. Reduced sleep 
Representing the experience of reduced duration or 
depth of sleep compared to the SETS s own normal 
pattern when well. 
0 Sleeps as usual. 
1 
2 Slight difficulty dropping off .to sleep, or 
slightly reduced, light or fitful sleep. f . 
3 
4 Sleep reduced or broken by at least two 
hours. 
5 , i 
6 Less than two or three hours sleep. 








5. Reduced appetite’ 


Representing the feeling of a ba of appetite 
compared with when well. Rate by loss of desire for ’ 
food or the need to force oneself to eat. «© | ‘+ 


0 Normal or increased appetite. | - 
Slightly reduced appetite. , 


No appetite. Food is tasteless. 


naoa e oN 


Needs persuasion to eat at all. 





6. Concentration difficulties : 
Representing difficulties ın collecting one’s thoughts 
- mounting to mcapacitating lack of concentration. 
Rate according to intensity, eo ee and degree` 
ofincapacity produced. ' 
0 No difficulties in concentrating. 
4 
. 2 Occasional difficulties in collecting ‘one’s 
thoughts. 


4 Difficulties in concentrating and sustaining ` 
thought which reduces ability to read or hold 
‘ a conversation. 


Qr 


6 Unable to read or converse without great’ | 
difficulty. 





7. Lassitude ] ; i 
Representing a diffculty getting started or slowness 
initiating and performing everyday actiyities. 
_0 Hardly any difficulty in getting started. No 
sluggishness. 
D, sacs 
Difficulties in starting activities, ` 


wK 
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4 Dhfficulties in starting simple routine activities 
which are carried out with effort. 


6. Complete lassitude. Unable to do anything 
without help. 


8. Inability to feel 
Representing the subjective experience of reduced 
interest in the surroundings, or activities that norm- 
ally give pleasure. The ability to react with adequate 
emotion to circumstances or people is reduced. ` 
0 Normal interest in the surroundings and in 
other people. 


Reduced ability to enjoy usual interests. 


Loss of interest in the surroundings. Loss of 
feelings for friends and acquaintances. 


The experience of being emotionally para- 
lysed, inability to feel anger, grief or pleasure 
and a complete or even painful failure to feel 
for close relatives and friends. ; 





9. Pessimistic thoughts 
Representing thoughts of guilt, inferiority, self- 
reproach, sinfulness, remorse and ruin. 
0 No pessimistic thoughts. 


s 
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2 Fluctuating ideas of failure, self-reproach or 
self depreciation. 


4 i Persistent self-accusations, or definite but 
still rational ideas of guilt or sin. Increasingly 
pessimistic about the future. 


6 Delusions of ruin, remorse or unredeemable 
sin. Self-accusations*which are absurd and 
unshakable. 


10. Suicidal thoughts 


Representing the feeling that life is not worth 
living,- that a natural death would be welcome, 
suicidal thoughts, and preparations for suicide. 

Suicidal attempts should not in themselves 
influence the rating. 

Enjoys life or takes it as 1t comes. 


Weary of life. Only fleeting suicidal thoughts. 


Bh OOD © 


Probably better off dead. Suicidal thoughts 
are common, and suicide is considered as a 
possible solution, but without specific plans 
or intention. 


non 


Explicit plans for suicide when there is an 
opportunity. Active preparations for suicide. 
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Clinical Response and Tricyclic Plasma Levels During » 
Treatment with Clomipramine - 


By L. DELLA.CORTE, A. D. BROADHURST, G. P. SGARAGLI, S. FILIPPINI, 
A. F. HEELEY, H. D. JAMES, C. FARAVELLI and A. PAZZAGLI 
SUMMARY Fifty depressed in-patients at two psychiatric units, one 
‘ in Italy the other in England, were treated with clomipramine, either 
orally, or intravenously and orally. A comparison of clinical response 
with plasma levels of clomipramine and its metabolite, desmethyl- 
clomipramine, showed clear relationships especially in the case of 
desmethylclomipramine. Inthe intravenously-treated group this was 
linear, in the orally-treated group it was curvilinear. Plasma levels of. 
desmethylclomipramine and administered clomipramine correlate 
highly. - + oe 

These findings, together with the fact that significant clinical im- : 
provement was observed in only 55 per cent of the patients, suggest 
that titration of the administered dose to obtain more effective plasma 


levels of the metabolité might improve the clinical response to the drug 


in some patients. 


Introduction 


It has been shown that a proportion of 
depressed patients do not respond to’ tricyclic 
drugs (Medical Research Council, 1965), and 
this present study was designed to examine this 
fact and to suggest an explanation and possibly a 
remedy. ; 

Studies’ on the relationship between clinical 
effect and plasma levels for various types of 
tricyclic antidepressants have yet to produce 
conclusive results. The disparities in various 
findings undoubtedly reflect the great metho- 
dological problems encountered. Since the 
introduction of sensitive, specific and repro- 
ducible methods of analysis of plasma concen- 
trations, therapeutic response and plasma level 
have been studied most frequently in patients 
treated with nortriptyline (Asberg et al, 1971; 
Burrows et al, 1972; Kragh-Sorensen et al, 1973; 
Burrows et al, 1974; Ziegler et al, 1976; Ziegler 
et al, 1977), amitriptyline (Braithwaite et al, 
1972; Ziegler et al, 1977; Kupfer et al, 1977; 
Coppen et al, 1978) or imipramine (Gram et al, 
1976 ; Glassman et al, 1977; Reisby et al, 1977). 


However, the, pharmacokinetic profile ‘of . 
clomipramine, despite its wide use in the 
treatment of depressive illness, has riot yet been 


` fully characterized. 


In the present study plasma levels of clomi- 
pramine (CI) and its metabolite ‘desmethyl- 
clomipramine (DMCI) were measured and 
assessed against clinical response. There were 
two groups’ of patients, making a total of 50 in 
all, who underwent the different dosage regimes 
(intravenous, oral) of CI, which represent 
accepted clinical practice with this drug. 

Although the two groups of patients were 
followed up in two different clinics; one in Italy 
and the other in England, a comparison of the 
results was made possible by a standardization 
of methods; the same criteria in patient selection 
and clinical assessment were followed in both 
clinics, and plasma levels were measured in the 
same laboratory by the same analytical tech- 
nique. ae i 

The study has enabled an examination of a 
relatively large numbers of patients, and apart 
from the examination of clinical response the 
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method allowed a reassessment of the well- 
known variability in plasma level for differing 
drug dosages and also presented an opportunity 
to examine the relative activity of CI and its 
major metabolite DMCI. 


Methods 


This study was conducted on 50 in-patients 
suffering from depressive illness severe enough 
to warrant admission to one of two similar 
psychiatric clinics, one in the University of 
Florence, Italy (UF) and the other in the West 
Suffolk Hospital, Bury St Edmunds, England 
(WSH). All patients were of similar age group 
and satisfied the Feighner criteria (Feighner et.al, 
1972) for diagnosis of primary depressive illness. 
These are—for primary depression—a dys- 
phoric mood accompanied by at least five of the 
following criteria for a ‘definite’ diagnosis 
(i) poor appetite or weight loss exceeding 2 lb 
per week or 10 lb per year (ii) sleep difficulties 
(iii) loss of energy (iv) agitation or retardation 
(v) decrease in sexual drive or activity (vi) 
feelings of self-reproach or guilt (vii) complaints 
in difficulty in thinking or concentration 
(viii) recurrent thoughts of suicide. A final 
requirement is that no other psychiatric illness 
pre-exists within a month of the depressive 
disorder. 

There were 20 patients in the UF group, 
7 male and 13 female, whose ages ranged from 
32 years—78 years (mean 51.5 years) and whose 
weights ranged from 47 Kg-75 Kg (Mean 


63.9 Kg). The WSH group consisted of 13 . 


male and 17 female patients whose ages ranged 
from 23 years-73 years (Mean 51.0 years) and 
whose weights ranged from 37 Kg-88 Kg 
(Mean 63.2 Kg). There were no significant 
differences in age or weight when male and 
female patients were compared. 

These two groups entered a different treat- 
ment schedule, the UF patients underwent a 
mixed intravenous-oral CI treatment while 
WSH patients were treated exclusively with 
oral CI. 


Dosage regimen 

After recruitment to the study a ‘wash-out’ 
period of three days was allowed. During this 
period and the subsequent period of treatment 
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the patients were given no other drugs except 
benzodiazepines. 


(i) Intravenous-oral treatment of UF patients 


The UF patients were started on clomi- 
pramine hydrochloride (Anafranil), adminis- 
tered intravenously, immediately after the 
‘wash-out’ period. The CI regime initially 
consisted in increasing the intravenous dose 
which was then tailed off and replaced by oral 
administration (Fig 1). The daily dose, diluted 
to 250 ml of normal saline, was administered at 
0900 hours over an infusion period of two hours. 
Oral replacement doses were given three times 
daily, at 0900, 1200 and 2200 hours. The full 
intravenous dose of 125 mg started on day 9 of 
treatment and the full oral dose of 125 mg was 
given from day 19 onwards. Within the following 
two weeks patients were discharged, when they 
were maintained on lower doses with- weekly 
clinical assessment as out-patients. 


(ii) Oral treatment of WSH patients 

Following the ‘wash-out’ period the WSH 
patients were immediately started on a fixed 
dose of clomipramine hydrochloride (Anafranil), 
administered orally in a dose of 50 mg at 0700, 
1400, and 2200 hours. This dosage schedule 
continued unchanged for the next twenty-one 
days. 


Clinical assessment 


In all patients the severity of their depressive 
state was quantified by means of the Hamilton 


‘rating scale (Hamilton, 1960). As assessment was 


made again on day 0, 6, 10, 18 and 32 of 
treatment and on day 3, 7 and 21 of treatment © 
for the UF patients and the WSH patients 
respectively. These assessments were carried out 
at approximately the same time of day on each 
occasion in order to minimize the effect of 
diurnal variation of symptoms. The change in. 
the severity of depression was expressed as the 
percentage reduction between the Hamilton 
score on various days and initial scoyes. Full 
interrater reliability studies were not feasible 
but psychiatrists from both centres met and 
clarified the. entry criteria in detail. There was 
no difference between the means of Hamilton 
scores at inclusion in the study between the two 


‘ 
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groups thus emphasizing the close ‘similarity in 
illness severity. At the end of ‘the trial an 


‘independent clinical assessment was made, 


using all available information about individual 
patients concerning: résponse, favourable or 
unfavourable, over as one a follow-up period 
as possible. 


Plasma estimations ° 


‘Plasma concentrations of CI and DMCI į were. 


measured at various times during CI treatment. 
The’ UF patients had blood samples taken 
l- hour and 22° hours. after the intravenous 
infusion of the preceding dose was terminated. 
‘During full oral treatment blood’ samples of 
UF ‘patients and WSH patients were taken 
two hours after‘administration of the morning 
‘dose. The blood (10 ml) was collected into 
heparinized tubes or into’ tubes containing 
sodium. citrate. Plasma levels of CI and DMCI 
were measured by gas liquid chromatography 


using a nitrogen detector. The method has been 


described previously (Broadhurst et al, 1977). 
The chromatographic peaks found. for CI and 


DMCI where shown to be related to the . 


authentic substances by mass spectrometry. ; 
Benzodiazepines were shown not to interfere 


with the analysis and moreover it has been 
shown that- these drugs do not modify the 


pharmacokinetics of tricyclic antidepressant 
-drugs in man (Silverman and Braithwaite, 
1973; Gram et al, en 


" Statistical méthods - 


(O 
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concentrations were measured 22 hours after 
the previous dose much lower values were 
found as compared to |. hour. post-infusion 
levels. However no significant differénce was 
observed when approaching full oral dosage, In 
the case of i.v. CI it is interesting to observe that 
CI levels at 22 hours were decreased by 50 per 


-cent from’ 1 hour values.: This chance finding 


‘suggests that the mean half-life of CI could, be 
appr oemel 22 hours under these conditions. . 


' PLASMA LEVEL (ng/ml) - 
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Fio 1 «—Trcyclic plasma levels for the 20 UF patients. 
-O, 1 hour after i Lv. infusion; @- @, 22 hours . 








nes. after i i.v. infusion). Each point represents the mean value 


Statistical analyses ‘including inaia values - 
‘of the Hamilton scale were carried out with the - 


use of non-parametric techniques (x23, Mann- 
Whitney U test and Spearman rank order 
correlation o Macun 


` Results ae 

Fig l tent abe concentrations of ;CI and 
DMCI in plasma against time, during treat- 
ment of the 20 UF patients. When plasma 
concentrations were measured | hour after the 
intravenous infusion, CI levels increased almost 
‘linearly up to a maximum of about 300°ng/ml, 
` following the highest intravenous: dose of 125 
mg, then a decrease followed the gradual 
substitution with the oral dose. When CI 
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Fic 2.—Relationship between tricyclic’levels and duration’ 
of oral CI treatment in’ the 30 WSH patients. (O——O, 


_Plasma CI mean + S.E.; @——®, plasma ` DMCI 


mean + S.E.). - 
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Plots of DMCI levels against time gave 


sigmoidal curves, both at 1 hour and 22 hours , 


after the preceding: dose. Although values at 


22 hours were higher, the variability was such’ 


that they were not significantly: different from 
those obtained at 1 hour. The first phase of the 


sigmoidal curves was ‘represented by, a very ’ 


slow increase during the whole period of 
intravenous infusidn. DMCI was less than 
‘100 ng/ml following the maximum intravenous 
dose, then a dramatic increase: was observed 
when oral treatment started. Levels of about 
400 ng/ml were reached two weeks after total 
substitution with oral treatment. 

A different pattern of CI and DMCI plasma 


levels was obtained during treatment of the 30° 


WSH patients (Fig 2). Plasma levels of CI were 
found not significantly changed between the 
third and the twenty-first day of treatment. 
. However, DMCI plasma levels were found to 
increase with time, doubling their concentrations 
between the third and the twenty-first day of 


treatment. When the results obtained from the. 


two groups of patients are compared, it is 
interesting to observe that while higher levels of 








TABLE 
CI dosage, plasma concentration of CI ia DMCI a clinical response ın 50 depressed patients. Pius, represent means, 
standard errors and ranges i 
2 p Hamilton 
Day of - Plasma concentration (ng/ml) score DMCI 
Group of treat- Dose improvement 
patients ment (mg/Kg) CI DMCI CI +DMCI (percentage) .- CI. 
UF . : 
Responders igs 2114012 217430 361+49° 579+ 57 . 6445 1 96 +0.34 
(n = 11) (L 47-2.78) (85-384) (70-570) (174-819). (42-77) (0.45-3.83) 
Non-responders 16*` 1 95+0 10. 144426, 136+36- 280 +53 25+6 1.11 +0.32 
(n = 9) ou, (1 42-245) - (55-281) (26-378) (100-659) (0-56) (0.33-3,,42) - 
N.S. N.S. N.S. P <0.01 P <0.01 P .<0.01 P <0.05 
WSH ‘ i j . . 
Responders 21 2 18+0 15 173+20 396 +50 568+ 50 75+4 + °2.61+0.39 
(n = 17) . (1.30-3.13) (79-338) . (127-684) (222-913) (52-95) (0.72-5, 86) 
e © | be 
Non-responders - 21 2.29+0 20 144+13 492+99 637 +105 19 +6 3.67 +0.75 
(a = 13) (0.94-3.33);, (40-198) ' (83-1053) (183-1237) (0-50) (0.46-9.17) 
— N.S. N.S. N.S. N.S. P <0.001 N.S. l 





* Median day of treatment from data obtained at different times from day 10 onwards (see text). 
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CI were reached following intravenous treat- 
ment, the oral treatment was characterized by 
higher levels of the metabolite DMCI. Another 
interesting finding is that the inter-patient 
variation of plasma levels was marked, DMCI 
showing a much higher variation than CI, in 
spite of the fact that all patients were receiving 
the same dose of CI. ; 

Considerable variations in the body weight 
of the patients could have been’ responsible, at 
least in part, for the inter-patient variation seen 
in plasma levels. There was, found to be a 
significant relationship between the dose of CI, 
expréssed in mg/Kg body weight, and the 
plasma level of DMCI. This relationship was 
significant, for the UF patients: starting from 
day 10 of treatment, after - full intravenous’ 
dosage had been reached and on day 21 of 
treatment for the WSH patients (Fig. 3). In 
both groups no correlation was found to exist 
between dose per unit body weight and plasma 
CI concentrations. ° : 

As to clinical improvement not all patients 
responded adequately to treatment. The. thera- 
peutic effect was monitored by using the 
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Hamilton rating scale together with final 
assessment as described earlier. The Hamil- 
ton scores for the two treatment groups 
are shown:in Fig 4. Maximum agreement 
between -clinical assessment and reduction in 
the Hamilton score was found when a reduction 
in the Hamilton scores higher than 50 per cent 
was taken as an index of reasonably satisfactory 
improvement. Patients who, at the end of 
treatment, achieved a reduction in the Hamilton 
scores higher than 50 per cent were classified as 
responders. Responders showed a significantly 
lower Hamilton score from day 10 onwards in 
the UF group and on day 21 in the WSH 
group. These findings were reliably confirmed by 
clinical assessment of response. 

The possibility that'a difference of CI and/or 
DMCI plasma levels could’ be responsible for a 
difference in clinical improvement was examined 
separately for responders and non responders. 
Plasma levels of CI, DMCI and CI plus DMCI, 
measured at 22 hours after the preceding dose, 
in responders were characterized by a regression 
line significantly higher than non-responders. 
They showed plasma levels of both CI and 
DMCI significantly higher from day 10 on- 
wards during the whole period of treatment. 
However no significant difference could be 
found between responders and non-responders 
when plasma levels measured at 1 hour were 
analysed. 

In the WSH group CI and DMCI plasma 
levels in responders at no time were signifi- 
cantly different from non-responders. However 
the DMCI plasma levels of the non-responders 
showed a coefficient of variation twice that of 
responders. 

The finding that a significant clinical im- 


provement was accompanied with higher levels . 


of CI and DMCI only in the UF patients, 
prompted us to study in more detail the relation- 
ship between these variables in both groups. 
For WSH patients only data obtained at 21 
days were considered. For the UF patients only 
data obtained from 10 onwards, after full 
intravenous dosage had been reached, were 
examined; this data was obtained on the 
latest day of treatment when both plasma 
levels and Hamilton scores were available. 
Data are summarized in the Table. : 
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When the relationship between clinical 
improvement and plasma levels was studied no 
correlation was found between CI levels and 
Hamilton score improvement in either group. 
However the correlation.between DMCI and 
Hamilton score improvement was significant in 
the UF group (Fig 4). Most responders showed 
DMCI plasma levels higher than 240 ng/ml, 
while most non-responder$ had DMCI levels 
below 240 ng/ml. Included in this instance were 
two patients for whom Hamilton scores were 
not available; one classified as a non-responder 
on the grounds of clinical assessment (plasma 
DMCI 378 ng/ml) and another classified 
clinically as a responder Pe DMCI, 
293 ng/ml). 

When data obtained from WSH patients were 
examined (Fig 4) a clear curvilinear pattern was 
evident. Most responders showed DMCI con- 
centration between 240 and 700 ng/ml, while 
most non-responders had DMCI levels either 
below 240 ng/ml or higher than 700 ng/ml. 

The finding of a therapeutic range for DMCI 
plasma levels together with the observation of a 
significant correlation between CI dosage in 
mg/Kg body weight and DMCI plasma levels 
would suggest that non-responders received a 
dose of the drug which was either too low or too 
high. This is true, at least in part, as shown in 
Fig 3. Most responders of the UF group were 
characterized by a CI dose. higher than 1.95 
mg/Kg, non-responders however were almost 
equally distributed among those who received a 
dose over or below 1.95 mg/Kg. In the WSH 
group a range of CI dosage in mg/Kg of 
1.6-2.7 was found to include most responders 
while 8 out of 13 non-responders had received a 
CI dosage outside this range. 

The ratio of DMCI/CI plasma levels, which 
might be considered as an indicator of demethy- 
lation capacity, was also studied. There was a 
10 fold variation and a 20 fold variation in this 
ratio in the UF group and the WSH group 
respectively, with a significant difference be- 
tween responders and non-responders enly in 
UF patients. In both groups of treatment the 
ratio DMCI/CI was significantly correlated to 


.DMCI plasma levels, (Fig 5). Most UF non- 


responders, having a ratio below 1.5, and most 
of WSH non-responders having either a ratio 
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Fic 4.—Relationship between per cent reduction in Hamilton score rating and plasma DMCTI level. O = responders, 
. ' @ = non-responders. ‘ : : 


below 1.8 or higher than 5, showed either a too 
low or too high demethylation capacity. 


Responders of both groups however were- 


almost equally distributed among low, inter- 
mediate and high values of this ratio. ` 

Finally, side-effects throughout were in- 
significant and on no occasion did they neces- 
sitate alteration of the prescribed dosage 
regimfens, 


Discussion 


The different dosage-regimens adopted in the 
two groups resulted in different patterns of CI 
and DMCI plasma levels with time. This is in 


agreement with previous’ studies (Nagy, and 
Johansson, 1977), which also showed that oral 
and parenteral administration produced differ- 
ent relative concentrations of CI and DMCI. 
Whereas, after oral administration of CI the 
plasma curve of CI was below that resulting 
from intravenous infusion, the reverse was true 
for DMCI. This relationship was found both in 
the UF patients, before replacement with oral 
doses started, and in the orally treated WSH 
patients. Furthermore at the end of treatment 
of the UF patients, after full oral dosage had 
been reached, CI ‘and DMCI° plasma levels 
showed a clear tendency towards levels obtained 
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in WSH patients treated only orally. These 
higher degrees of demethylation after oral 
administration have been claimed to be a 
consequence of drug metabolism in the liver 
before it reaches systemic circulation (first pass 


g 
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effect) (Dencker et al, 1976). Nagy and Johansson 
(1977) indeed observed how demethylation of 
imipramine and CI can be reduced by switching 


' from oral to parenteral administration. 


Measurement of plasma levels at one hour 
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Fic 5.—Relationship between plasma DMCI/CI ratio and plasma DMCI concentration. 
O = responders. @ = non-responders. 
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and 22 hours following the morning dose,’ 


during treatment of UF patients, gave an 
indication of a half-life of about 22 hours for CI. 


This is in good agreement with values of 20.8 ` 


and 24.7 found by Nagy and Johansson (1977). 

During treatment of UF patients plasma 
levels of clinical significance were obtained from 
sampling at 22 hours but not at 1 hour after 
drug administration, while in WSH patients 
plasma levels positively correlated to clinical 
response were found by blood sampling at two 
hours after the morning dose. It should be noted 
that the difference between plasma levels 
obtained by one hour and 22 hour sampling 
tends to disappear when approaching full oral 
dosage in UF patients and values become close 
to those obtained from 22 hour sampling of WSH 
patients. f 

The different profile of CI and DMCI plasma 
levels did not seem to affect the overall clinical 
response. At the end of the study both groups of 
patients responded similarly to CI treatment, a 
satisfactory improvement being achieved by 
55 per cent and 57, per cent of the, UF and WSH 
patients respectively. This percentage of response 
is in agreement with the large number of non- 
responders, 35—40 per cent, found in most 
clinical trials with CI as well as other tricyclic 
antidepressants (Benett, 1967). As to rate of 
improvement there did not seem to be a 
difference between UF and WSH patients. 

The clinical response of both groups of 
depressed patients ‘treated with CI was found 
to be significantly correlated to DMCI plasma 
levels. No association between CI plasma level 
and clinical response could be found even in the 
UF patients where higher levels of CI were 
reached. This finding suggests a more important 
antidepressant effect for DMCI. Not excluding 
an activity for both drugs it is possible that the 
action of CI may be actually over-shadowed by 
the higher levels of the desmethyl metabolite. Of 
relevance to this point it is interesting to 
observe that in the UF group, where higher 
levels of CI were reached, although at the end 
of treatment CI plasma levels were not corre- 
lated to clinical improvement, the regression 
line of CI plasma levels against time was 
significantly higher in responders that in non- 
responders. i 
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‘There was found to be a lower threshold of the 
DMCI therapeutic range of about 240 ng/ml in 
both groups of patients. The high levels obtained 
in, WSH patients were found to be associated 
with unfavourable therapeutic effects and a 
higher threshold of about 700 ng/ml was found 
which seemed to demonstrate the presence of a 
‘therapeutic window’. The higher limit of the 
therapeutic range was not tested in the UF 
patients where DMCI plasma levels remained 
below 700 ng/ml during the whole period of 
treatment. The concept of a ‘therapeutic 
window’ was first introduced by Åsberg ef al 
(1971) for nortriptyline and ‘confirmed later 
by Kragh-Sorensen et al (1973) and Ziegler et al 
(1977) while Burrows et al (1972, 1974) found no 
relationship between plasma levels and clinical 
response. Indications of a therapeutic range for 
protriptyline came from separate studies where 
the upper and lower limit of the range had been, 


` examined (Whyte et al, 1976; Biggs'and Ziegler, . 


1977), while studies on imipramine and 
amitriptyline suggest a more linear relationship 
between plasma levels and clinical response for 
tertiary amine tricyclics. With regard to CI 
therapy, the presence of a curvilinear relation- 


_ ship between DMCI plasma levels and thera- 


peutic response found in our preliminary study 
(Della Corte et al, 1976; Broadhurst et al, '1977) 
for WSH patients has.now been confirmed. 
Furthermore Miller et al (1977) had reported a 
tendency for poor responders to have higher. 
than average plasma levels during CI treat- 
ment. The fall-off in clinical response at plasma 
levels beyond the optimal range is difficult to 
explain, Asberg et al (1971) suggested receptor 
blockade as ‘a possible cause. However more . 
extensive studies are needed to confirm a 
curvilinear relationship for some or all tricyclic 
antidepressants. It would appear desirable that 
the whole range of plasma concentrations in 
relation to clinical response be studied for each 
tricyclic amine using standardized procedures 
of analysis. The presence of a therapeutic 
range for DMCI together with the finding of a 
significant correlation between plasma DMCI 
concentration and CI dosage strongly suggests 
that CI could be adjusted to keep the patient 
within the therapeutic range of DMCI plasma 
lévels. This could help those non-responders for 


. L. DELLA CORTE, A. D. BROADHURST, G. P. SGARAGLI, $. FILIPPINI ¢t al 


whom'a too low or a too’ high plasma level: is 
explainable in terms of too much or too little of 
the administered drug. However the role played 
by individual demethylation capacity in 
response failure should also be considered, thus 


switching. from oral' td‘ parenteral’ adminis-- 


tration or vice versa’‘could be useful for a 
further control of DMCI plasma levels. We are 
not aware of any investigation which has been 
designed specifically to assess the clinical value 
of such an approach in the management of 
patients who are considered to be poor, re- 
sponders to this treatment. The therapeutic 
strategy outlined .by Sjéqvist (1975) -while 
relying on plasma level monitoring ‘for nor- 
triptyline unfortunately appears not to'do so for 
CI. Such investigations are of the utmost: 
importance if the relationship between. pharma- 
cokinetic variability and clinical response is to 
be defined more precisely. Also a clinical trial 
with DMCI would-seem appropriate in, view of 
the present findings. . 

The relationship. between plasma levels and 
clinical response and the finding that DMCI 
seems to give a major contribution to the 
antidepressive effect adds credence to the 
theory that central noradrenergic systems are 
involved in depressive illness. Recent studies on 
the effect of tricyclic antidepressants on post- 
synaptic sites (Sulser et al, 1978) continue to 


stress the role of noradrenergic receptors. in the 


pathogenesis of affective disorders. 

In conclusion at the present time the rela- 
tively low response rate to tricyclic antidepres- 
sant drugs has not been overcome. It is very 
frustrating for. those who work with depressed. 
patients to have to accept that 35-45 per cent 
of patients fail to respond to tricyclic therapy. 
The reproducibility of the method and the 
conclusions drawn from this study suggest 
strongly that- treatment, success or failure 
depends on pharmacokinetic. factors. The 
relation of dosage to plasma levels of DMCI 
and hence to clinical responses offers great hope 
for precision in treating these patients. We hope 
that others also will be encouraged to give this 
method a wider application. 
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Psychiatric Morbidity and Pregnancy: A Controlled Study 
of 263 Semi-Rural Ugandan Women 


By JOHN L. COX ° 


SUMMARY Two hundred and sixty three pregnant Ugandan women 
and 89 non-pregnant, non-puerperal women were interviewed using a 
semi-structured psychiatric questionnaire. Comparison of psychiatric 
morbidity between the control group and matched pregnant women 
showed an increased frequency of psychiatric morbidity in pregnant 
women. Separated pregnant women were particularly at risk. No 
association was found between antenatal psychiatric morbidity and 
age, gravidity, number of co-wives or the duration of the pregnancy. 


In a study of American women, a higher rate 
of psychiatric symptoms was found during 
pregnancy than in the puerperium (Robin, 
1962), and in Swedish (Nilsson and Almgren, 
1970), English (Kumar and Robson, 1978) and 
Ugandan women (Assael et al, 1972) distressing 
psychiatric symptoms were also commonly 
reported during pregnancy. Breen (1975), 
however, is reluctant to describe such symptoms 
as neurotic and prefers to regard them as 
caused by the ‘normal upheaval’ of pregnancy. 
Furthermore, the occurrence of psychiatric 
symptoms in pregnancy may be coincidental, 
since neurosis and pregnancy are both common. 

To test the hypothesis that neurosis and 
pregnancy occurred together by chance, psych- 
iatric morbidity in pregnant Ugandan women 
was compared with a control group of non- 
pregnant, non-puerperal Ugandan women. 


Method 


The majority of the women interviewed 
belonged to the Ganda tribe and lived in small 
villages around a teaching health centre about 
ten miles from the capital. These villages 
together formed a defined research area. A 
previous survey by Namboze (1969) had shown 
that 93.4 per cent of women living in the 
defined area had attended an antenatal clinic, 
and that 79.3 per cent of all deliveries took 
place in a medical institution. 


The antenatal sample consisted of 263 
women who attended the antenatal clinic at the 
health centre for the first time in their present 
pregnancy and who lived in the defined area. 
Usually all such women were included in the 
study and no women were excluded because of 
age, gravidity, duration of pregnancy or an 
intention to remain in the defined area for only 
a limited period of time. 

The control group was selected from among 
those women who attended the general mor- 
bidity clinic at the health centre, accompanying 
a sick child, who lived in the defined area, were 
of childbearing age (15-45 years) and were 
neither pregnant nor had delivered a baby 
within the preceding nine months. They were 
matched for age, marital status and parity with 
the antenatal sample. The selection of a non- 
childbearing control group was especially 
difficult in an African society in which child- 
lessness was associated with considerable stigma 
(Bennett, 1965); moreover the women in the 
control group may also have been worried 
because they accompanied a sick child. The 
effects of this bias would be to reduce the 
likelihood that pregnant women have amore 
psychiatric morbidity than non-pregnant 
women. i 

The Standardized Interview Schedule—SIS 
—(Goldberg et al, 1970) designed for use in 
Britain, was modified for use in the vernacular 
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language of the Ganda tribe and was adminis- 
tered by the author to both the pregnant and 
control group. The Modified SIS was first used 
in pilot interviews and found to be acceptable 
to the Baganda women. Furthermore, the 
probing and compulsory questions permitted 
sufficient flexibility of interview style to detect 
and clarify neurotic symptoms as presented by 
the Baganda (Orlty, 1973). The vernacular 
translation of the compulsory questions was 
decided after a careful study of back translations 
and discussions with bilingual research assist- 
ants. . 

Psychiatric symptoms were rated on 5-point 
scales according to their severity and duration. 
The symptoms rated were psychogenic somatic 
symptoms, fatigue, sleep disturbance, irrit- 
ability, lack of concentration, depression, 
anxiety, phobias, obsessions and deperson- 
alization. The twelve abnormalities of the 
mental state were also rated on the five point 
scales described in the interview manual. 

The overall psychiatric morbidity was assessed 
using clinical criteria and as a sum of the 
individual ratings of reported symptoms and 
manifest abnormalities. If socially disabling 
psychiatric symptoms were reported and the 
mental state was abnormal, then the category 
of psychiatric morbidity was defined as ‘certain’. 
The majority of women with ‘certain’ psych- 
iatric morbidity would have required treatment 
by a medical officer or psychiatric nurse at a 
general medical or psychiatric outpatients clinic. 
If the psychiatric symptoms might have been 
caused by a physical illness or could not be 
judged confidently as exceeding the normal 
expected for-a particular stage of pregnancy, 
then the category of psychiatric morbidity was 
defined as ‘uncertain’. 

The author, although familiar with some 
aspects of Ganda culture, could not speak the 
vernacular language other than to use the 
customary greetings; all interviews were there- 
fore carried out in the vernacular language with 
the asistance of interpreters. A female assistant 
health visitor (Mrs Sendagire) interpreted for 
the majority of the antenatal interviews, and a 
male health inspector (Mr Kimbugwe) for the 
control group interviews. Although both inter- 
preters had been instructed carefully in the use 
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of the modified SIS, certain limitations were 
inevitably imposed on the reliability of the data. 
Furthermore, the possibility was recognised that 
some women may respond differently to a male 
than to a female interpreter or to a European 
researcher. 

To test the reliability, 24 women were rated 
jointly by the author and a bilingual co-rater 
(J. Orley) and 10 women were interviewed 
separately by the raters. High interrater 
reliability was found for the overall severity 
score (r = +.94) but the reliability for the 
ratings of individual psychiatric symptoms was 
less satisfactory. As the study progressed, the 
author became more familiar with the range, of 


“psychiatric morbidity, which could also have 


influenced his clinical rating. However a 
reliability study of the psychiatric assessments 
over time, to test this possibility was not 
carried out. Nevertheless, agreement between 
the author’s assessment of certain psychiatric 
morbidity and the health visitor’s report that 
mental disturbance was in excess of the normal 
was found in 79 per cent of the women, and 
serious disagreement occurred in only 7 per cent 
of the interviews. 

The antenatal interviews were all conducted 
in a side-room at the health centre. The routine 
obstetric and socio-cultural data were first 
obtained by the midwife and the women were 
interviewed subsequently by the author. All 
pregnant women had a physical examination 
and haemoglobin estimation. The control group 
interviews also took place at the health centre, 
in a separate room at the general morbidity 
clinic. . ` 

The pilot interviews of the study commenced 
in May 1972, and the final control group inter- 
views were completed by May 1974. The 
psychiatric interviews which took place in the 
puerperium are not reported in this paper. 


Results 
Social and demographic variables of the pregnant 
sample of women , 
The socio-cultural and obstetric characteris- 
tics of the sample are described in detail 
elsewhere (Cox, 1978) but a summary of these 
findings is shown in Table I. 
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The clinical impression that the majority of 
the women were in good general health was 
supported by the laboratory finding that 89 per 
cent of the women had a haemoglobin con- 
centration of 9 grams or more. 


TABLE I 
Selected social, obstetric and demographic variables 
N % 

Agè-(n = 259) 

<25 years 179 69.1 

> 34 years 8 3.0 
Marital Status (n = 263) 

Married with bride price © 129 49.0 

Single 39 14.8 

Separated 25 9.5 
Co-Wives (a= 189) ° TI 37.6 
Religion (a = 260) 

Christian. 233 89.6 
Education (n = 262) 

None 46 _ 17.6 

Secondary ' 34 13.0 
-Tribe (n = 263) 

Ganda 190 72.2 
Occupation (n = 234) 

Working at home 204 87.2 
Gravidity (n = 263) 

>2 163 62.0 

Primigravida 50 19.0 
Gestation (n = 244) - m 

< 17/52 22 9.0 

> 34/52 31 12.7 


TaBe II 
Psychiatric diagnosis of pregnant women with certain 
psychiatric morbidity (n = 44) 





% of total 
No. antenatal sample 

n= 263 
Depressive neurosis 21 (8 0) 
Depressive psychosis 7 (2.7) 
Anxiety neurosis 9 (3.4) 
Phobic neurosis 5 (1.9) 
Dementia 1 
Unknown 1 
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Antenatal psychiatric morbidity 

Forty-four women (16.7 per cent) had certain 
psychiatric morbidity, and 37 women (14.1 per 
cent) uncertain psychiatric morbidity. The 
psychiatric diagnosis for those pregnant women 
with certain psychiatric morbidity is shown in 
Table II. 

Of those women with eertain psychiatric 
morbidity, 17 (39 per cent) could not carry out 
heavy work on at least one of the seven days 
before the interview and in 9 (20 per cent) 
women the work impairment was so severe that 
no heavy work was possible at all on six days 
before the interview. 


Antenatal psychiatric morbidity and its associated 
variables 

Of the 25 separated women, 10 had certain 
psychiatric morbidity and 14 had no psychiatric 
morbidity (y? = 6.93, d.f. 1, P <.01). No 
association was found, however, between the 
following variables and psychiatric morbidity : 
the duration of the pregnancy, age, tribe, 
gravidity,. time lived in the defined area, 
husband’s occupation and tribe, education, 
woman’s own occupation, number of co-wives 
and attendance at a traditional healer. 


a 











Tase III 
Comparison of pregnant and control women (n = 89) 
(percentage figures in brackets) 
Pregnant Control 
Age 
15-19 years 16 (18.0) 18 (20.2) 
20-24 years 28 (31.5) 25 (28.1) 
25-29 years 20 (22.5) 21 (23.6) 
30-34 years 17 (19.1) 14 (15.7) 
35—40 years 6 (6.7) 8 (9.0) 
40-44 years 2 (2.2) 3 (3.4) 
Marital Status . 
` Single 10 (11.2) 1011.2) 
Married with bride price 47 (52.8) 51 (57.3) 
Married with no bride price 4 (4.5) 5 (5.6) 
Married non legal 14(15.7) 9 (10.1) 
Separated 13 (14.6) 13 (14.6) 


Widow 1 (1.1) 1 (1.1) 
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The control group of non-pregnant, non-puerperal 
women 

In general; the matching of the control and- 
the pregnant women was satisfactory for age 
(+ 2 years), parity and marital status (Table, 
II). 

The comparison of psychiatric morbidity 


between the control group and matched preg- . 


nant women was made-using the clinical rating, 
the overall severity score and the mean ratings of 
individual reported symptoms. 

Fig 1 shows that the proportion of pregnant- 


68 









PERCENTAGE 
OF 60 
SAMPLE 

( n=89 ) 


Fic 1.—A comparison of the proportion’ of women with 
psychiatric morbidity in pregnant and control samples. 
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women with psychiatric . morbidity, exceeded 
that found for control women, although this 
difference only approached opening (x2: = 


5.24, df2,.05> P <.1).. 


A comparison of the mean. overall ‘severity 
scores for the control (5.6) and the matched 
7) did, : however, show a: 
significant difference’ at the] per cent level 
(Mann-Whitney U Test). The psychiatric 
diagnosis of women with certain psychiatric 
morbidity i in the control and pregnant ae 
is shown in Fig 2. ; 

Although depressive or anxiety neurosis was 
found more frequently in the pregnant women 
than in the controls, the difference between the, 
mean rating for anxiety and depression as 
reported symptoms was only significant for 
anxiety (t = 1.98, P <.05). The difference in 
mean rating between pregnant’ and control 
women was also significant for subjective 
evaluation of health, excessive concern with 
bodily functions and fatigue, whilst the differ- 
ence between the means for. psychogenic 
somatic symptoms was not significant. ', 


Discussion : 

The present findings show that pregnancy in 
African women is often accompanied by 
emotional disorders and that the Rousseauésque 
belief that Africans have a trouble free, ‘natural’. - 
pregnancy is not substantiated. The study also 
gives some support to the findings of Assael et al 
(1972) that 24 per cent of pregnant Baganda 


PHOBIC 
NEUROSIS 


ANXIETY 
NEUROSIS 


Fic 2.— Psychiatric classification of women with certain psychiatric morbidity in 
control and pregnant samples. 


women had conspicuous psychiatric morbidity 
and that a similarity of rates is also found when 
comparison is made with studies of European 
women. Thus 17.1 per cent of Swedish women 
had pronounced psychiatric symptoms during 
pregnancy (Nilsson and Almgren, 1970) and 
16 per cent of pregnant British women were 
found to have psychiatric morbidity (Kumar 
and Robson, 1978). 

The association found between psychiatric 
morbidity and marital separation was un- 
expected. The reasons for this separation could 
not always be defined precisely and a causal 
relationship between separation and emotional 


disorders cannot be assumed. Nevertheless the. 


status of the separated women in the Ganda 
tribe is uncertain, and this uncertainty may 
generate worry. A woman who leaves her 
husband, for example,-may have to return the 
bride price and also, because the biological 
father determines the child’s clan, anxiety 
could be caused if the:genitor of the child is not 
the husband. An association between psychiatric 
disorders during pregnancy and unmarried or 
separated women was also reported by Assael 
et al (1972). 

The absence of an association between 
psychiatric morbidity and gravidity was sur- 
prising because several authors, inter alia Breen 
(1975), had identified the primigravida as 
having particular problems. However, Ugandan 
women are traditionally expected to show signs 
of maternity within a few weeks of marriage 
(Roscoe, 1911) and a first pregnancy may not 
therefore be associated with the negative 
attitudes found in British women. 

The results do not support the hypothesis that 
neurosis and pregnancy occur together by 
chance, although the difference in the mean 
ratings for a depressed mood between the 
pregnant and the control women did not reach 
statistical significance. 

The explanation for the finding that preg- 
nant women were more anxious than non- 
pregnant women is uncertain. The anxiety 
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however is likely to be due to both the realistic 
fears of obstetric complications and also the 
beliefs associated with puerperal traditional 
illnesses (Cox, 1979). 

If however an adequate understanding of 
anxiety in pregnant Ugandan women is to be 
obtained, then collaborative research by both 
psychiatrists and social anthropologists will be 


necessary. `; 
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A Comparative Study of Parents of Emotionally Disturbed: 
| and Normal Children* 


P. L. CHAWLA and K. GUPT 


SUMMARY Parents of fifty children attending a child guidance clinic 

- (clinic parents) were studied and compared with the parents of non- 
referred children matched on relevant parameters (control parents). 
The clinic parents differed significantly from the control parents on 
certain variables: presence of psychiatric morbidity in clinic mothers, - 
disciplinary techniques used, attitude towards their own children and 

the marital relationship. There were no significant differences between 

the parents of the two groups in their attitudes towards their own 
parents. Alcoholism and sociopathy were not common among clinic . 


fathers. 
Introduction 
A few studies have related psychiatric 


morbidity in children to parental mental and 
physical ill health, .adjustment problems or 
certain personality traits. Buck and Laughton 
(1959) found that physically and emotionally 
disturbed and accident-prone children tended 
to have neurotic mothers but not neurotic 
fathers. Hare and Shaw (1965) reported that 
poor physical health, as well as neurosis, of both 
parents was significantly related to behaviour 
disorders in the children. Maternal depression 
as a factor in producing childhood disorders has 
been emphasized (Fabian and Donohue, 1956), 
and among the adverse effects are infantile 
feeding problems (Carne, 1966). An excess of 
physical and psychiatric morbidity in both 
parents of disturbed children was observed by 
Rutter (1966) and by Wolff and Acton (1968). 
Britten (1969), in a study of Service families, 
found evidence of psychiatric morbidity in 67 
per cent of mothers, and reported that children 
of mothers with a positive psychiatric history 
were more likely to suffer from severe disorders. 
Jenkins’ (1968) found an association between 
certain familial factors and parental char- 


* This paper was read at the Annual Conference of the 
Indian Psychiatric Society, held at New Delhi, 16-18 
January, 1978. 
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acteristics and the pattern of disorder in dis- 
turbed children. In view of these findings the 
present study was undertaken to establish 
whether similar relationships between childhood 
disorders and parental pathology can be found 
in India. 


Method 


Parents of 50 psychiatrically disturbed 
children referred to a child guidance clinic of 
the All-India Institute of Medical Sciences 
Hospital were included in the study. Care was 
taken to exclude children with mental retar- 
dation, epilepsy and organic brain syndromes. 
Normal children matched for age, sex, socio- 
economic status and education of fathers were 
selected from the children’s out-patient service 
of the same hospital. The normal children were 
operationally defined as those who had never 
attended a child guidance clinic and whose 
parents reported an absence of psychiatric 
morbidity. Both parents of each of the clinic 
children were subjected to a standard interview 
for the recording of information (Appendix) 
on the first day of consultation. Further inter- 
views were held once a week, the total number 
of interviews varying according to the condition 
of the child. The final report on the parents’ 
history of physical disease, psychiatric disorder, 
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personality patterns, marital adjustment, atti- 
tude towards their children and their parents 
and disciplinary measures used was not prepared 
until the child was discharged from clinic 
attendance. Parents of normal children, either 
mother or father depending upon their avail- 
ability, were jointly interviewed by both the 
investigators on one occasion only, since these 
parents were unwilling to co-operate with 
repeated interviews. Initial disagreement be- 
tween the investigators was resolved by further 
questioning. 

The D.S.M. 11 (1968) was followed for the 
definition and classification of psychiatric 
disorder in children and adults. 


Results 


There were 32 male and 18 female children 
in the clinic group. There were four children 
below 5 years, twenty children between 6 and 10 
years and twenty-six children over 11 years. 
The commonest psychiatric diagnosis was 
unsocialized aggression (24) followed by 
hysterical psychoneurosis (19). There were 
three cases of stammering, two of enuresis, and 
one case each of tics and temper tantrums. The 
children classified as suffering from unsocialized 
aggression showed disorders such as obstinate 
behaviour, quarrelsomeness, excessive use of 
abusive language, inability to face frustration, 
stealing and indulgence in physical violence. 
Some of the common symptoms of hysterical 
psychoneurosis were pain in the abdomen, 
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generalized bodily pain, circumscribed pain, 
episodes of unconsciousness and odd postures 
of any of the limbs. 


Physical ill-health among the parents 

The parents were said to suffer from a 
physical disease only when the symptoms could 
be assigned to a definite clinical entity. At times 
parents themselves named the diseases they were 
suffering from. Vague physical complaints and 
headache were categorized as psychiatric dis- 
orders. There were six clinic mothers and three 
clinic fathers who suffered from physical illness, 
compared with two control mothers and one 
control father. The common diagnostic entities 
were allergic rhinitis, asthma and tuberculosis. 


Psychiatric ill-health among the parents 

Both parents of clinic children were inter- 
viewed in order to elicit information about 
psychiatric disorders in themselves. The parents 
were also asked leading questions to elicit 
definite psychiatric disorders. A final report was 
prepared by using the attributes on which both 
parents agreed. 

In the control group the description of both 
parents was obtained from the available parent. 
The psychiatric morbidity was statistically 
significantly higher (P <0.001) in the clinic 
mothers (36 clinic mothers in contrast to 10 
control mothers suffered from psychiatric ill 
health). The corresponding figures for fathers in 
the two groups were 16 and 9; the difference is 








TABLE I 
Psychiatric morbidity in patients 
` Clinic Control Clinic Control 
Diagnosis Mothers Mothers Fathers Fathers 
(n= 36) _ (n = 10) (n = 16) (n = 9) 
1. Anxiety neurosis 21 6 8 4 
2. Obsessive personality 7 3 6 3 
3, Hysterical personality 4 — — — 
4, Hysteria 2 = = — 
5. Schizophrenia l l l — 
6. Obsessive compulsive neurosis l — l 2 
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not statistically significant. Among 36 clinic 
mothers (Table I) 21 were diagnosed as having 
anxiety neuroses, anxiety being mostly 
somatized; there were seven obsessive and four 
hysterical personalities. Anxiety neurosis was 
also the commonest diagnostic category in the 
control mothers. It is also evident from Table I 
that anxiety neurosis and personality disorder of 
obsessive type werg the predominant forms of 
psychiatric disorder found in clinic fathers. 
Alcoholism and sociopathic disturbance did not 
occur in any of the parents, 


Marital adjustment 

There were 46 couples among the clinic 
parents, due to the death of one mother and 
three fathers. There were no divorced parents. 
In the control group there were 48 couples, due 
to the death of two fathers. The information on 
the marital relationship was rated on a three- 
point scale; satisfactory, unsatisfactory and 
severely disturbed. Table II shows that the 
marital adjustment of clinic parents was very 
much more disturbed than that of the control 
parents. The findings are significant. The 
marital difficulties were caused by interference 
by the relatives because of domestic cohabi- 
tation, lack of respect for the wife either because 
of her educational inferiority or her small 
dowry and conflicting personality traits. 


Parental attitudes towards their own parents 

Clinic mothers and fathers were asked 
whether they were closer to their mothers or 
their fathers in childhood. The available 
control parents were asked to provide similar 
information. A large majority of parents felt 
closer to their mothers, though at the same time 
they expressed regard and respect for their 
fathers. This was mainly due to the time their 


mothers had spent with them, the unconditional 
acceptance on the part of their mothers, and the 
protection offered from the discipline endorsed 
by fathers or grandparents. Some of the clinic 
mothers (46 per cent) viewed their own mothers 
as rejecting, and 26 per cent of them considered 
their fathers indifferent. Thirty-six per cent of 
the clinic fathers described their own fathers as 
punitive, strict and rigid. However the differ- 
ence between two groups was statistically 
insignificant. 


Disciplinary techniques 

Parents were asked to describe their methods 
of disciplining their children at home. If parents 
had difficulty in finding words they were 
encouraged to describe in detail the situations 
requiring disciplinary measures and were pro- 
vided with terms such as physical beatings, 
scolding and discussion. Mothers and fathers 
differed in disciplinary techniques used. Some 
parents disapproved of the disciplinary tech- 
niques used by their spouses; in such families 
children were at times not disciplined at all, and 
such homes were described as ‘inconsistent’ in 
approach. Some parents used more than one 
technique, depending upon the situation; the 
disciplinary technique in such homes was 
described as ‘mixed’ when both parents agreed 
about the methods chosen, although the 
methods themselves varied from time to time. 
Table III shows that inconsistency was more 
common in clinic parents while persuasion/ 
discussion was more often used by the control 
parents. The difference is significant. 


Attitude towards their children 

The attitude of the parents towards their 
children was elicited by encouraging the parents 
to describe their behaviour and feelings towards 








Tase II 
Marital relationship 
Group : Satisfactory Unsatisfactory Severly disturbed Total 
Clinic parents S 15 22 9 46 
Control parents 38 8 2 48 





x= 20.8 df=2 P <0.001 
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their children in everyday situations. The 
conclusions drawn were communicated to the 
parents for their comments. Only those attitudes 
were included in the report which were con- 
firmed by the parents. More than one attitude 
was usually expressed, but only the most 
prominent one was chosen for the analysis. The 
clinic parents were found to be statistically 
significantly (P <0.001) more overconcerned 
and indulgent than the control parents, who 
were more often warm and loving in their 
attitude towards their children. Table IV also 
shows that overconcern with indulgence is far 
more common than rejection or indifference 
among parents of clinic children. Even the 








parents who had changed their attitude 
Tague IHI 
Disciplinary technique 
inhi = Clinic Control 
Technique parents parents 
1. Inconsistent B 7 
2. Mixed 13 9 
3. Physical 5 2 
4, Oral (scolding) 7 8 
5. Persuasion/discussion 10 24 
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towards their children had all been indulgent to 
start with. 


Discussion 


In the present study data from clinic parents 
were collected in a number of joint interviews 
with the parents. This provided opportunity for 
cross-checking information elicited from each 
parent. The same cannot be said of the control 
parents, as all the information was collected in 
one interview and only from the available 
parent. 

Ill-health in mothers but not in fathers has 
been noted by a number of other workers as an 
important determinant of emotional problems 
in children. (Singh et al, 1975; Wolff and Acton, 
1968; Cowie, 1961; Hare and Shaw, 1965; 
Carne, 1966 and Britten, 1969). This is easily 
understandable since illness is likely to interfere 
with the care mothers can provide for their 
children. Ill-health in fathers can be tolerated 
so long as it does not disrupt the family income 
or peace because of alcoholism or other anti- 
social behaviour. The figures for sociopathy and 
alcoholism in the fathers of both normal and 
clinic children in this study are low. This 
is in keeping with the report by Baldev 
Kishore et al (1972) and is probably due to the 
type of populations covered in the studies. 
Parents of clinic children in the present study 
were mainly well educated and middle class and 











Taste IV 
Attitude of parents towards their children 
- “Attitude Clinic parents Control parents 
Mothers Fathers Total Mothers Fathers Total a 

1. Ovércoħcerned Jiadulgent. j 13 11 24 4 3 : 7 
2. Warm/loving 9 13 22 32 26 58 
3. Critical/high expectations 10 5 15 5 6 1l 
4. Indifferent 4 7 ll 7 3 10 
5. Changeable in attitude, indulgent 7 

to punitive 6 4 10 — 2 2 
6. Rejecting 6 3 9 — 2 2 

Rigid/strict l 4 5 l 8 9 
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were comparable in economic status to those 
studied by Baldev Kishore et al (1972). Singh 
and Saini (1973) reported that child psychiatric 
services were utilized by higher socio-economic 
classes, 

Among Hindus divorce is not common, so it 
is not unexpected to find couples with severely 
strained relations living together and raising 
children. Unsatisfaétory marital relations and 
psychologically broken homes have been con- 
sidered more harmful for the mental health of 
children than a physically broken home (Rutter, 
1975). The findings of the present study are 
therefore not surprising. 

Disciplinary techniques and parental atti- 
tudes elicited with the help of questionnaires are 
usually insufficient to elicit adverse information, 
since parents tend to give socially approved 
replies. In this study the parents were asked to 
describe their behaviour in actual situations, 
which were then discussed with them in detail. 
The present study brings out inconsistency of 
discipline rather than corporal punishment as 
the most important harmful factor. It seems 
from the study that persuasion with discussion 
is a better disciplinary technique than punish- 
ment of any type. The subject has been dis- 
cussed extensively by Rutter (1966). 

It seems that parents’ experience of their own 
parents might not be directly connected with 
problem formation in their children, since often 
parents with unhappy childhood memories give 
their best to their children. This finding is in 
contrast to that reported by Wolff and Acton 
(1968), where clinic mothers were found to be 
closer to their fathers than to their mothers. The 
findings of the parents’ attitudes towards their 
own parents in the present study are a reflection 
of child rearing practices of the previous 
generation. The present generation parents are 
more often warm and loving and more accepting 
of female children. Another interesting finding 
is that overconcerned and indulgent clinic 
parents exceeded rejecting or indifferent parents. 
This is in keeping with findings reported by 
Baldev Kishore et al (1972), in which study this 
attitude was particularly associated with un- 
socialized aggressive reactions in the male 
children. In the present study there were 22 
male children manifesting unsocialized aggres- 


sive reactions, and the parents of 17 of them were 
overconcerned and indulgent. It has been the 
observation of other Indian workers (Narottam 
Lal et al, 1976; Singh et al, 1975; Singh and 
Gupta, 1970; and Raju et al, 1969) that the 
aggressive reactions are exhibited predomin- 
antly by male children while neurotic symptoms 
are seen mostly in female children. The above 
mentioned workers have also reported that male ~ 
children outnumber female children by two to 
one in child guidance clinics. This is due to the 
fact that there is greater premium on male 
children; as a result they are overprotected and 
any deviation from the normal attracts the 
concern of the parents. 
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APPENDIX 


CHILD GUIDANCE CLINIC 
PROFORMA FoR Case TAKING 


Date: 
Source of Referral: 
Informant: 
' Name: Age: Sex: 
Address: 
© Father’s Occupation Education: Income: 


Chief Complaints and History: 
` History of Pregnancy, Labour and Delivery: 
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Milestones: 
Sitting 
Speaking: 


Standing: Walking: 


Physical or Psychological Problems in Infancy or 
later: 


School History: 
Age at which started: 
Progress at school: 


Name of School: 
Change of School: 
e 


Family profile: 
Family Tree: 
Physical or Psychiatric ill health in the family: 
Parents attitude towards the patient: 
Patient’s relationship with the sibling: 
Disciplinary techniques usëd by the parents: 
Marital adjustment of the parents: 


Physical Examination of the Child: 
General Physical: 
Cardio-Vascular System: 
Chest: 

Abdomen: 
Central Nervous System: 


Interview with the Patient: 
Diagnosis and Management: 
Progress Notes: 
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A Method for Monitoring the Treatment of Schizophrenics 


in the Community 


By HUGH FREEMAN, A. J. CHEADLE and J. R. KORER 


SUMMARY A trial was carried out over twelve months of a method 
for monitoring the care of a large number of schizophrenic patients 
in the community. The method has been demonstrated to be practical in 
use, economical of resources and potentially relevant to a number of 


chronic disorders. 


Introduction 


A research project was undertaken in Salford 
to evaluate a system for monitoring the progress 
of a group of 95 schizophrenics who were 
receiving treatment while living outside hospital. 
The objectives were firstly to develop a method 
of maintaining unbroken contact between the 
patients and the forms of psychiatric service 
prescribed for them and secondly to see whether 
such a system was feasible in an urban Health 
District, as a practical aid to providing overall 
care for such patients. 


Sample 

During 1976, 190 patients were interviewed 
who were living in the general community in 
Salford. The sample consisted initially of all 
residents with a diagnosis of schizophrenia who 
had been in contact with some psychiatric 
service during 1974, were not long-stay hospital 
patients and were not aged under 15 or over 65. 
This gave 228 names, out of which it was 
possible to trace and interview 190. The 
diagnosis was according to current British 
criteria, confirmed by H.L.F.; the patients had 
been ill for an average of 12 years and their 
addresses were all within the boundaries of the 
pre-P974 county borough. The main demo- 
graphic details of the sample are summarized 
in Table I. Their social situation was assessed 
by J.R.K., using a questionnaire based on the 
work of McCowen and Wilder (1975) and 
A.J.C. administered the Present State Examin- 
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ation (Wing, Cooper and Sartorius, 1974) to 
assess their clinical condition. The results of 
these studies have previously been reported in 
Cheadle, Freeman and Korer (1978) and 
Korer, Freeman and Cheadle (1978). 

After the sample was obtained, it was 
divided into two groups, matched for sex and 
for severity of illness. Which member of a 
matched pair went into which group was 
decided randomly. One group of patients were 
the subjects of a system for monitoring treat- 
ment which aimed to ensure that they did not 
drop out of the regime; the other acted as 
controls. This paper deals with the method for 
monitoring the experimental group of 95 
patients, while the comparison between the 
two groups will be reported later. 


Method 


Interviews with members of the experi- 
mental group provided information about the 
ways in which they were receiving their 
treatment. Although this proved to be largely 
correct, it was double-checked by going to 
each agency where treatment was likely to be 
given and searching the records for the names 
of any of the group. Before this could happen, 
however, the authors had to introduce them- 
selves to the staff at these agencies, explain the 
purpose of the operation, and, where necessary, 
produce some authorization. The agencies 
involved (all within five miles of each other) 
consisted of a psychiatric hospital, a psychiatric 
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unit at a District General (Teaching) Hospital— 
both providing in-patient and out-patient care— 
and the Area department of community 
psychiatric nursing. There were also three 
general practice health centres at which 
community psychiatric nurses held depot injec- 
tion clinics, as well as providing other aspects 
of psychiatric nursing. Some patients were 
receiving day care, and this was provided at the 
psychiatric hospital, at the District General 
Hospital psychiatric unit and at a Social 
Services day centre. Nine of the group received 
all their treatment from their family prac- 

















Tase I 
Men Women Total 
Had ever married 28 67 190 
Single 63 32 
Working 24 25 190 
Not working 67 74 : 
Living alone 16 14 
Living with parents 190 
sibs, etc. 75 85 

Mean age 42.9 48.3 

(S.D. 12.3) (S.D. 8.7) 





L 


Patient 1 (Out pts} 


[a] 
® | 


Patient 2 (Commr-nursel | | l @| | | | 
Patient 3 (Comm Nurse} | | | | 


al | 
Gomme) Olea] al | le 
Garon | 2 | 2l | 





413 


titioners, and this meant visiting another seven 
surgeries. It is a feature of Salford that very few 
residents of the area receive psychiatric service 
at other facilities outside (Fryers, Freeman and 
Mountney, 1970). 

Monitoring of the treatment received by the 
experimental group began in August, 1976 by 
visits to the agencies and finding out when the 
patients’ next appointment “was due there. To 
keep track of all these data, a wallboard was 
used which gave a horizontal row for every 
patient and a vertical column for every week of 
the monitoring period (one year). The board 
was in six sections (two deep and three across) 
and measured 5 ft by 7 ft 6 in; this size was 
needed for the research to show a year’s record 
of treatment, but it could be smaller if used in a 
purely service function. 

Different coloured signals were used to 
represent the various forms of treatment and 
two different shapes to denote respectively when 
the treatment was due and when it had in fact 
been given. A key at the side of the board made 
it easy to interpret these signals. Figure l 
represents the top ten rows of one section, with 
the key separate. 

The actual agency where the treatment was 
given was noted on the name tag for each 
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Fic 1.—Each column has space for three signals if necessary. The columns with the dates in bold print refer to the weeks 
when the thorough monthly check took place to see if anyone had entered the system. The agencies cited on the name 
tags were written in water-colour felt pens and could be changed at will. 
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patient. Treatments that were given within 
any one week were checked, but it was neces- 
sary to work one week in arrears for this because 
different agencies had to be visited on different 
days. This meant that appointments for the 
end of the week could not be checked at those 
agencies that were visited early in the same 
week. The system perpetuated itself, in that as 
one treatment was checked the next date due 
was also recorded, as is the normal working 
practice of the agencies, e.g. in administering 
depot neuroleptics. 

These dates were signalled on the board, 
using one shape of signal, which had a hole in 
the middle. When it had been ascertained that 
the treatment had been given, this was replaced 
by a solid signal of the same colour; the per- 
forated one was then moved forward to the 
column for the date when the next treatment 
was due. Thus, when all the treatments had 
been given, all perforated signals were replaced 
by solid’ones and moved on to the next date due. 
However, if some treatments had not been 
given, a bright orange warning signal was 
placed over the appropriate perforated one; 
this was found to stand out dramatically in the 
visual system and drew attention effectively to 
failures of contact with patients. 

It was a surprisingly simple process to look 
down the appropriate column on the wall board 
until a perforated signal was found and then to 
look along the row to find the relevant name 
and the agency. To save writing all these names 
down each time, duplicated forms were pre- 
pared (A4 size) with the names of the patients 
in the same order as they were on the board. 
These merely had to be underlined as they were 
checked. Two columns alongside the names 
provided space to record the fact that the treat- 
ment had been given, the date when the agency 
was contacted and the next date for treatment. 
This was the only piece of paper needed, and the 
contents of one board (up to 59 names) could 
be accommodated on one sheet. 

Apart from those whose treatment was due in 
that particular week, patients who had not 
turned up for any appointments in the previous 
period needed to be checked again. This was 
also a simple matter of looking for the orange 
warning signals and adding them to the list, 


which in practice yielded an average of 27 
names per week to be checked, (i.e. 28 per cent 
of the total, but ranging from 16-39 names). 
Injections of depot neuroleptics were checked 
weekly in this way, while other treatments were 
checked monthly. Attendances at day-care, 
hospital admissions and discharges, visits to the 
G.P. and contacts with social workers were also 
checked monthly. 

Admissions to hospital were found by using 
the services of the Salford Psychiatric Case 
Register, which collects such data from the 
whole of the area covered. If a patient was 
discharged from hospital, this would come to 
light in the monthly check; clinical staff and 
casenotes were then consulted to find out where 
he was getting any treatment that had been 
prescribed. 

Several patients in this group were not on 
any form of treatment at the time of interview. 
It was always possible, however, that they would 
be prescribed treatment at some time, and to 
make sure that this was not missed, a monthly 
check was made at all the agencies to see that 
none of these people had entered the system. If 
they had, their due dates were recorded and 
signalled on the wallboard. All that this 
particular checking entailed was looking through 
the folders of treatment cards at the agencies to 
see if any of the group who were not known in 
that connection had turned up there since the 
previous month. 

Thus, it was necessary to find the total 
treatment regime that the group was supposed 
to be receiving and then to monitor the appli- 
cation of this treatment. If any of the patients 
went into hospital, their subsequent discharge 
had to be looked for, so that they could go back 
into the monitoring system. It was also necessary 
to make sure that if treatment was started for any 
members of the group information was available 
as to where and when it was to be given. 


Discussion 


The method described here incorporates the 
principles of an ‘at-risk’ register, such as had 
been developed for a number of disorders, the 
data being produced by a psychiatric case 
register. It has been applied here to identified 
cases of schizophrenia in an urban community 
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on the assumptions that vulnerability to relapse 
continues to be present in the majority of such 
people and that continued medication has a 
prophylactic value in relation to further relapses 
(Freeman, 1978). This method does not demand 
any sophisticated technology, which in fact is 
more likely to cause difficulties in the usual 
absence of highly skilled personnel to operate it. 
It merely requires regular and accurate book- 
keeping. 

With 95 patients and the number of agencies 
described, it should take one full-time person 
no more than two days weekly to do all the 
work involved. This person need have no 
special training, and in our case the whole 
operation was carried out by a clerical officer, 
who was acting as research assistant but had no 
previous experience of this type of work. 

What this person does need, however, is the 
ability to get on with staff in the various 
agencies, since as soon as any kind of ‘checking 
up’ goes on, staff become suspicious, and it is 
imperative that they should then be put at their 
ease. It is also imperative that none of the 
agencies should feel they are being asked to do 
extra work. It is merely access to their records 
that is required, and they could reasonably be 
reassured at the outset that their burdens would 
eventually be lightened, if failures of the 
treatment regime could be reduced. 

It proved very easy to find out who was 
supposed to be having treatment and where he 
or she was getting it. Whilst it is possible to get 
a whole year’s record of treatment on to the 
wallboard, this need not be so big along the time 
dimension for service monitoring purposes. If 
there are two sections, the first one can be 
cleared and the two changed over when both are 
full. The latest information is then retained, but 
there is space to go on collecting further data. 
How many sections are required in the vertical 
dimension will depend on circumstances, but 
it appears from this experience that one full- 
time person, working a five-day week, would be 
able to cope with 300 patients, which should be 
sufficient for an average Health District. 
However, the present sample was intended to be 
a representative one, rather than one of people 
who were considered to be high-risk cases in 
respect of dropping out of treatment. If this 
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system were used solely for known high-risk 
cases, the amount of clerical time required 
might be greater since there would presumably 
be more failures of contact to be recorded, 
though the total number of patients monitored 
would be smaller. 

It was fortunate that all the agencies where 
depot neuroleptics were given used the same 
form of card, which recorded the next appoint- 
ment after the one that had last been attended. 
If this record system is not already in use, it 
may well have to be instituted as part of the 
monitoring process, but it is really essential 
in any case for effective operation of such a 
method of continued treatment. 

It was also fortunate that the services of the 
Psychiatric Case Register were available, pro- 
viding the names of all admissions from the area 
concerned each month. If such a service is not 
available—as is the case in most Districts—then 
extra work will be incurred in going round the 
relevant hospitals and consulting their records. It 
is an unfortunate but inescapable fact that 
hospital records staff cannot be relied on to 
supply information of this kind accurately to 
the monitoring office. As far as day patient 
attendances are concerned, a point was made of 
visiting the actual departments where the 
patients spent their time to find out about 
regularity. The occasional days which are 
missed do not always get reflected in registers of 
day patients. 

Another practical purpose which this system 
could serve is that of interdisciplinary com- 
munication. If the wallboard is sited where it 
can readily be consulted, all those involved in 
care will be able to see who else is concerned. 
As well as improving flow of information, this 
should help to make staff from the various 
disciplines more aware of the interdependence 
of their various efforts in the total programme 
and hence more concerned about day-to-day 
co-operation. Where a clinical team is re- 
sponsible for one or more sectors of population, 
the board could be kept in its administrative 
office. 

However, the primary purpose of any 
operation such as this is, of course, to maintain 
an unbroken treatment regime (in cases where 
that is considered necessary) by alerting the 
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facilities concerned when failure of contact has 
occurred. In the case of this particular sample, 
the number of occasions when intervention of 
this kind was needed proved to be surprisingly 
few during the experimental period. To the 
researchers this appeared to have resulted from 
many years of conscious effort having been 
directed to the integration of services and the 
fostering of flow of iħformation in this particular 
area. The introduction of a community psych- 
iatric nursing service in recent years was also a 
significant factor in this relatively favourable 
situation. 


Conclusion 


Following the experience described here, it 
would readily be possible to develop this 
monitoring system in one of several directions. 
In the first place, it could be expanded from its 
present boundaries to cover cases from the 
whole of the Health District or Area. Secondly, 
it could focus on schizophrenic patients selected 
as being particularly vulnerable to relapse, and 
it is probably in relation to these that the 
greatest benefits would be derived from the 
process of continuous monitoring. Vulnerability 
might be indicated by factors such as lack of 
stable family support, major personality handi- 
cap or known reluctance to persist with medi- 
cation in spite of relapses. 

It has, however, already been demonstrated 


from this project that the system is practicable, 
effective and relatively economical to operate. 
It is a method that should be of widespread 
value, not only for schizophrenia but for a 
number of chronic disorders in which most of 
the affected individuals now live mainly outside 
hospital. 
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Use of Hospital Services by Chronic Schizophrenics 
in the Community 


By HUGH FREEMAN, A. J. CHEADLE and J. R. KORBR 


SUMMARY A sample of chronic schizophrenic patients from an 
urban community, living outside hospital, were reassessed on the 
Present State Examination one year after a first examination. During 
this time their use of psychiatric hospital services was recorded. One 
hundred and two patients had satisfactory interviews on both occasions. 
These could be divided into Heavy, Medium and Light users of ser- 
vices, the numbers being 8, 14 and 63 respectively, while 17 only saw 
their general practitioners or had no treatment. A ranking of the 
sample in terms of severity showed no correlation with use of these 
services; second PSE scores were not significantly different from the 
first. Heavy and Medium users of hospital services were in contact with 


Social Services to a significantly greater extent than other patients. 


Introduction 


This paper describes research undertaken in 
Salford concerned with evaluating a monitoring 
system for chronic schizophrenic patients; the 
operation of this system and method of deriving 
the sample have been described by the present 
authors in a previous article (Freeman, Cheadle 
and Korer, 1978). 

The sample consisted of schizophrenics under 
the age of 65 who were living outside hospital 
and had been in contact with some form of 
psychiatric service during 1974. It was drawn in 
the latter part of 1975 and interviews started in 
February 1976, using the Present State Examin- 
ation (PSE) (Wing, Cooper and Sartorius, 
1974). These initial interviews were completed 
by August 1976 and an analysis of the clinical 
data relating to the patients has been reported 
by Cheadle, Freeman and Korer (1978). At the 
same time, the social situation of the patients 
was examined by questionnaire; the results of 
this investigation have been reported by Korer, 
Freeman and Cheadle (1978). 


Method 


After completion of the PSE and social 
interviews, the sample was divided into two 
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groups, which were matched for clinical 
condition. Then, for a twelve-month period, all 
contacts of patients in both groups with any form 
of hospital psychiatric service were recorded, but 
the monitoring process was applied only to the 
index group. At the end of this period, the whole 
of the sample as far as possible was re-inter- 
viewed, using the PSE, if the first interview had 
been of satisfactory quality. This enabled an 
assessment to be made both of change over the 
twelve-month period and of the current state of 
the patients, so far as their clinical condition was 
concerned. The comparison of the index and 
control groups will be reported separately. 


Data obtained from the PSE on this second 
occasion were analysed, as they were at the 
outset, into four syndrome groups (Cheadle, 
Freeman and Korer, op cit); these were: 
Schizophrenic and Paranoid (S and P); Manic 
and other psychoses (M and QO); Psychotic (P) 
and Neurotic (N). Where it was possible to 
re-interview the patient, and where both 
interviews were of adequate quality, an assess- 
ment could be made as to whether each member 
of the sample had improved, remained the 
same or deteriorated during the relevant period. 
However, the sample became depleted at this 
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latter stage for four reasons: (a) Subjects had 
moved and could not be traced again; (b) they 
refused to be re-interviewed; (c) they had died 
or (d) the second interview was not of adequate 
quality. If any had to be discarded for one of 
these reasons, their matching patients also had 
to be discarded. In the end, 102 patients were 
left for whom both first and second interviews 
had been adequat@—in themselves and in the 
matching patients. 

Thus a large part of the original sample was 
lost, but the loss was for several reasons (as 
above) and there are no clear grounds for 
believing that it was not random for most 
variables. The lost patients consisted of 43 men 
and 45 women; the average age of the original 
sample was 45.5 and of this second one 46.6. 
The clinical condition of those who had to be 
discarded cannot be commented on, however, 
because one of the reasons for discarding cases 
was that there was not sufficient valid inform- 
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ation about them. But on the basis of the 
data collected at the first interview, those who 
refused to be interviewed a second time were 
no more or less ill than the rest of the sample. 
Some refused because their illness was further 
in the past than it had been the first time and 
others because they were suspicious and did 
not see why they should be pestered again. 

The original inter-correlations between the 
four syndrome groups were highly significant 
and positive; that is, the most ill patients tended 
to have scores in all four groups. It therefore 
seemed possible to try and find some way of 
ranking the sample for severity of illness and to 
do this, an order of severity had to be assumed 
among the four syndrome groups. The most 
generally disabling symptoms were considered 
to be S and P and the subject with the highest 
score in that group was regarded as the most ill 
and therefore ranked (1). All others scoring in 
this group were then ranked accordingly. 


Tasie I 
Reasons for and numbers of the sample who had to be discarded 





Ist and 2nd interviews 
adequate in subject and 


























Ist interviews not adequate Ist interviews adequate match 
2nd interviews not 2nd interviews adequate 
adequate etc. but match’s not 
Notadequate 2 
Refused 15 
Not traced 10 
Died 3 
33 30 25 102 
TABLE II 
Rating scale to decide degree of service use of members of the sample 
In-patient Day-patient Out-patient appointments Injections 
Service Days Score Days Score Appointments Score No. Score 
365 8 
e 
Heavy 241-364 6 241-365 3 9+ 2 36 + 2 
Medium 126-240 4 126-240 2 5-8 l 18-35 1 
Light 1-125 2 1-125 1 1-4 1-17 0.5 
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Those who had no score in the S and P group 
were ranked on their M and O score, those 
having no score in either of the first groups of 
syndromes were ranked on their P score, and 
the rest on their N score alone. 

Once this ranking had been obtained, it 
became possible to use it to compare patients’ 
clinical condition with their use of hospital 
services. The latter were assessed under four 
headings: in-patient care (in days); day-patient 
care (in days); out-patient appointments; and 
injections of depot neuroleptics. Since patients 
can make use of different services to different 
degrees, a rating scale was devised which 
weighted the use of each category in the form of 
a score; when these category scores were 
totalled together, an overall score was produced. 
These scores were divided into Heavy (6-8), 
Medium (3-5.5) and Light (1-2.5). To score 
zero, it was necessary for a patient not to have 
used any specialist psychiatric service, though he 
might have been under the care of his general 
practitioner. 


Results 

(a) Changes in PSE scores 

In respect of those patients who had a valid 
PSE score at both the beginning and the end 
of the survey period, and whose matching 
patients also had valid scores (numbering 102), 
the second scores were analysed into syndrome 
groups, in the same way as the first ones. Table 
III shows the difference between the two PSE 
interviews in terms of whether the scores on each 


Taste HI 
Numbers in each syndrome group and whether they changed 
between the two interviews 
(The groups are not mutually exclusive) 





S&PM&O P N 





ll 28 22 55 


Improved 
Worse 10 24 7 28 
Same score both times 3 8 2 5 


No score both times 78 42 71 14 
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syndrome group had improved, become worse 
or remained the same. 

In many cases, there was no score on either 
occasion and therefore no room for improve- 
ment; such instances are therefore listed 
separately under ‘no score either time’. This, 
however, tells us very little about individuals 
because minor symptoms can disappear only to 
be replaced by more troublesome ones. It is for 
this reason that we felt the necessity, however 
arbitrary, to find a means of ranking the sample 
in some overall way. We could then compare 
the individual’s first and second ranks and so 
discover whether, compared to the rest of the 
sample, he had improved his position or not. 
On the whole, nearly as many had improved 
(45) as had deteriorated (53) and a few (4) had 
the same rank both times. Patients may be 
suffering from a combination of symptoms from 
the four syndrome groups; the numbers of these 
are shown in Table IV. 


(b) Use of services 

Only eight of the sample were found to be 
Heavy service users; five of these had been 
admitted to hospital shortly after the sample 
was drawn and had remained there throughout 
the survey period. 

Medium service users (14) tended to be so by 
virtue of being day patients for a large part of 
the year. There were 63 Light users; they were 
getting injections of long-acting neuroleptics 
with out-patient appointments. Those obtaining 
treatment only from their G.P.s or having none 
at all numbered 17. 

Comparison of the rank order of clinical 
condition with that of service use shows little 
difference. The median rank would be 51.5, 
while the average rank of the Heavy users was 
41.6, Medium 42.3, Light 53.9 and zero 52.3. 
When the four groups are compared statistically 
by the use of the Kruskal-Wallis one-way 
analysis of variance, H = 0 which is not 
significant. 

A small number of subjects in the index 
group were noted to have attended fate for 
appointments or to have missed the occasional 
one. We could find no difference in this group, 
compared to the rest of the group for age, sex, 
service use, change in clinical condition, age at 
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Taste IV 
Numbers in the sample and combinations of syndromes from which they suffered 


The percentage of the original sample at the first interview and of the depleted sample at second interview are 
also given. 





This int. 




















No S&P M&O P N First int. 
6 * * * * 5.8 8.3 
l * * * 1.0 13 
6 x x 58 4.5 
5 * * * 4.9 6.4 
7 2 . 2.0 1.3 
23 * 22.5 22.9 
2 2.0 2.5 
1 * 10 0.0 
2 * i 20 1.3 
33 x 325 31.8 
21 E 20.6 17.8 

102 100 

* x Nil 1.2 
Nil 016 
E 100 





first admission or whether they were working or 
not. 

The number of patients who had been in 
contact with a social worker during the survey 
period was also recorded; these consisted of 
11 Heavy or Medium users (38 per cent of the 
total number), 12 Light users (62 per cent) 
and 6 zero users. Of those not in contact with a 
social worker, 11 were Heavy or Medium, 51 
were light and 11 were zero users. This distri- 
bution of contact with social workers is sig- 
nificantly different from a random one in that 
the number of Heavy and Medium users is 
about 5 higher than chance; (xy? = 8.26, with 
two degrees of freedom; P < 0.02). Contact 
with social workers was not included in the 
scoring of use of hospital services because 
sufficient data were not available to judge the 
extent of the contact. However, the distribution 
of contacts suggests that social work activities 
were pore likely to be an accompaniment to 
hospital services than a substitute for them. 


Discussion 


In this study, the instrument used to assess 
clinical condition (the PSE) has been taken out 





of its original context to some extent. It was 
designed to assess present psychiatric state 
within the last month, and we must not assume 
that we have any measure of ‘average’ state 
throughout the twelve-month period under 
scrutiny. Neither was it designed to compare one 
person with another in any quantitive sense, 
and it might be thought that we have taken a 
liberty in trying to make it do so. What con- 
stitutes a severe illness is debatable, especially in 
relation to psychosis, where from the patient’s 
point of view he may not be ill at all. However, 
some operational way of assessing change was 
needed in this investigation, and the best 
available instrument was used in what we hope 
was a reasonable way. For statistical reasons, 
this has resulted to some extent in the illness 
being treated as a dimension, where there 
should rather be discrete categories—a problem 
discussed by Kendell (1975). Whilst there 
seems to be little doubt that there is a dimen- 
sional aspect to neurotic illness, the nature of 
psychosis is far more controversial from this 
point of view. 

No differences were found in clinical con- 
dition according to extent of service use, and 
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this could conceivably be interpreted as 
meaning that most of the sample were getting 
the right degree of help. By our operational 
definition, the majority of the sample were 
Light service users. However, this whole 
subject is tinged with the chicken and egg 
problem: whether patients are Light service 
users because they are less ill to start with, or 
whether the more ill are Light service users 
because it has been found that they do not 
respond to more treatment. The question 
cannot be answered on the basis of these data. 
Likewise, those who are less ill but in hospital 
may be so precisely because they are relatively 
well in hospital, yet would quickly break down 
in the community, Available data on use of 
social services suggest that this follows the 
same trend as that of hospital services; there 
was no evidence to support the view that one 
compensates for the absence of the other—at 
least for this particular diagnostic group. 

It was disappointing not to get any clue from 
this particular study as to how potential drop- 
outs from care may be identified. But since 
failures of contact with prescribed services 
actually proved to be minimal during the 
period of the investigation, it was only possible 
to look at a group who were rather less reliable 
than the rest, in that they missed or were late 
for occasional service contacts, 

The main finding is one of no clinical change 
over the year of study in the sample as a whole, 
and this must emphasize the chronic nature of 
the condition involved, as well as the fact that 
most of the patients were on maintenance 
neuroleptics, which were fairly successful in 
preventing further acute relapses. At the same 
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time, the analysis of comparative levels of 
service use shows that the overwhelming majo- 
rity of the sample were making relatively small 
demands on psychiatric services. Since our 
previous data (Cheadle, Freeman and Korer, 
op cit) indicated that these patients were 
generally free of active psychotic features, 
though often handicapped by neurotic symp- 
toms or personality proBlems, it may be 
suggested that the control of overt schizo- 
phrenic illness is a relatively economical 
exercise with current therapeutic methods, 
provided that an integrated system of mental 
health facilities exists—as it does in the area 
where this study was carried out. However, 
the chronic handicaps are another matter. 
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Prediction of Successful Rehabilitation by 


Nurse Rating Scale 


N, By ALISTAIR E. PHILIP 


SUMMARY The predictive value of the NOSIE, a ward behaviour 
rating scale, was investigated in a group of long-stay patients. After a 
follow-up period of 34 years, it was found that all NOSIE scales differ- 
entiated continuing in-patients from those discharged. Regression 
analysis showed that age and florid psychoticism carried most pre- 
dictive weight. These findings and the value of reliable rating scales for 
rehabilitation purposes are discussed. 


In the rehabilitation of the long-stay psych- 
iatric patient the part played by nurses, both in 
assessing and in pursuing the goals of treatment, 
is crucial. Hall (1977) has pointed out that the 
content of a useful ward assessment for chronic 
patients should be relevant to ward behaviour, 
should be specifically designed for long-stay 
patients and should be sufficiently flexible to be 
useful in monitoring a variety of treatment or 
rehabilitation programmes. The Nurses’ Obser- 
vation Scale for In-patient Evaluation (NOSIE) 
meets these criteria. It was designed specifically 
to assist in the assessment of the ward behaviour 
of long-stay patients (Honigfeld and Klett, 
1965) by combining nurse ratings of social and 
illness-related behaviour to give scores on six 
scales: Social Competence, Social , Interest, 
Personal Neatness, Irritability, Manifest Psy- 
chosis and Retardation. Subsequent work has 
shown it to be useful in measuring change in 
patients who were exposed to different kinds of 
treatment (Honigfeld, Gillis and Klett, 1966; 
Gripp and Magaro, 1971; Mariotto and Paul, 
1974). Philip (1973, 1977) has shown that in its 
item composition, reliability and validity it is 
appropriate for use in British as well as Ameri- 
can settings. This paper is concerned with its 
use as a predictor of the outcome of rehabilita- 
tion in a large group of long-stay patients. 

The establishment, in 1973, of a day hospital 
and group homes provided the necessary 
infrastructure for a fully developed rehabilitation 
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programme at Bangour Village Hospital. Initi- 
ally, patients were chosen for the programme 
following individual scrutiny by members of the 
rehabilitation team. Within a short time, it 
became clear that a more structured form of 
assessment was required to screen the large 
number of possible candidates for the rehabili- 
tation programme and to this end, all long-stay 
patients under the age of 65 years were rated on 
the NOSIE. 

By the end of 1976, it was apparent that 
virtually all these NOSIE-assessed patients had 
been considered for rehabilitation and that 
those with potential had progressed from being 
in-patients to being day-patients or even to 
being completely discharged from hospital. In 
considering the effects of the hospital’s re- 
habilitative efforts on these patients, it was 
considered timely to investigate the predictive 
prowess of the NOSIE scales completed three 
and one-half years earlier. 


Method 


Two hundred and fifty-five patients had been 
rated on the NOSIE in 1973. The files of all 
these patients were scrutinized to assess their 
status, taking 1 January 1977 as a convenient 
follow-up date. Where necessary, enquiries were 
made outwith the hospital to check on outcome. 
The final body of information available for each 
patient included age, sex, NOSIE scores, date 
of admission, hospital status at 1 January 1977, 
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‘best’ status attained during the period under 
scrutiny and the amount of time spent out of 
hospital during the follow-up period. 


Results 
Characteristics of the group in 1973 
The group consisted of 137 men and 118 
women. Three-quarters of these patients were 
diagnosed as suffering from a psychotic illness, 


Taste I 
Hospital status at follow-up 





State at 1.1.77 Best state during 











1973-76 
n % n % 
Inpatient 180 70.6 170 66.7 
Day patient 20 7.8 26 10.2 
Discharged 34 13.4 38 14.9 
Dead 21 8.2 21 8.2 
Taste II 


Time spent out of hospital by best state 





Best state 1973-76 
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usually schizophrenia. The mean age in 1973 
was 50.49 years (s.d. 10.40) and they had an 
average length of stay of 18.71 years (s.d. 9.36). 


Outcome 


Table I shows the hospital status of the 
patients at follow-up. The salient features of the 
Table are that two-thirds of the group remained 
in-patients throughout the period under study; 
nearly 15 per cent were discharged from hospital 
for a time, 21 patients died and the remainder 
attained day-patient status. The two indices 
used—‘current state’ and ‘best state achieved’— 
produce very similar results. Since ‘best state’ is 
a more realistic indication of rehabilitation than 
status at an arbitrary follow-up date, this 
measure is used for the remainder of the paper. 

For those still alive, at follow-up, Table H 
gives details of the length of time spent as other 
than an in-patient. Most patients who had been 
discharged or had become day attenders had 
been so for two years or more. 

Table IIT shows the mean values for age and 
length of stay in the three outcome categories, 
the overall analysis of variance F ratios and, in 
the rightmost column, the value by which any 











a Time our Day Patient Discharged individual pair of group means must differ 
Up to | week 0 0 before being accepted as significant by Tukey’s 
» » | month 2 0 ‘honestly significant difference’ criterion (Winer, 
» s 3 months 2 0 1962). 
moo nels 2 l For both variables, the overall analysis of 
» » year l 3 . ; in ; 
” 2years 5 12 variance produces a highly significant F ratio, 
„o s S years 7 10 while the follow-up test of differences between 
Over 3 years 7 12 individual pairs of means shows that those 
26 38 continuing to be in-patients are older and have 
n been in hospital for much longer than the day- 
Taste III 
Differences between outcome status groups on age and length of stay in hospital 
Mean Scores for Groups F ratio Tukey h.s.d. 
value for 
Inpatients Day patients Discharged 5% level 
(n = 170) (n = 26) (n = 38) dhe ean 
Age 52.38 46.50 43.68 14.36 4,99 
Length ofstay 20.25 13.54 13.53 13,18 4.54 





Statistically significant levels of F323, are: .05, 3.04 
.01,4.71 
.001, 7.12 
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Taste IV 
Differences between outcome status groups on the NOSIE 
Variable Mean Scores for Groups F Ratio Tukey h.s.d. 
———— value for 
Inpatients Day patients Discharged 5% level 
(n =170)  (n=26) = (n= 38) fin aan 
Competence 27.59 32.04 35.26 11.48 4.79 
Interest s 15.03 20.85 20.29 9.10 4.46 
Neatness 19.98 26.54 25.58 12.10 4.23 
Irritability 12.15 8.69 6.18 7.99 4.47 
Psychosis 8.00 2.12 1.26 26.69 3.03 
Retardation 8.77 4.50 3.79 13.82 3.10 
Statistically significant levels of F,..25,, are: .05, 3.04 
.01,4.71 
.001, 7.12 
patient or discharged groups, who themselves do TABLE V 


not differ significantly. 

Differences between ‘these same outcome 
categories on the NOSIE scales are shown in 
Table IV. Significant F ratios are shown for all 
six scales. The application of Tukey’s procedure 
indicates that on the scales of Interest, Neatness, 
Psychosis and Retardation, day hospital and 
discharged patients can be differentiated from 
in-patients, but not from each other. The mean 
scores on Competence and Irritability are such 
that in-patients differ from discharged patients, 
but not from day-patients. 

These findings show that the NOSIE scales 
did discriminate between patients who, sub- 
sequent to assessment, responded differently to 
the hospital’s rehabilitative efforts. Since the 
NOSIE scales correlate with age and length of 
stay, as well as with each other, it was con- 
sidered appropriate to carry out multiple 
regression analyses which would indicate how 
well all these variables could predict outcome 
and which would accommodate their inter- 
dependence. Because day-patients and dis- 
charged patients differed so little on the NOSIE 
scales, the dependent variable ‘outcome’ was 
reduced to a comparison of ‘in-patients’ and 
‘others’. 

The, multiple correlation of all six NOSIE 
scales with outcome is 0.487; the NOSIE 
scales account for just under one-quarter of 
outcome variance. Table V shows how the 
multiple correlation increases as each scale is 
added into the equation. The second column of 


Multiple regression analysis: NOSIE scales and Outcome 





Per cent of 











NOSIE scales in Multiple outcome 
order of correlations as variance 
appearance in each scale enters predicted by 

equation equation each scale 
Psychosis 0.432 18.7% 
Neatness 0.465 2.9% 
Retardation 0.474 0.9% 
Irritability 0.480 0.6% 
Competence 0.483 0.2% 
Interest 0.487 0.4% 
Total predicted 23.7% 


figures shows the proportion of outcome vari- 
ance accounted for by each scale. From this 
column, it can be seen that the Psychosis scale 
is the major contributor to the multiple corre- 
lation and that Neatness is the only other scale 
which, when added to the equation, adds more 
than one per cent to the prediction of outcome 
variance. 

Age, sex and length of stay are variables 
which are readily obtained from patient 
records. Table VI shows the results of multiple 
regression when these three variables are 
considered first and then the NOSIE scales are 
introduced into the predictive equation. The 
multiple correlation of age, sex and length of 
stay with outcome is 0.381. When the NOSIE 
scales are included, the coefficient rises to 
0.569; together, these nine variables account for 
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Taste VI 


Multiple regression analysis: demographic variables and 
NOSIE with outcome 











Percent of 
Independent Multiple outcome 
variables in order correlations as variance 
of entry in each variable predicted by 
equation enters equation each variable 
Demographic 
Age 0.325 10.6% 
Length of stay 0.368 3.0% 
Sex 0.381 0.9% 
NOSIE 
Psychosis 0.533 13.9% 
Retardation 0.552 2.0% 
Irritability 0.561 1.0% 
Neatness 0.567 0.7% 
Competence 0.568 0.1% 
Interest 0.569 0.1% 


Total predicted 32.3% 








one-third of outcome variance. Inspection of the 
second column of Table VI reveals that 
Psychosis and Age are the main contributors to 
the prediction of outcome variance. 


Discussion 


The effect of applying multiple regression 
techniques to the present data is to establish a 
rank ordering of the importance of the NOSIE 
variables in differentiating outcome categories. 
The value of adding readily available demo- 
graphic data is evident from Table VI. Com- 
bining the findings of Tables HI to VI, it can 
be said that while all the variables studied 
differentiate in-patients from others to a greater 
or lesser degree, the most important variables in 
such a differentiation are age and Psychosis. 
Where patients are manifestly psychotic or are 
older, remembering that in a long-stay popu- 
lation age and length of stay are highly corre- 
lated, then they are unlikely to move away from 
in-patient status. Only in the less psychotic, less 
aged patients is it found that social competence, 
interest and personal appearance are of rele- 
vance in predicting partial or complete dis- 
charge from hospital. 

It was never the case that the NOSIE scales 
should provide the only information on which to 
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base rehabilitation at Bangour Village Hospital; 
factors such as availability of accommodation, 
work prospects, attitudes of patients and their 
relatives, level of health service or local autho- 
rity support all contribute to the success or 
failure of rehabilitation programmes. Re- 
habilitation begins in the hospital, however, and 
the NOSIE has a useful part to play in the 
selection as well as in the dhgoing assessment of 
patients. 

Since it is a relatively brief rating scale, the 
NOSIE does not make excessive demands on 
ward staff in terms of time, even when a large 
number of patients are assessed. Training nurses 
in the use of the NOSIE directs their attention 
to observed behaviour occurring during a fixed 
time-span, rather than letting them rely on 
inference and accumulated anecdotes. Where 
large numbers of patients are assessed by 
different nurses on different wards, it is possible 
to identify over-strict or over-lax ratings, 
adjusting these statistically so that patients are 
more readily compared than would be the case if 
informal means of reporting were in use. 
‘Doubtful’ assessments can readily be re- 
assessed by a different pair of raters and this 
ease of replication adds greatly to the credibility 
of the results obtained. 

The NOSIE has proved to be a versatile scale 
when used to assess long-stay patients, the 
present study having indicated that it has 
predictive as well as monitoring value. Ongoing 
work with day hospital attenders of the ‘young 
chronic’ variety indicates that the range of 
scores available on the scales is sufficiently great 
to accommodate the observed behaviour of this 
growing group of patients, who are now 
replacing the long-stay population as those most 
in need of rehabilitation. 
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The Effect of Some Incentives on the Work Performance of 


Psychiatric Patients at a Rehabilitation Workshop 


By L. G. WALKER 


SUMMARY Five experimental incentive conditions were compared 
with a control condition in terms of their effect on work performance. 
Each of the six groups studied had a standard four-week baseline 
period (Block 1) consisting of an attendance payment, followed by a 
four-week experimental period (Block 2). Whereas all patients in the 
Control and Feedback groups produced less during Block 2, only two 
patients in the remaining four groups failed to improve. An analysis of 
variance indicated that Social Reinforcement, Piece Rate, Piece Rate 
plus Social Reinforcement, and Pay Increase plus Social Reinforcement 


were significantly superior to the Control and Feedback conditions. 


Although industrial therapy may improve 
some aspects of psychiatric symptomatology 
(e.g. Hamilton and Salmon, 1962; Hamilton, 
1964; Miles, 1971), the explicit objective of 
many units is to prepare patients for non- 
sheltered employment in the community. 

A large number of pioneering reports des- 
cribe practices in particular units or discharge 
figures over a period of time (Bennett eż al, 1961; 
Bland and Nixon, 1972; Carstairs ef al, 1956; 
Early and Magnus, 1968; Ekdawi, 1972; 
Morgan et al, 1965; Mesquita, 1973; Oram and 
Clark, 1966; Stéffelmayr and Walker, 1975). 
Some of these studies are encouraging, as they do 
suggest a high success rate, but the findings are 
hard to interpret because of the lack of control 
groups, implicit or explicit patient selection, 
differences in incentive schemes, staffing, etc. 
Reviewing the field in 1972, Anthony et al come 
to the depressing conclusion that work therapy 
in itself did not increase the likelihood that a 
patient would obtain outside employment or 
remain in the community. 

It is well known that many psychiatric 
patients are unpunctual, irregular in their 
attendance and low in productivity (Micek et al, 
1969; Sletten ef al, 1968; Wadsworth et al, 
1962a; Wadsworth ef al, 1962b) and work 
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behaviour in hospital has been shown to be a 
predictor of subsequent vocational success (e.g. 
Wilson et al, 1969). However, on the basis of 
Wansbrough and Miles’ (1969) survey of 
industrial therapy in England and Wales, one 
wonders how seriously the application of 
effective incentives contingent on improved 
work performance has been taken in many 
units. Were it to be taken more seriously, it is 
possible that industrial therapy would improve 
the vocational outcome of a number of patients 
(Stoffelmayr and Walker, 1975). 

It is well known that the majority of psychiatric 
patients do respond to work-related incentive 
systems (e.g. Ayllon and Azrin, 1968; Dilling et 
al, 1973; Kazdin, 1973; O’Connor and Claridge, 
1955, 1958; Sletten et al, 1968; Wadsworth et al, 
1961; Walker et al, 1973; Wing and Freuden- 
berg, 1961), but very few studies have compared 
the effectiveness of more than two different 
incentives in a systematic way. From an 
organizational point of view, it is important to 
establish which incentives, or combination of 
incentives, are most effective in increasing 
productivity in the majority of patients receiving 
industrial therapy. Such findings, however, 
must be tempered by a comparison of the 
demands made on staff by the various proce- 
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dures: the effectiveness of an incentive has to be 
considered in the context of its ease of appli- 
cation and operation. 

The series of experiments reported in this 
paper are an attempt to provide some such 
comparative information concerning the 
effectiveness of various incentives on the work 
performance of psychiatric patients in a com- 
munity based rehabifitation workshop. 

The aim of the study was to compare the 
effects of piece rate payment, social reinforce- 
ment, piece rate payment plus social reinforce- 
ment, feedback, and pay increase plus social 


reinforcement on the work performance of 


psychiatric patients in a rehabilitation workshop. 

The study was conducted in Unicorn Enter- 
prises, which is a Rehabilitation Workshop in 
the Grampian Region of Scotland. It is geo- 
graphically isolated from the regional psych- 
iatric hospitals, but has administrative links 
with them, The major goal of the workshop is to 
prepare patients for discharge to open employ- 
ment. A fuller description of the unit and its 
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background is reported in Stoffelmayr and 
Walker (1975). 


Method 
(a) Selection of Subjects 

In order to minimize prior learning within the 
unit, it was decided to use only new patients 
referred to the unit. All new patients were 
included in the research programme and were 
allocated to an experimental group solely on the 
bases of their date of referral. 

Six consecutive experiments, each lasting two 
months, were carried out. Since patients could 
only be referred at the beginning of a month, 
they were drafted immediately into a research 
group or, every other month, employed for four 
weeks in the main workshop. In the latter case 
they were paid a similar wage to that used 
during baseline until a new group was formed 
the following month. 

Table I shows some of the characteristics of 
each group. 


Tase Í 


Characteristics of the six groups 





Number 


Group in group 


Average 


age (years) Primary diagnosis 





Control 9 


Feedback 5 


Social reinforcement 6 


Piece Rate and Social reinforcement 7 


Piece rate 6 


Pay increase and Social reinforcement 8 


Schizophrenia-—5 

Epilepsy + Mental Deficiency—1 
Manic Depression—2 

Phobic State/Depression— | 


44.1 


Schizophrenia—2 
Depression——2 
Personality Disorder. 


l 





Schizophrenia—4 
Inadequate Personality—2 


Schizophrenia—5 
Anxiety State—| 
Agitated Depression—1 


Schizophrenia—2 
Depression—| 

Inadequate Personality—2 
Manic Depression—1 


47.0 


Schizophrenia—5 
Depression—1 

Manic Depression—1 
Epilepsy—1 


49.0 
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(b) Procedure 


Six experiments were carried out one at a 
time, and each experiment was made up of a 
standard four-week baseline (Block 1) followed 
by a four-week experimental period (Block 2) 
during which one of the experimental incentives 
procedures was introduced. 


Block 1—Payment during the standard base- 
line condition was not contingent on work 
performance. Up to 75p per week could be 
earned for punctual attendance and a further 
50p per week for social behaviour as rated by 
staff using the ‘F’ scale of the Psychotic In- 
patient Profile (Lorr and Vestre, 1968). The 
maximum weekly payment of £1.25 (payable at 
the end of the following week) during Block 1 
was close to the average pay in the Region’s 
industrial therapy units from which the majority 
of new patients came and was sufficiently low to 
make increased earnings possible under a piece 
rate regime. (The maximum pay which could be 
paid in Block 2 was £1.99). 

Praise and prompts contingent on work 
performance were avoided. 

Block 2—Five experimental conditions and a 
control condition were investigated. 

Group 1 (Control)—-The regime, including 
the payment system, was continued un- 
modified. 

Group 2 (Feedback)—Written and verbal 
feedback were given at the end of each hour. 
The payment system used in Block | was 
continued unmodified. 

Group 3 (Social Reinforcement)—-Feedback (as 
for Group 2) and encouragement con- 
tingent on work performance were admini- 
stered by a nurse. Increased output during the 
previous hour was praised; reduced per- 
formance led to the nurse expressing pleasure 
with the previous higher performance and 
encouraging the patient to regain that rate. 
The payment system used in Block | was 
continued unmodified. 

Group 4 (Piece Rate plus Social Reinforcement )— 
Social reinforcement (as for Group 3) and 
feedback about earnings were administered. 
Up to £1.49 per week was made contingent 
on individual work performance, and up to 
50p could be earned for social behaviour. 
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(The actual piece rate was set on the basis of 
group performance during the final week of 
Block 1, so that if group output did not 
change the total earnings of the group, 
though not necessarily individuals, would 
stay constant.) 

Group 5 (Piece Rate)—Payment was cal- 
culated and feedback wag given as for Group 
4. 

Group 6 (Pay Increase plus Social Reinforce- 
ment)—-Feedback and social reinforcement 
were given as for Group 3. The socialization 
payment was discontinued so that up to 
£1.99 per week was awarded solely on the 
basis of attendance. 


(c) Task 

The experimental task consisted of folding 
and glueing cardboard cartons. When a patient 
had folded and glued 25 cartons he secured them 
together with a rubber band and placed them 
with a tag out of his way on the bench. Com- 
pleted bundles were removed, recounted and 
checked by a member of staff at approximately 
15-minute intervals. Only the number of satis- 
factorily completed cartons was entered in the 
patient’s work record. 

Patients were able to talk to each other while 
working, but in the case of Groups 2 to 6 an 
attempt was made to confine interaction be- 
tween the nurse and the patients to feedback 
times, so that the overall frequency of inter- 
action was approximately constant for the five 
groups. 


(d) Measurement of the Dependent Variable ( P) 


Previous researchers have often had difficulty 
in obtaining a continuous supply of easily 
quantifiable work (e.g. Wing and Freudenberg, 
1961), A continuous supply of cardboard 
cartons was guaranteed in the present research, 
but the actual type of carton changed from time 
to time. Cartons varied in terms of size, number 
of folds and thickness of cardboard. 

In order to make work performance on each 
carton comparable, the Regional Work Study 
Department carried out a modified form of 
Methods-Time-Measurement (Maynard et al, 
1948) on each carton. This is a flexible system of 
work measurement: the task is broken down 
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into the discrete movements necessary for its 
completion. These units are then coded appro- 
priately and tables are consulted to convert the 
codings to time-motion units. By adding up the 
time-motion units for each necessary discrete 
movement, a standard time for the task is 
obtained. ‘Performance’ (P) is calculated by 
multiplying the standard time per unit by the 
number of units completed and dividing by the 
time taken. 

Once standard times had been obtained for 
each carton, performance on any carton could 
be compared directly with performance on any 
other type of carton. Graphs were plotted in 
terms of a standard carton rated at 5.40 standard 
minutes per 100. 

No group worked on more than three 
different carton types during the eight weeks. 
Following the change over to a new carton 
work performance was monitored, but the 
data from this were excluded from the analysis 
until stability had been achieved. 


Results 
Work Performance 


Figure 1] shows the average individual output 
per day for the six groups. Patients were 
excluded from this graphical analysis if per- 
formance figures for even one week were 
missing, and all points are based on the same 
patients. In the case of Group 6, only seven 
weeks are shown: their baseline was limited to 
three weeks because they had a one week 
holiday during the Christmas period. 


(i) Performance in Block 1 


There was a tendency for work performance 
to improve between weeks | and 2 of the 
baseline. Adding together the daily output of all 
patients in Groups | to 5 and dividing this 
figure by the number of patients indicates a very 
high degree of stability during weeks 2 to 4 
(the average individual output per day was 
514 standard cartons during week l and 
560 + 5 during weeks 2, 3 and 4). Performance 
during week | was not use in the statistical 
analysis. 

A measure of baseline performance for each 
individual was obtained by averaging all his 
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1000F- Control Feed-back 
VS, 
800 
600 
400 
200 eee TEE EEREN TOE 
5 Piece Rate plus 
5 Social Reinforcement Social Reinforcement 
v 600 
3 
H 
5 400 
2 20 PE ES meat ee 
Pay Increase plus Social 
Piece Rate Reinforcement 
600 
400 
a we ae 
. er ee mercer 


Weeks 


Fic 1.—-Average individual output per day. 4 indicates 
first week of Block 2. 


daily performance scores during weeks 2, 3 and 4 
to yield a single figure representing performance 


in Block 1. 


(ii) Performance in Block 2 


As a single figure to represent the perform- 
ance of each individual during Block 2, an 
average based on daily performance during the 
entire four weeks of Block 2 was calculated and 
used for statistical purposes. Inspection of the 
data suggested that this was the best single 
measure of Block 2 performance that could be 
obtained, despite the fact that the shape of the 
graphs during Block 2 differ. 


. L. G. WALKER 


Gii) Performance in Blocks 1 and 2 compared 


Six of the nine control group subjects (Group 
1) and all five feedback patients (Group 2) 
produced less during Block 2. In the four 
remaining conditions only one patient in Group 
3 and another in Group 5 produced less during 
Block 2, and in both cases the drop was less 
than 5 per cent. Table II shows formal t-test 
comparisons between Blocks | and 2 for each 


group. 











Tase II 
‘t-test’ comparisons Block 1 versus Block 2 
Group df. t P 
Control 8 1.24 >0.10 
Feedback 4 2.01 > 0.10 
Social reinforcement 5 —2.08 >0.05 
Piece Rate and Social 
reinforcement 6 —6.95 <0.001 
Piece Rate 5 —3.40 <0.02 
Pay Increase plus Social 
reinforcement 7 —4.89 <0.002 
Number of standard cartons 


8 3 8 8 






Social 
Reinforcement 












Piece 
Rate 


Piece Rate 
plus Social 
Reinforcement 
Pay Increase 

plus Social 
Reinforcement 


Fic 2--Change in average individual output per day 
{Block 2—-Block 1). 
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To enable between-group comparisons, a 
difference score was calculated for each subject 
by subtracting his average daily work per- 
formances during the first three weeks of Block | 
from his average daily work performance during 
the four weeks of Block 2. These differences 
scores are expressed in terms of standard cartons 
in Fig 2. 

Individual mean perforfnance scores during 
Block 1 were plotted against difference scores. 
The resulting scatter diagram failed to reveal 
any consistent relationship, i.e. magnitude of 
change was not related to initial work per- 
formance. 

A one-way analysis of variance was carried 
out on the difference scores of the six groups. 
A statistically significant F-ratio was obtained 
(F = 6.719, df (within) = 35, df (between) = 
5, p <0.01). All six sets of difference scores, 
therefore, were compared, and the t-values are 
presented in Table III. 

Groups 3 (Social Reinforcement), 4 (Piece- 
Rate plus Social Reinforcement), 5 (Piece-Rate) 
and 6 (Pay Increase plus Social Reinforcement) 
improved significantly more than either 
Group 1 (Control) or Group 2 (Feedback). 
However, comparisons of Groups 3, 4, 5 and 6 


failed to confirm differential amounts of 
improvement. 
Time Spent in the Unit 


Time spent in the unit is an important 
variable because not only does it reflect the 
motivation of the patient but also is used in the 
calculation of work performance. Folding and 
glueing 500 cartons in four hours gives an 
identical performance score to folding and 
glueing 250 of the same cartons in two hours. 
Table IV shows the average time spent in the 
unit during both Blocks. 

The Social Reinforcement group and the 
Social Reinforcement plus Piece-Rate group 
spent more time in the unit during Block 2 
than during Block 1 (P <0.02, P <0.05 
respectively). . 

As with the performance data, difference 
scores for time spent in the unit were calculated 
for each subject by averaging the time spent in 
the unit each day during Blocks | and 2 and 
subtracting the former average from the latter, 
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Taste III 
Analysis of variance group comparisons (difference scores) 
Social Piece rate Pay increase 
Control Feedback reinforce- plus social Piece rate plus social 
ment reinforce- reinforce- 
ment ment 
Feedback —0.205 
e 
Social reinforcement 2.554** 2.411* 
Piece rate plus Social 
reinforcement 4.782*** 4.311] *** 1.913 
Piece rate 2.882***  2,697** 0.300 — 1.602 
Pay increase plus social 
reinforcement 3.372***  3,.075%** 0.542 ~ 1.490 0.222 
* P <0.05 
** P <0.02 
*#* P <0.01 
Tase IV 
Average time spent in the unit in Blocks 1 and 2 
Average time spent in the 
Unit (hours) 
Block ł Block 2 t value d.f. P 
Control 5.54 5.49 0.278 8 >0.10 
Feedback 5.45 5.30 0.773 4 >0.10 
Social reinforcement 5.38 5.59 — 3.499 5 <0.02 
Piece rate plus social reinforcement 5.26 5.66 —2.619 6 <0.05 
Piece rate 5:23 5.33 —0.263 5 >0.10 
Pay increase plus social reinforcement 5.31 5.45 — 1.443 7 >0.10 





When an analysis of variance was carried out on 
these difference scores, an insignificant F-ratio 
was obtained, indicating that the effect of the 
six conditions on time spent in the unit is 
statistically indistinguishable (F = 1.058, df 
(between) 5, df (within) = 34, P <0.05). 
Comparisons of the difference scores for each 
experimental group with the control group all 
failed to reach statistical significance with the 
exception of the Piece Rate plus Social Re- 
inforcement group, which did spend more time 
in the unit (t = 2.110, p <0.05). 

Improved performance was not brought about 


by patients spending less time in the Unit nor 
by sustaining a higher level of performance for a 
shorter period of time. On the contrary, there is 
a positive association between group per- 
formance increase and time spent in the unit 
during Block 2 (Rho = 0.915, No = 6, 
P <0.05), indicating that increased perform- 
ance was maintained over longer periods of time. 


Discussion 
The results indicate clearly that much can be 
done to improve the work performance of 
psychiatric patients similar to those included 
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in this study. Four of the five incentive schemes 
which were studied proved superior to a control 
condition in terms of work performance. 
Furthermore, the magnitude of improvement is 
of practical significance. To take the Piece-Rate 
plus Social Reinforcement group as an example, 
average individual output increased from 467 
cartons per day to 693 cartons per day, i.e. 
output during Block 2 was 148 per cent of the 
output during Block 1. 

The control group and feedback group were 
singularly unsuccessful. While performance in 
Block 2 was not lower by a statistically sig- 
nificant amount than in Block 1, the trend was 
towards reduced performance in both these 
groups. Six of the nine control group patients 
and all five feedback patients produced less 
during Block 2. 


The findings for the Control group are 
disconcerting, not because they are unexpected, 
but because payment for attendance is a 
common industrial therapy practice. If one of 
the goals in industrial units is to improve work 
performance, the results indicate that payment 
for attendance is far from being an optimal 
method. It cannot even be said that attendance 
payment had a greater effect on the time patient’s 
spent in the unit than the other conditions. 


Although the failure of the Feedback con- 
dition to improve work performance may at 
first sight seem surprising, this finding may be an 
artefact of the carton collection procedures 
employed. The provision of written feedback did 
not provide patients with any new information. 
Patients in all the conditions were required to 
band together the completed cartons in bundles 
of 25, and this meant that the majority counted 
the number of cartons they had produced as they 
went along. For them, written feedback was a 
mere formality. 


The Piece-Rate group, the Social Reinforce- 
ment group, the Piece Rate plus Social Re- 
inforcement group and the Pay ‘Increase plus 
Social Reinforcement group were all found to 
be superior to the Control and Feedback groups 
in terms of increased work performance during 
Block 2. In the former groups, performance 
during Block 2 was higher than during Block 1 
by a statistically significant amount except in 
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the case of the Social Reinforcement group. 
Reference to Fig 2 suggests that the effects of 
Social Reinforcement and Piece Rate may have 
been additive, though differences between the 
four successful conditions were not statistically 
significant. 


The findings obtained in the present study 
are broadly consistent with those of a sub- 
sequent unpublished study” carried out at a 
hospital-based industrial therapy unit (Walker, 
1975). For practical reasons fewer variables 
could be controlled in this setting, and carton . 
changes were much more frequent. A total of 
eight conditions were investigated; Control, 
Feedback, Social Reinforcement, Social Re- 
inforcement plus Piece Rate, Piece Rate, Pay 
Increase, Targets, and Targets plus Piece Rate. 
Although there were certain procedural differ- 
ences in the two studies, some of the conditions 
were broadly comparable. Despite the fact that 
the population studied at the industrial therapy 
unit was older and more chronic, and that 
some patients had florid symptomatology, the 
Social Reinforcement, Social Reinforcement 
plus Piece Rate, Pay Increase and Targets 
conditions were superior to the Control con- 
dition by a statistically significant amount. 


Findings obtained from both these studies, 
therefore, confirm that much can be done to 
improve the work performance of even severely 
ill chronic schizophrenics in an industrial 
situation by means of the systematic use of 
incentives (e.g. Dilling et al, 1973; Hamilton, 
1964; Sletten ef al, 1968; Wing and Freuden- 
berg, 1961). 


Staff time is required to operate all of the 
incentives which were investigated. Apart from 
the incentive or incentive combination unique 
to each of the experimental incentives investi- 
gated, all required that individual hourly 
records should be kept. In the industrial 
therapy study, 28 patients, divided into four 
groups, took part in one series of simultaneous 
experiments (Piece Rate, Piece Rate plus Social 
Reinforcement, Targets, Targets plus Piece 
Rate). Two patients collected completed cartons 
from the work benches, and one member of staff 
(a nurse) checked and counted cartons and kept 
the records. Despite the fact that these were the 
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most complicated incentives to administer, it 
only took one other member of staff (a research 
student) approximately five minutes each hour 
to prepare feedback sheets and a further ten 
minutes each hour to administer the incentives. 
Piece rate payment, even with hourly feedback, 
need not involve a great deal of work, provided 
that tables to convert number of cartons 
produced to pay are complied. In addition, 
piece rate payment requires 2-3 minutes per 


patient at the end of the-week to calculate the 


pay. 

From an operational point of view, it is 
important that not only should -an incentive 
system be effective but that staff should be 
motivated to carry it out. Piece rate payment 
helps to ensure that accurate records are kept 
because patient’s earnings are at stake, and it 
also provides a structure for additional incentives 
such as social reinforcement. Feedback and 
social reinforcement ensure that staff initiate 
interaction with every patient at least at pre- 
programmed intervals during the day. In the 
present’ research, piece rate plus social re- 
inforcement functioned well as a system. 


The present study used a longer base line 
(20 days) and a longer experimental ‘period 
(20 days) than has commonly been reported. 
However, further research with an even longer 
experimental period is required to investigate 
whether those incentives which are most 
effective in improving work performance are 
also the most effective in maintaining enhanced 
work performance over longer periods of time. 
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_ Psychiatric Aspects of Urology 


By JOYCE L. DUNLOP 


SUMMARY Psychiatric investigation of 342 patients attending a 
urological clinic during one year showed a wide spectrum of problems. 
Patients with lower urinary tract complaints scored higher on the 
Hamilton Scale than those with upper tract complaints. 


Psychiatric syndromes are probably found 
frequently in all branches of specialized medical 
practice but urology has been little studied. 
Nevertheless, Fawcett (1972) found that uro- 
logical surgery was one of the more common 
precipitants of severe depression in men, and 
comments on the high rate of suicide in men 
with malignant lesions. 

Psychiatrists involved in liaison with uro- 
logical colleagues may be consulted about 
psychotropic medication, about depression in 
men undergoing surgery and about enuretic 
children who have been referred to the uro- 
logist’s clinic. Many patients with more or less 
explicit psychosexual problems present for 
physical assessment in the first instance. In 
many other patients with upper or lower genito- 
urinary tract symptoms no organic cause is 
found, and some of them are likely to be 
suffering from psychiatric conditions. Blandy 
(1976) stressed the importance of distinguishing 
depression from prostatism in elderly widowers 
who, alone with their grief in the early hours of 
the morning, have nothing better to do than 
make a cup of tea and pass urine. 


Method 


The survey was carried out in 1977 in Hull 
Royal Infirmary urological out-patient clinic. 
The author, working as a female clinical 
assistant, with male colleagues, saw 342 patients, 
approximately three-quarters of whom were new 
referrals. There were 114 male patients, 169 
female and 59 couples of whom only the male 
partner was investigated. The author saw almost 
all of the females attending the clinic, but only a 
proportion of the males. The patients were 
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interviewed personally, and were given the 
Hamilton Rating Scale for Depression (Hamil- 
ton, 1960). 


Results and Discussion 
Presenting complaints are shown in the table. 


Enuresis: Some enuretic children are referred 
to this clinic instead of by the usual channel 
from general practitioner to paediatrician or 
child psychiatrist. The 14 patients consisted of 
three boys and two girls under the age of 10, 
most with emotional problems and school 
phobias; three boys and three girls between the 
ages of 10 and 20, complicated by problems in 
inter-personal relationships and marital dis- 
harmony; and three adults, a man after opera- 
tion for hypospadias, a man who was enuretic 
since becoming alcoholic, and a woman who 
was unhappily married. 

Painless haematuria: Three of the twenty-two 
patients were abnormal psychiatrically: a nurse 
with dermatitis artefacta, a man of 38 years with 
paranoid delusions after computerized axial 
tomography, and a man of 52 years who had 
been experimenting on himself with a rubber 
catheter. 


Psychosexual problems: Of these 15 patients a 
number presented psychiatric syndromes in 
addition. Four men had obsessional phobic 
disorders concerning the possibility of venereal 
disease, a distaste for rubber, and contact with a 
wife’s intrauterine contraceptive device. Three 
had a score of more than 10 on the Hamilton 
scale. 

Low sex drive in the setting of depression may 
masquerade as prostatism or impotence, the 
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TABLE 
Presenting complaints 
Male 
Male (accompanied 
Female . (alone) by partner) Total 
(N = 169) (N = 114) (N = 59) (N = 342) 
Lower genito-urinary tract symptoms 58 4 — 62 
Upper genito-urinary tract symptoms 41 15 — 56 
Subfertility — 8 28 0 36 
For vasectomy — 4 25 29 
Painless haematuria 17 5 — 22 
Undescended testes — 16 — 16 
Enuresis 6 8 — 14 
Psychosexual problems 3 6 6 15 
Results of congenital malformation 3 13 — 16 
Abdominal masses 2 6 — 8 
Testicular or penile lesions — 12 — 12 
Requiring circumcision — 5 — 5 
Prostatısm = 8 — 8 
Renal tuberculosis 6 2 — 8 
Gynaecological problems 11 — — Il 
Mixed cases 22 2 24 
Total 169 114 59 342 





impotence then being repeatedly investigated 
for an organic cause. 


Subfertility: Wives were requested to attend 
and 28 out of 36 did so. Organic lesions were 
found in more than half of the wives, also 
dyspareunia and low sex drive. Thirty-two 
(88 per cent) of the men had oligo- or azoo- 
spermia. Psychiatrically sensitive interviewing is 
required for all these couples, sexual confidence 
being severely challenged in members of both 
sexes. In couples with a poor prognosis, the 
possibility of using the local artificial insemin- 
ation by donor service is mentioned early. 


Vasectomy: Psychological complications fol- 
lowing vasectomy can be eliminated almost 
completely by careful counselling, individually 
and with the couple before the procedure. 


Upper and lower gentto-urinary tract symptoms: 
McLean and Emmett (1969) found that, of 
patients complaining of lower genito-urinary 
symptoms, on investigation only 10 per cent 
had a definite infective cause. Mason et al 
(1977) showed that the psychological needs of 
the remaining 90 per cent suffering from the 
‘urethral syndrome’ were much greater than 
those of a comparable group of non-urological 


surgical patients. During childhood they were 
closer to their mothers, and there was more 
parental ill-health. In adult life, 67 per cent 
admitted to marital problems (as compared to 
20 per cent of the controls) and they were more 
socially isolated. 

Among patients with symptoms of upper 
urinary tract disease, such as pain in the loin 
and/or abdomen, Fox and Saunders (1978) 
found that only 22 per cent had an actual 
upper urinary tract lesion. In the present study 
patients with lower tract symptoms were 






NY ponents with upper tract symptoms 


ponents wth lower tract symptoms 


BBD 2 


4 6 E ORM 6 BD 2 NM 
Hamdon Rating Score —= 


Fıa—Comparison between patients with upper and lower 
urinary-tract symptoms with regard to depression. 
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compared with those with upper tract symptoms, 
using the Hamilton Rating Scale, with 17 
variables for depression. The results are shown 
in the Figure. 

(Only 3 patients had odd number scores— 
3, 5 and 9 and they have been included in the 
2, 4 and 8 columns, respectively). Those with 
lower tract symptoms scored more highly 
although there iseconsiderable overlap. The 
difference is significant using the Mann-Whitney 
‘U’ Test for large samples (p is less than 0.0002 
using no correction for ties), 


Undescended Testes: The usual time for 
operation is between 6 and 8 years, but psych- 
iatric advice may be needed in breaking the 
news cautiously to young men that no testicular 
tissue has been found, or left intact at operation. 


Other problems. Cases were seen of spina bifida 
in mentally handicapped children, sexually 
ambiguous external genitalia, penile amputation 
for carcinoma, circumcision in adult men for 
reasons neither religious nor medical, Mun- 
chausen syndrome, and a female patient 
referred as suffering from a social phobia 
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because she found she could not urinate in a 
public toilet as she appeared to pass flatus, per 
vaginam. She was found to have a vesico- 
vaginal fistula which was cured by appropriate 
surgical treatment. 
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Organic Psychiatry: The Psychological Con- 


sequences of Cerebral Disorder. By WILLIAM 
Atwyn Lisuman. Oxford: Blackwell Scientific 
Publications. 1978. Pp 999. £28.00. 


Occasionally in a specialty a textbook appears of 
such importance that it is difficult to envisage how one 
managed without it. Such is Dr Lishman’s work on 
organic psychiatry. The author’s stated aim is to 
cover the ‘lack of knowledge concerning the over- 
lapping territories between psychiatry and neurology’. 
To complete this endeavour the book describes not 
only the consequences of cerebral disorder“ but also 
provides a description of the cerebral disorders 
themselves in exhaustive detail. For example, in the 
chapter on ‘Head Injury’, pathology is described, 
biochemical and EEG changes, the acute and 
chronic effects in terms of consciousness, amnesia and 
intellectual function, localizing signs, of the develop- 
ment of epilepsy etc. Legal aspects and treatment are 
also included—a veritable 60 page monograph. 

The book is divided into two parts. The first 
deals with ‘Principles’ and‘ is sub-divided into 
chapters on features of psychological disorder, 
symptoms. and syndromes with regional affiliation, 
clinical assessment and differential diagnosis. This 
gives a firm descriptive and semantic basis for the 
rest of the book. The second part deals with specific 
disorders with particularly comprehensive sections on 
head injury, epilepsy, cerebrovascular disorder and 
endocrine and metabolic disease. In general terms 
any disease which has effects on cerebral function is 
itself comprehensively described in the detail one 
would expect from a textbook of medicine or neuro- 
logy. 

The work is meticulously referenced, important 
parts of the older literature being surveyed, and the 
recent literature covered and references up to 1975— 

' some 2000 in all, which I have little doubt the author 
has read. From this literature the author has with the 
obsessional’s eye to detail presented relevant facts 
and percentages. For example, did you know that in 
epileptic automatism in a large series, 80 per cent 
occupied less than five minutes and another 12 per 
cent less than fifteen minutes? The author also 
provides numerous illustrative cases from this 
literature. 

Certainly there will be advances in this area which 


will require review in the future since they have come 
into prominence since 1975. Ti particular the impact 
of the CAT scan on the diagnosis of cerebral disorder 
as well as the advances in our knowledge of specific 
disorders such as Alzheimer’s disease which has 
arisen out of biochemical analysis of post mortem 
brain material. 

Perhaps a striking, and for a textbook, unexpected 
bonus is the author’s fluency which makes for 
readability. Gone are the stereotyped phrases and 
editorially imposed jargon of the current journals. 
A friend on holiday found it such fascinating reading 
that he had to be prised away from the book after 
2 hours—and he was a diesel engineer! A sample 
of the prose is in a description from a section on 
amnesia in diffuse cerebral disorder :— 

‘Recent events may be the most obviously affected, 
but in part at least this may be due to lack of interest 
and involvement in current experiences. Remote 
memories may appear to be relatively intact, but 
often prove in fact to be banal, stereotyped, and 
lacking in detail. To a marked extent performance 
may be variable from one occasion to another, and 
capricious in that some events are easily recalled 
while others, apparently equally trivial or un- 
important, are not’. 

Perhaps the over-riding impression is of an 
eminently readable book, encyclopaedic in its 
content and intellectually stimulating in its com- 
prehensive referencing. An essential in every depart- 
ment of psychiatry, neurology and medicine and a 
particular blessing to those engaged in liaison 
psychiatry. The ward round is transformed: when in 
doubt—look it up in Lishman! 


Donan Eccieston, Professor of Psychological Medicine, 
The University of Newcastle upon Tyne 


Controversy in Psychiatry. Edited by Jonn PAuL 
Brapy and H. Kerru Bropi. Philadelphia: 
W. B. Saunders. 1978. Pp 1087. $39.50. 

This unusual book explores a number of febatable 
issues in psychiatry, each of which is discussed by two 
or more contributors; the different opinions are then 
summarized and commented on by the editors, 
giving a format which provides instructive, interesting 
and often exciting reading. In the preface it is 
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suggested that it might be difficult to find topics in 
psychiatry which are not controversial and, by and 
large, this view prevails. Indeed, Torrey asks in the 
opening paragraph of the first chapter whether it is 
Justified to regard psychiatry as a still living subject 
or has it become as obsolete as a museum exhibit. 

A very wide area of psychiatry is covered, including 
the usefulness of treatments such as psychotherapy, 
behaviour therapy, hypnosis, ECT, drug treatment, 
group therapy and biofeedback, but there is never 
any acrimony between protagonist and antagonist 
and the reader is thereby reminded constantly that 
this is a work of scholarship. Well-known attitudes 
such as those of Hilde Bruch on the psychoanalytic 
approach to anorexia nervosa, of Thomas Szasz on 
the inhumanity of compulsory detention in psychiatric 
institutions and of Harold Kolansky and William 
Moore on the adverse effects of cannabis are found 
alongside fresh viewpoints. Thus the truly remarkable 
thrust of Harley Shands’ criticism of psychoanalysis 
is not that its efficacy is unproven, but that it is an 
elitist politicoreligious movement, practised by an 
elite on an elite, that it is ‘caviar for the general’ in a 
most dramatic sense! The chapter entitled ‘Should 
Homosexuals Adopt Children” is another example 
of a topic in which unexpectedly novel arguments are 
presented. 

British readers will inevitably compare this book 
with Anthony Clare’s best-selling Psychiatry in Dissent. 
There is certainly some overlap but there is sufficient 
contrast between the two to recommend most 
strongly the newer work. The relatively high cost 
may present a problem, but as a gift its warm accept- 
ance is unreservedly assured. 


KENNETH GRANVILLE-GROSSMAN, 
Consultant Psychiatrist, St Mary’s Hospital, London 


Historical Explorations in Medicine and 
Psychiatry. Edited by HerrHa Riesz. New 
York: Springer Publishing. 1978. Pp 232. $22.95. 


This book was designed as a sort of ‘Festschrift’ for 
Walther Riese on his 85th birthday in 1975, but fate 
has decreed that it has to appear after his own death 
and the death of Henry Ey, one of the contributors. 
Dr Riese was a real polymath of neurology and of the 
philosophy and history of science. One of the most 
impressive and valuable contributions to this volume 
is his selected bibliography. The essays in this 
collection certainly cover a very wide field, from the 
‘Personality and Disease of Hemrich Heine’ (M. 
Schachter) to ‘Vacillating Conceptions of the Use of 
Electrical Stimulation in Muscle Paralysis’ (E. 
Fischer). In other respects, one has to say it is a 
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disappointingly uneven collection: many of the 
contributions are slight reviews, but there is an 
outstandingly interesting essay by George Mora on 
the influence of French Idéologues on Thomas 
Jefferson. In particular, Mora emphasizes the 
important part played by the philosopher, Cabanis, 
between 1785 and 1805 on the development of 
psychiatry in France and beyond. (In addition to his 
writings, he was largely responsible for the appoint- 
ment of Pinel to the position of physician at the 
Bicétre in 1793). An article by Jarcho (reprinted) on 
reports of migraine by astronomers and natural 
philosophers; a small addition to Jungian history by 
Ellenberger; and an essay by Ilsa Veith on Zimmer- 
mann, the tedious Swiss lover of solitude, whose book 
with that title had a brief but considerable success in 
1797—these are all of interest to lovers of the esoteric, 
but it is a book to be borrowed rather than bought. 


J. L. T. Brey, Consultant Psychiatrist, 
Bethlem Royal and Maudsley Hospitals 


Companion to Psychiatric Studies. 2nd Edition. 
Edited by A. D. Forrest, J. W. AFFLECK and 
A. K. Zeatiey. Edinburgh: Churchill Living- 
stone. 1978. Pp 615. £23.00. 


There 1s little to be said about this book other than 
that which could be considered as complimentary. It 
has undergone a change of format: thus the two 
volumes of the first edition have been reduced to a 
single volume this, however, being compensated for 
by an increase in page size. The new edition has also 
acquired three editors in place of one. Some of the 
contributors, nearly all of them from Scotland and 
mostly from Edinburgh have changed. Their number 
and that of the chapters remains approximately the 
same.: 

One could carp about a failure to mention this or 
that topic. Anorexia nervosa for example does not 
appear in the index and receives only passing refer- 
ence in the text. Likewise we are told in the preface 
that one reviewer of the first edition ‘was appalled to 
find no mention of the idiot savant syndrome’. There 
are a number of other syndromes which could be 
enumerated of which no account has been given. In 
contrast I was fascinated to learn about espanto, a 
depressive state apparently occurring among natives’ 
of the high Andes. However to criticize the omission 
or inclusion of certain subjects ın favour of others is to 
misunderstand the book’s purpose. Clearly it is not 
intended to be a textbook of psychiatry as such but, 
as its title reveals, a supplement to more conventional 
works. This is a book for browsing, for dipping into 
desultorily in the hope of discovering some enlarge- 


ment of topics sometimes scantily dealt with in 
standard texts. This hope will often be realised. 


One unusual feature is the inclusion at the very. 


back of the book of a list of ‘selected authors and 
well-known names’—a kind of Who’s Who in psych- 
iatry. With due modesty the editors have not included 
their own names or those of any of their contributors, 
although it could be said that at least some of them 
could be considered as more distinguished than some 
of those whose names do appear. 


W. H. TretHowan, Professor of Psychiatry, 
Unwerstty of Birmingham ; 


Psychopharmacology for Primary Care 
Physicians. By CHARLES L. BowDeEN and 
Martin B. Girren. Baltimore: Wiliams & 
Wilkins. 1978. Pp 91. $8.95. 

This paperback book ıs packed with information. 
Its eclectic approach is similar to much. British 
teaching. Chapter I embodies sound principles of 
prescribing and are followed by useful chapters on 
the treatment of anxiety, insomnia, depressive illness 
and the psychoses. Shorter sections cover drug 
interaction, organic brain syndrome and prescribing 
in the elderly and m pregnancy. A lengthy chapter 
gives a good account of prescribing in children. 

The style is lucid and the information is given 
succinctly. But the book underlines the inherent 
problem of how in a small volume to balance general 

- principles and detailed information. The latter tends 
to overwhelm and, in places, to be over dogmatic. 

One can query claims made for specific bio-chemical 


actions of some drugs. The practice of ‘defensive’, 


medicine is most evident ın the list of tests given to 
perform on patients before prescribing drugs (as with 
lithium carbonate), the careful monitoring afterwards 
and the very qualified use of ECT. These are not 
faults but ın practice such advice has to be applied 
with discrimination. 

The genesis of the book arises from teaching 
students, later to be primary care physicians, in a 
department of psychiatry. That seems to be this 
book’s appropriate place, in providing a basis for 
discussion with experienced teachers. and not for 
armchair reading for general practitioners. This 
apart, the book presents excellent value for money, it 
provides much information in a refreshing way and 
can be recommended for any trainee working closely 
with an experienced teacher. 


BERNARD Heine, Consultant Psychiatrist, é 
Runwell Hospital, Essex 
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Psychotropic Drugs: A Guide for the Prac- 
titioner.. By H. M. van Praac. London: 
MacMillan. 1978. Pp 466. £12.00. 


Psychopharmacology texts are notoriously diffi- 
cult to write and tend either to degenerate into mere 
‘cookery books’ with endless lists of drugs and their 
indications, or to move up-market into areas of 
disease pathogenesis and presentation more appro- 
priately dealt with in a general textbook. Professor 
van Praag, who is one of the Brightest stars on the 
European psychopharmacological firmament has 
managed to avoid both of these extremes by producing 
a book which discusses not only empirical treatments 
such as lithium, but also how psychopharmacological 
techniques can help to unravel the biological deter- 
minants of behaviour. The sections on monoamines, 
neuroleptics and antidepressants are particularly 
informative and there are good chapters on the 
neglected topics of drug therapy in the aged and in 
the addicted. This 1s a more academic and research 
minded book than Drug Treatment in Psychiatry by 
Silverstone and Turner and will therefore have a more 
limited audience, but it should make a good intro- 
duction to psychopharmacology for trainee psych- 


iatrists with a biological bent. Van Praag clearly had 


an ulterior motive in writing this book, in that 
several times he returns to the theme that biological 
psychiatry should be given an equivalent position ın 
psychiatric training to psychodynamics and social 
psychiatry. This sounds a very reasonable plea, but I 
hope he is willing to reserve a fourth place in the sun 
for the emerging behavioural approach. Nevertheless, 
this is a fine book and my only reservation is that it is 
not the volume to reach for when a patient goes 
beserk in the emergency room; it is too small to use in 
self-defence and too large to hurriedly find the 
appropriate dose of haloperidol. 


Rosin M. Murray, Senior Lecturer, 
Institute of Psychiatry, London 


The Design of Social Welfare. By Dav Macarov. ` 
New York: Holt, Rinehart and Winston. 1978. 
Pp 303. £8.00. 

Social Work: Reform or Revolution? By CoLIN 
PrircHarD and RicHarp Taytor. London: 
Routledge and Kegan Paul. 1978. Pp 162. 
£5.95 cloth. £3.25 paperback. 

The Design of Social Welfare is an attempt to 
describe the various influences on and determinants 
of social welfare programmes. The argument is well 
illustrated with examples drawn from many countries 
and the work is extensively referenced. However the 
book is primarily an exposition rather than a critical 
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analysis and the author clearly views the factors he . 


identifies as more or less self-evident. A more critical 
perspective however may have separated the depen- 
dent from the independent variables among religion, 
politics, economics, ideology, social Darwinism and 
the Protestant ethic and attempted an overall 
synthesis instead of seeing each of these as an in- 
dependent influence. 

Social Work: Reform or Revolution? on the other hand 
offers a much more Sophisticated though very read- 
able account of the political context of social work in 
Britain and of the particular dilemmas associated 
with it. To those who would view social workers as a 
homogeneous group this book is a useful corrective 
and for those confident (or fearful) of its left wing 
purpose, the open debate in the last chapter between 
the authors (one a-Marxist, the other a social demo- 
crat) offers an insight into the considerable gap 
separating two fellow-travellers on the political left. 


DAVID ARMSTRONG, Lecturer, Unit of Sociology as applied 
to Medicine, Guy’s Hospital Medical School, London 


Students under Stress: A Study in the Social 
Psychology of Adaptation. By Davin 
Mecuanic. London: American University Pub- 
lishers Group. 1978. Pp 231. £10.50. 


This volume is a re-issue of the author’s research 
(first published in 1962) with a new 21 page foreword. 
This contains a somewhat cursory discussion of the 
psychoanalytic psychology of adaptation, together 
with a general description of stress research. Diverse 
areas are touched on, such as the importance of life 
events, attribution theory, and the learned helpless- 
ness theory of depression. The discussion is of in- 
sufficient depth to satisfy psychiatric readers, and 
much is peripheral to the educational context of the 
author’s main work. Oddly, considering the massive 
upheavals in education since the early 1960's, this 
area is covered in one page. 

The project itself, completed in 1960, is a study of 
an academic department, and of how 22 students 
taking examinations for Ph.D. candidacy coped with 
the attendant stresses. Interview ‘and questionnaire 
methods were used to study interlocking variables 
such as geographical location, communication 
between students and between students and staff. 
The effects on famuly relationships were also included. 
Some Of the myths and beliefs about the examination 
were explored and their effects on the student’s 
behaviour investigated. The detailed account of the 
students’ varied reactions as their fears increased, and 
of the group interactions and -family responses make 
fascinating reading. The main value of the book is to 
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those working in higher education who wish to study 
a detailed investigation of the interactions between 
individuals of differing personality and their social 
and institutional context. There is insufficient to 
attract the more general reader. Owners of the 1962 
edition need not be tempted to re-purchase on the 
basis of the lightweight addition of the new foreword. 


C. J. Lucas, Director and Psychiatric Adotser, 
The Health Centre, University College, London 


Social Psychology. Fifth Edition. By ALrrep R. 
LINDESMITH, ANSELM L. STRAUS and NORMAN 
`K. Denzin. New York: Holt, Rinehart and 
Winston. 1977. Pp 576. £8.00. 


This volume presents an overview of social 
psychology from the symbolic interactionist point of 
view, a tradition which emphasizes the social 
construction of mind, self, and social realities. A 
variety of topics are discussed: memory, language, 
thinking and motivation; the development of self- 
awareness and self-control; social deviance, sexual 
behaviour, and the psychology of illness and death. 
The book is clearly written and a considerable 
amount of material is: integrated within a consistent 
framework. Few topics are discussed in depth 
however, and coverage of the recent literature in 
some areas is patchy. Surprisingly, the most out of 
date sections are those dealing with deviance and 
social-cognitive development, two areas where the 
interactionist approach has been influential. Essen- 
tially this is an undergraduate textbook and, as such,- 
succeeds well. As an introduction and guide to 
further study it might also be of use to more sophisti- 
cated readers. . 


Jonn F. O’Manony, Clinical Psychologist, 
Our Lady’s Hospital, Ennts, Ireland 
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Sociocultural Roots of Mental Dlness: An 
Epidemiologic Survey. By Joun H. Scuwas 
and Mary E. Scuwas. New York: Plenum 
Publishing. 1978. Pp 338. $33.00. 

The title is misleading since it tends to lead to the 
expectation of an original study. The book is in fact 
an extensive review of the literature concerning the 
‘relationship of mental illness to social and com- 
munity factors. The book is rich in quotations and 
there are synopses of the principal studies in psych- 
iatric: epidemiology together with some lesser known 
‘work of historical interest, but important in the 
development of social psychiatry. One theme of the 
book is that not only has the exploration of social 


psychiatry been related to the rate of social change but 
also that those with low rates of mental illness are the 
ones who keep in phase with the rate of change. It is 
pleasing to see a chapter on heredity in a work 
essentially concerned with social and environmental 
factors. This however reflects the breadth of this 
work in which the possible effects on behaviour of a 
variety of influences are considered. 

A book on this topic must of necessity be selective 
and the chapters on epidemiological method are 
scanty. There is a review of the medical, social and 
statistical models of mental illness and there are 
comments on the difficulties of defining mental 
illness in the context of obtaining accurate inform- 
ation on prevalence, since the methods employed are 
not comparable. In view of this it is surprising that 
the Present State Examination merits only one or two 
sentences. There is frequent reference to the com- 
munity health movement in America but one would 
have liked more discussion on the ideas for pre- 
vention, action and future policy that have arisen 
from such a detailed review of the roots of mental 
illness. 


DE ronen Lite bs Community Medicine, 
University of Newcastle upon Tyne 


The Psychological Basis of Ideology. Edited by 
H. J. Eysenck and G. D. Wison. Lancaster: 
MTP Press. 1978. Pp 312. £12.95. f 

There have been many studies about the relation- 
ships between personality characteristics and the 
adoption of various types of political attitudes. The 
value of this collection of reprinted papers is in its 
attempt to organize the variety of existing typologies 
into a single conceptual framework, related to 

Eysenck’s own two-factor theory of attitude structure. 

This aim is consistently pursued throughout the book. 

However, the authors are not really concerned with 

the psychological basis of ideology. They deal with a 

very different question: why is it that some individuals 

tend to adopt extreme political attutides? This is an 
important question, but it must be placed in its 
proper perspective. Authoritarian or ‘tough-minded’ 

‘personalities’ may have contributed to the develop- 

ment of national socialism in Germany; but'this does 

not answer the question as to why psychologically the 
movement has had such an enormous popular 
success in its time. The approach represented in the 
book is based on an implicit vision of society as 
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consisting of randomly interacting individual particles 
or ‘personalities’. There is no room in this vision for 
the effects of the socially or culturally shared cognitive 
organizations of a social system. The psychological 
basis of ideology must be sought elsewhere than in 
personality ‘types’ determining extremist political 
attitudes. But this is probably the best existing 
collection of articles on this particular subject. 


Henri TAJFEL, Professor of Socia? Psychology, 
University of Bristol 


Chronic Hemodialysis as a Way of Life. By 
J. W. Czaczxes and A. Kapitan De-NouRr. 
New York: BrunnerfMazel. 1978. Pp 235. 
$15.00. 


From the beginnings of chronic haemodialysis in 
the early 1960s, there has been great interest not only 
in the medical aspects of the treatment but also in the 
psychological adjustment of patients to it. An exten- 
sive literature has accumulated and prominent 
amongst the contributors have been the authors of 
this book—a nephrologist and a psychiatrist, both on 
the staff of the Hadassah Medical School in Jeru- 
salem. The first part, written by Dr Czaczkes is 
concerned with the methodological and medical 
perspective which, though likely to be of less obvious 
appeal to the readers of this journal, is nevertheless of 
great importance to those who are involved in 
treating dialysis patients. In the second and larger 
section, Dr De-Nour deals with the psychiatric aspect 
—referring both to her own work as well as reviewing 
the rest of the considerable literature. Yet despite all 
that has been written on the subject, it is clear that 
there is still a lack of information in some areas—even 
for example, in relation to such an important problem 
as patient compliance. The reason for this is not 
always clear but one suggestion is that it may be 
attributed in part to denial by dialysis staff of some of 
the difficult issues involved—a defence mechanism 
much in evidence in the patients themselves, As a 
summary of current views on theory and practice in 
the physical and psychological aspects of chronic 
haemodialysis, however, this book will be of great 
interest and value to all who are involved in the 
management of dialysis patients and their families. 


MICHAEL J. PRITCHARD, Senior Lecturer in Psychological 
Medicine, St Thomas’ Hospital, London 
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TIME, THYROID AND PSYCHOSIS 


Dear SIR, 

Having just seen the September 1978 issue of the 
British Journal of Psychiatry, I am prompted to 
comment upon the two articles which address that 
time-honoured problem of defining the relationship 
between thyroid function and psychopathology (1, 2). 

In sampling the serum levels of thyroid hormones 
with a sophisticated assay, Dr McLarty and col- 
leagues (1) provide us with reassuring data that the 
prevalence of gross abnormality of thyroid function in 
a psychiatric population is no greater than that in the 
population at large. This is valuable information, 
and it is pleasing to know that the situation has 
improved since Dr Asher’s observations on Myxoede- 
matous Madness! (3). However, as the authors point 
out, the study was designed to measure the point 
prevalence of gross thyroid pathology. Each individual 
ın the population sampled was studied only once and 
presumably the blood was taken at different phases 
in their respective ulnesses. We can thus draw few 
conclusions about the physiology of the brain-thyroid 
"axis in relation to any one category of psychiatric 
disease. Hence, the report that a significant differénce 
was found between the serum levels of tri-iodothyro- 
nine and thyroxine in males with dementia compared 
to those with schizophrenia or affective disorder 
needs further study ıf we are to understand the 
implications of this statistical association. The 
perspective of time must be introduced, and the 
functioning of the bram-thyroid axis monitored at 
various points in the course of the illness. Thyroid 
function 1s known to be in constant flux changing 
with season (4), environmental challenge (5) and 
psychological turmoil (6). Without knowing, for 
example, the period of time that an individual had 
been in hospital prior to the blood sample for the 
thyroid mdices being taken in the demented: group 
as compared to those with affective and schizo- 
phrenic illness, ıt 1s difficult to come to a meaningful 
conclugion about the differences found between the 
groups. And yet, defining the dynamus of thyroid 
function in such disorders compared to a normal 
matched population of controls 1s potentially fruitful 
in the development of adjunctive therapeutic 


the perspective of both pathologist and physiologist in 
considering such issues. 

The research construct underlying Dr Checkley’s 
paper (2) is essentially one that attempts to incorporate 
these perspectives. Unfortunately, it is probably 
impossible to clarify the influence of the brain-thyroid 
axis upon the course of manic-depressive psychosis 
using retrospective data alone. While Dr Checkley 
offers such a caveat, he nevertheless concludes from 
the global data available to him that ‘thyrotoxicosis 
has had httle if any effect upon the course of the 
manic-depressive illnesses which have been studied’. 


‘I believe such a conclusion to be unwarranted, as the 


strategies. I suspect that we must begin to assume , 
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details of the time relationship between variations in 
physiology and behaviour are crucial in answering 
the question posed, and the retrospective nature of 
the study does not allow for a detailed analysis of 
such a relationship. 


There is much to suggest that a prospective study 
would be profitable. The interaction of thyroid 
hormone and catecholamines has been known for 
many years. They have the same amino acid parent— 
tyrosine—and there is now increasing evidence to 
suggest that the thyroid hormones act as‘ modulators 
of adrenergic receptor function (7): As the level of 
thyroid hormone available to the cell rises, receptor 
function appears to be predominantly of the beta 
type, and available catecholamines produce a greater 
response as measured by the behaviour of the receiv- 
ing cell. If such a modulation occurs in the central 
nervous system, then further research into the inter- 
relationship between the course of manic depressive 
illness and thyroid metabolism could be very fruitful. 
With manic depressive illness being a periodic 
disorder, for example, it is conceivable that an 
hyperthyroid state occurring during depression would 
be therapeutic, whereas the same state occurring as 
the switch into mania began would heighten the 
manic, episode and therefore clinically be seen to 
increase psychopathology. Hence, the same physio- 
logical change could have opposite behavioural 
effects depending upon the phase of the underlying 
manic-depressive illness (8, 9). Again, placing our 
observations within a specific time frame becomes 
crucial, and it ıs virtually impossible to do this in 
retrospect. i 
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As Dr Checkley points out, a further stimulus to a 
continued effort to evaluate’ this interrelationship 
comes from the established knowledge that lithiuni, 
one of the most effective anti-manic agents, does have 
a very marked anti-thyroid effect. 

We have recently begun to study in a prospective 
longitudinal design an imdividual who has both 
rapidly cycling manic-depressive illness and also 
severe hypothyroidism when on lithium carbonate. 
The initial evidence suggests that the thyroid 
hormones may be capable of playing an important 
physiological role in the modulation of affective 
illness, a rising level of thyroid hormone available to 
the cell being adaptive and therapeutic during 
depression but maladaptive and capable of inducing 
mania when bipolar illness is also present. 

PETER C. WHYBROW 

Dartmouth Medical School, 
Hanover, New Hampshire, 
U.S.A. 
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SWEAT LITHIUM IN MANIC-DEPRESSION 
Dear SIR, 

Miller et al in their letter ( Journal, November 1978, 
133, 477-8) present interesting data on the concen- 
tration of lithium in pilocarpine-stimulated sweat, 
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and go on to suggest that in hot weather some patients 
may need extra lithium. In most patients, however, 
due to a concomitant 10-20 fold loss of sodium in 
sweat, there will be a reduction in renal excretion of 
lithium with a resultant net gain. 


Measurement of electrolyte losses via skin over 24-hour 
periods 1s a cumbersome procedure. It was carried out in a 
58-year-old female who was receiving a diet containing 
95 mEq sodium and 80 mEq potassium, and on a daily 
dose of lithium carbonate 500 mgm t.d.s. (40 mEq) her 
serum lithium level was 1.0 mEq/L. During the Ist 3 days 
of the study, while she was on bed rest at a room tem- 
perature of 21-23°C (70-74°F), her daily skin losses were: 
sodium 0.80, 0.72 and 1.12 mEq; potassium 0.43, 0.50 
and 0.70 mEq; and lithium 0.06, 0.06 and 0.07 mEq 
respectively. On the 4th and 5th day, the room tem- 
perature was raised to 30-35°C (86-95°F) while she was 
still on bed rest, the losses were: sodium 31.44 and 16.68 
mEq; potassium 6.13 and 7.76 mEq; and lithium 1.43 and 
1.22 mEq respectively (Saran and Russell, 1976). Thus, 
the amount of lithium lost via skin in hot environment 
was still too small to make any impact on the daily dose. 
In contrast, there was a marked loss of sodium. 


As Miller eż al point out, their data is not directly 
applicable to a clinical situation, but if one were to 
indulge in a theoretical exercise a patient with a 
serum lithium level of 1.0 mEq/L would have to lose 
about 3 litres of fluid as sweat per day to lose 6.9 
mEq lithium (equivalent to about 250 mgm lithium 
carbonate), and this 3 litres of sweat would probably 
contain 200 mEq sodium (an estimate, as Miller et al 
do not provide figures for sodium concentration). 
A reduction in renal excretion of sodium by 200 mEq 
is likely to reduce renal lithium excretion by 50 per 
cent( Thomsen and Schou, 1968), which depending 
upon the daily dose of lithium will be in the range of 
15-20 mEq. In this hypothetical patient, if sodium 
and lithium intake remain unchanged, lithium will 
accumulate at the rate of 8-13 mEq/day. 

To summarize, in conditions which lead to excessive 
sweating there is a large sodium loss, which must be 
taken into account and either the dose of lithium 
reduced or the patient advised to increase his sodium 
intake. 


Bry M. SARAN | 
University of Vermont, 
Burlington, Vermont, 
U.S.A. 
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SALIVARY LITHIUM 
Dear SR, 

Several recent articles have emphasized both the 
usefulness and the possible pitfalls of use of salivary 
Li levels as a substitute for plasma Li levels in the 
monitoring of Li therapy (Ravenscroft st al, 1978; 
Verghese et al, 1977). One important possible 
problem with salivary Li monitoring is the question 
of whether anticholinergic drugs added to Li therapy 
might affect salivary*secretion and thereby change 
the apparent saliva Li/plasma Li ratio. We studied 
saliva and plasma Li concentrations ın 28 patients 
receiving Li therapy alone on 41 different samplings, 
and in 11 patients receiving Li plus a drug with 
anticholinergic properties (trihexyphenidyl, at least 
5 mg, chlorpromazine or thioridazine, at least 100 
mg, or tricyclic antidepressants, at least 100 mg) on 
15 different occasions. The mean ratio was slightly 
but not significantly higher in ‘patients on Li therapy 
alone (2.2 +.5, x +SD) versus patients receiving Li 
plus an anticholinergic (1.9+.5, x+SD). Thus 
anticholinergic supplementation is probably of only 
small concern to the clinician following patient saliva 
Li levels. 

The ultimate question, however, regarding saliva 
Li levels is not whether they accurately predict 
plasma levels. The goal is prediction of clinical 
response and prediction of toxicity. Just as some 
studies have claimed that intra-erythrocyte levels 
reflect brain Li concentration better than do plasma 
levels, salivary Li may represent post-membrane Li 
concentration and may conceivably better guide the 
clinician than plasma levels. We really need a 
controlled study of Li therapy with one group 
adjusted on the basis of saliva Lı and the other group 
on the basis of plasma Li. The groups should be 
compared for clinical outcome and incidence of 
toxicity. 

Jacos BANNET 
Jacos Avni 
Hadassah-Hebrew University School of Medicine 
Emit WEISSENBERG 
Ministry of Health, Institute of Standards 
RicHarp P. Epstein 
R. H. BELMAKER 
Jerusalem Mental Health Center—Ezrath Nashim, 
P.O.B. 140, 
Jerusalem, 
Israel 
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GHQ AND PSYCHIATRIC CASE 


Dear Sr, i 

I apologise for my delay in commenting on the 
recent controversy in your columns about the validity 
of the General Health Questionnaire (Journal, August 
1978, 132, 191), and hope that my present temporary 
address will be accepted in extenuation. Corser and 
Philip’s original article (Journal, February 1978, 132, 
172) came to some non-controversial conclusions 
about the GHQ: namely that a high score does not 
necessarily indicate psychiatric illness or vice versa, 
and that being in a state of illness at one point in 
time does not mean that an individual will continue 
in that state. 

There are two separate uses of a GHQ score, and 
the authors do not appear to distinguish between 
them. If it is required to discover information about 
an individual patient in a consulting setting, then 
the use of a screening test will be to alert the chnician 
to the possible existence of a psychiatric illness in that 
patient. Establishing that the patient 1s a case and 
attaching a diagnostic label are left to the clinician. 
The individuals described as ‘true positives’ in the 
various validity studies of the GHQ have diagnosable 
psychiatric disorders. 

On the other hand, the GHQ scores of a group of 
respondents may be used to study the covariation 
between disturbance and other variables within that 
group, or to compare the amount of disturbance 
between two groups of patients. How well the 
screening test works in a given setting will depend 
upon the prevalence of illness in that population. In 
Dr Corser’s study, 20 (16 per cent) of the 119 new 
arrivals to his practice had high scores, which means 
that one would predict a probable prevalence of 
psychiatric illness in that population of 16.7 per cent. 
At this prevalence, the proportion of those. with high 
scores who are likely to be found to be cases at 
subsequent interview—usually called the  ‘hits- 
positive rate’ of the test—will be 75 per cent. That is 
to say, there are likely to be 1 false positive for every 
3 true positives. (The formulas for these conversions, 
and a fuller discussion of the validity of the GHQ, 
may be found in the Manual of the General Health 
Questionnaire, NFER, London, 1979). 

In their subsequent letter the authors make the 
novel suggestion that many of the items of the GHQ, 
are personality traits. Like Dr Philip himself, I was 
influenced by the work of Graham Foulds, and 
designed an instrument that measured deviations 


from usual functions rather than long-standing 
traits. In Dr Foulds’ terms, true positives with the 
GHQ are ‘personally ill’. In my terms, they typically 
have mixed affective disorders, often with somatic 
symptoms, when seen in a primary care setting. 
Acute psychotic patients almost invariably have high 
scores, but some chronic psychotic states and manic 
patients may be missed. 

Finally, in their original paper (p. 175) the authors 
wish to refute the suggestion that a psychiatric illness 
is an illness that should be referred to a psychiatrist. 
No psychiatrist would make such a suggestion. We 
could no more cope with all the psychiatric illnesses 
than dermatologists could cope with all the rashes, or 
paediatricians with all the sick children, in the 
community. The adjective ‘psychiatric’ connotes the 
area in which a patient experiences his symptoms, not 
the nature of the specialist to whom he should be 
referred. j 

Davip GOLDBERG 
Medical University of South Carolina, 
Charleston, 
South Carolina, U.S.A. 


ANDROGENS IN SEXUAL DYSFUNCTIONS: 
A PLEA FOR CAUTION 
DEAR SR, 

We consider that a strong caution should be issued 
against the possıble temptations of widespread and 
perhaps indiscriminate use of androgens in sexual 
dysfunction clinics which may follow upon the 
publication by Carney et al (Journal, October 1978, 
133, 339-46). They state that no virilizing side effects 
were observed nor reported from their treatment with 
testosterone, but we consider there is insufficient 
information about the effect of repeated or prolonged 
courses of androgens upon women. 

A further important issue is the possible effect of 
androgens upon the foetus. We note that the authors 
requested that adequate contraceptive measures 
should continue throughout the trial but gave no 
reasons for this request. We therefore assume that 
they did not discuss with the couples the possible 
effects of exogenous testosterone upon a foetus were 
the woman to become pregnant. The dosage of 
testosterone administered is unlikely to give rise to 
physical intersex states, but, in their review, Goy and 
Goldfoot (1976) do not rule out the possibility that 
the administration of androgens at certain critical 
periods of human intrauterine development may 
modify future sexual behaviour of the foetus. 

Although we occasionally prescribe short courses of 
testosterone to women with persistently low sexual 
arousal, we (1) take great care to explain that the 
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effect of androgens on the foetus is not yet established 
and (2) strongly advise effective contraception 
throughout the course. Were conception to occur 
during treatment we would consider recommending 
termination of pregnancy, although this situation has 
not yet arisen in our practice. Until more facts are 
available we hope other therapists will prescribe 
androgens -to women of childbearing age with 
extreme caution. 

° R., P. Snarru 

YVONNE JARDINE 

Sexual Dysfunction Clinic, 
Department of Psychiatry, 
15 Hyde Terrace, Leeds, 
University of Leeds 


` Reference 
Goy, R. W. & GoLrproor, D. A. (1976) Neuroendo- 
crinology. Animal models and problems of human 
sexuality. In New Durections in Sex Research (eds. 
E. A. Rubinstein and R. Green). New York: Plenum 
Publishing. 


MALIGNANCIES IN SCHIZOPHRENIC 
PATIENTS 
Dear Sir, 

The clinical observation on lung carcinoma in 
schizophrenia made by Dr David Rice (Journal, 
January 1979, 134, 128) has prompted us to write 
about some of the relevant prelminary findings of a 
study on mortality in psychiatric patients which has 
just been concluded and is at present being analysed. 

The data for the study were collected from the 
records of patients who died in Prestwich Hospital 
during the 30 year period 1947-76. All the relevant 
information was collected from the Death Register 
and the case notes at the hospital. The cause of death 
was ascertained and in the case of deaths due to 
neoplasms this was confirmed in most cases either 
on the operating table or after autopsy. There was 
thus little chance of misdiagnosis. The psychiatric 
diagnosis was made by assessing the symptomatology 
as recorded in the case notes. Since some cases of 
neoplasms were admitted because of symptoms 
resulting from cerebral secondaries, only those 
patients who had been in-patients for a duration 
greater than 12 months are included in this report. 

The table following gives the incidence of 
various types of malignancies seen in schizophrenic 
patients. The preliminary results showed no®signi- 
ficant difference in the overall incidence of neoplasms 
in schizophrenia. However, a detailed analysis 
suggested that there was a significant excess of all 
types of gastro-intestinal tract neoplasms and a much 
lower incidence of lung carcinoma in schizophrenics 
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compared to the general population in Salford 
(Nérth West Regional Health Authority statistics). 
This difference appears to have P trouehout 
the 30 year period of study. 

The significance of- these findings is at Poi 
obscure. In the case of lùng carcinoma, the low 
incidence is unlikely to be related to less smoking, for, 
as Dr Rice points out, chronic patients probably 
smoke more; and is also unlikely to be related to 
lower environmental follution, as Prestwich Hospital 
is situated only 4 miles from the centre of Manchester. 
The high incidence of gastro-intestinal tract car- 
cinomas may be duc to a number of causes: Ery 


(a) the diet of psychiatric patients may lack 
adequate fibre (unlikely, since analysis of 
diet sheets going back. to 1959.shows no 
significant difference from the average diet of 
` Mancunians). ` 

(b) the schizophrenic patient may not eat 

. adequately and no doubt constipaton is a 
frequent problem in chronic wards of psych- 
iatric hospitals (it would probably not explain 
the high incidence of oesophageal and gastric 
malignancies). 

(c) the pollutant may be in ‘the Prestwich Hospital 
area (unlikely because similar figures are 
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G found in the community patients and in two 
other psychiatric hospitals; findings to be 
published later). 


There are two other explanations which need t to be’ 
considered: 

(i) that the drugs with which schizophrenics a. are 
treated may have a carcinogenic potential. 
This is not acceptable, since the incidence ‘of 
malignancies was similar before the advent of . 
these drugs for regular use in Prestwich 
Hospital in 1961. 


that there is a constitutional factor in schizo- 
phrenics which offers protection against 
neoplasms of the lung but makes-them more 
- susceptible to gastro-intestinal ‘tract _malig-' 
nancies. If the reciprocal relationship between 
lung and gastro-intestinal tract malignancies 
in schizophrenia is true, further studies ‘are 
indicated to elucidate the mechanisms in- 


(i) 


volved. 
Som D. Sonr 
JEAN GILL 
Prestunch Hospital, 
Prestwich, 
Manchester 25 


TABLE 


Deaths due to malignancies in schizophrenic patients 





Gastro-intestinal tract neoplasms 














i (Liver/Pancreas ‘Pulmonary All 
Oesophagus Stomach Colon/Rectum S.I. etc.) Total neoplasms others 
1947-51 6 8 > 11. 6 31 4 8 
1952-56 “7: 12 ' 4 30 .6 14” 
1957-61 2 7 7 2 18 6 19 
1962-66 - 6 11 9 4 30 3 12 
1967-71. 3 7 7 2 15 4 14 
1972-76 4 9 14 4 33 3 17 
27 a 55 22 151 26 84 
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CANADIAN PSYCHIATRIC ASSOCIATION JOURNAL 


The Canadian Psychiatric Association Journal, now in its twenty-third year of publication, is 
devoted to presenting a broad coverage of the field of psychiatry to be relevant for the majority 
of practising clinical psychiatrists. Contributors are mainly Canadian but contributions from 
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NOTICE TO CONTRIBUTORS 





The British Journal of. Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London SW1X 8PG. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted. 


Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 


the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the Paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


Kenpe tt, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rutter, M., Tizarp, J. & Wurrmore, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. I. Rosen). Oxford University Press. 


Durxuem, E. (1897) Le Suicide, Paris. Translated 1952 as Suicide: A Study in Sociology; by J. A. Spaulding 
and C, Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 


Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London W1M 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies); 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


General advice to authors Jn the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SWrY 5AG), 1974 edition. They should check the 


accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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Ativan &Serenid-D 


ensure excellent relief of anxiety ° 








Ativan for Serenid-D for 
the majority of your elderly 
your anxious anxious | 
patients 


patients 


pd 





Predictable patient response 
and quick relief of symptoms 


Little or no sedation or other 
unwanted effects 


Little risk of accumulation 


Full prescribing 

information available on request 
Wyeth Laboratories, 

John Wyeth. & Brother Limited, wet 
Taplow, Maidenhead, Berks. | 


*trade marks At24 
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ST. ANDREW’S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew’s aims to provide the best in psychiatric care in a comfortable and relaxed environ- 
ment. Staffed by nine full-time Consultant Psychiatrists, three Clinical Psychologists and with a 
full complement®of skilled nursing and rehabilitation staff, the hospital offers a broad range of 
psychiatric treatments. Care is provided on a short, medium and long term basis and the follow- 
ing specific units are available: 

SHORT TERM ACUTE TREATMENT 

ALCOHOL TREATMENT 

BEHAVIOUR MODIFICATION 

DAY HOSPITAL 

PSYCHOGERIATRIC 

PSYCHOTHERAPY 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W1, 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 


Further details and brechures may be obtained from the Medical Director, 


St. Andrew's Hospital, Northampton. 
(Telephone 0604-21311). 





The Retreat, York 


for Psychiatric Illnesses 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £13.85 per day or in single rooms at slightly increased charge. The 
“Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO1 SBN 
(Telephone 0904-54551). 
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On second 
thoughts... 


A restless mind in an overtense 
body, fretting the wakeful hours away. 

Cycles of mental and physical 
tension, setting up barriers to 
natural drowsiness. 

To help such patients over these 
initial hurdles, a mild relaxant may 
be all they really need. 

Before you consider recourse toa 
hypnotic, try two Trancopal tablets, 
taken at bedtime. Just to help them 
unwind into natural sleep. 


Tranco al 


chlormezanone 







first step to restoring sleep(/ 


Trancopal (PL 0071/5098): Each tablet contains 200 mg chlormezanone. Bottles of 60. 
Dosage: For patients suffering from muscular spasm or anxiety which prevents 
sleep, a usual dose of two tablets at night is recommended 

Basic N.H.S. Cost: One week's treatment (2 tabs nocte) 59p. 

Side-effects and precautions: Trancopal may cause minor side effects such 

as drowsiness, dizziness and drying of the mouth. Ambulant patients who 
experience drowsiness should not drive or operate machinery. The sedative 

effect may be potentiated by alcohol and other tranquillisers, particularly 
phenothiazine compounds. Trancopa! should not be used with monoamine oxidase 
inhibitors. Trancopal is a registered trade mark. Further information 

available from: Winthrop Laboratories, Surbiton-upon-Thames, Surrey KT6 4PH. WINTHROP 
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SENIOR PSYCHIATRIST 
NOVA SCOTIA, CANADA 


The Nova Scotia Hospital invites applications for the position of Senior Psychiatrist. 
This is an excellent opportunity for a 
professional te&m. 

Located in the Halifax-Dartmouth metropolitan area, this fully accredited hospital 
with a rapidly developing Community Mental Health Program and affiliated with 
Dalhousie University is the principle psychiatric facility for the Province. 


psychiatrist to direct a multi-disciplinary 


Candidates must have Canadian Fellowship or equivalent qualifications. 
Assistance with licensure in the Province of Nova Scotia is provided. A limited private 
practice is officially approved for all full-time psychiatrists. 

There is a liberal range of Civil Service benefits including four weeks annual 
vacation after five years, sick leave benefits, groups life insurance, relocation 


assistance, etc. 


Salary up to $46,135 (under review for 1979) 


Enquiries may be directed to: 


Dr. H. P. Poulos, Medical Director, Nova Scotia Hospital, Drawer 1004, 


Dartmouth, Nova Scotia B2Y 3Z9 





BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton- Miller 


A non-profit making Charity outside the National 
Health Service 









A private clinic (all patients having single rooms) for 

the treatment of patients suffering from neuroses, 

early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 







Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 







A full physical examination and pathological investi- 
gations are made in the first week. 

Facilities are also ayailable to Consultants wishing to 

reat their own patients independently. 







Apply for details: Administrative Secretary 
Applications for admission to the Matron 













FREE TO GROW 


Bringing planning, continuity and pur- 
pose to therapeutic living. 







A short study course sponsored by the 
Planned Environment Therapy Trust and 
the Association of Therapeutic 
Communities, intended for workers in 
residential and day-care in psychiatric, 
child-care, educational and rehabilitative 
fields, to focus and share approaches and 
methods between different settings. 









Contributions from: Tom Caine, John 
Cross, Maxwell Jones, Peter Righton 
(Chairman) among others, plus work- 
shops and groups. 









At the College of St Matthias, Bristol 
24-27 July, 1979. Inclusive fee £60. 







Details from 


James Atherton (PETT) 


4 Salisbury Road, Manchester M21 1SL 
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ltriptyline 
first choice 
in treatment 

of depression 





sustained release amitriptyline 


baai 
the obvious 
= 
choice of 
fod = WBE + 

amitriptyline 
e for your new patients 
e for maintenance treatment of 

responders to amitriptyline 

e Lentizol aids patient compliance by 


avoiding the need for multiple daily 
doses 


1, Barton, JL. and Snalth, R.P Curr. med. Res. Opin, 4, 3.133, 1972 


sustained release amitriptyline 


Further information is available on request 
William R. Warner & Co. Ltd. WARNER 
Usk Road, Pontypool, Gwent NP40YH 


* Trade mark 6612-UK-DEC 78 





THE PAINTED MESSAGE 


by O. Billig and B.G. Burton-Bradley. 

in this landmark study Dr. Billig and Dr. 
Burton-Bradley show that because the verbal 
language of schizophrenics is difficult to 
understand because of its lack of cohesion and 
abundance of neologisms, visual expression 
becomes an important means of com- 
munication, The authors observed that a 
patient suffering personality disintegration 
reflects his distorted view of the world in the 
spatial structure of his paintings. The more 
severely disturbed the patient, the tess 
influenced he is by cultural elements, and the 
more fragmented and incoherent his designs 
become. 

In order to understand fully the clinical aspects 
of schizophrenic art, the authors found it 
necessary to expand their investigation 
beyond psychiatry into sociology, anthrop- 
ology, art history, and philosophy. While 
focusing on art by New Guinean patients, THE 
PAINTED MESSAGE includes art, both in color 
and black-and-white, by schizophrenic 
patients from Africa, Asia, Europe, North 
America, and South America. 

December 1978 272 pages 
0476 99126 7 $25.75/£13.75 


Published by Schenkman Publishing Co., and 
distributed by Jahn Wiley & Sans Ltd. 


THE MELANCHOLY MARRIAGE: 
Depression in Marriage and 
Psychosocial Approaches to 
Therapy 

by Mary K. Hinchliffe, Mentai Health Service, 
Bristol Health District, 

D. Hooper, Department of Mental Health, 
University of Bristol 

and F.J. Roberts, Department of 
Psychological Medicine, Wellington Clinical 
School, University of Otago, New Zealand. 
This book deals with the experience of 
depression for both partners in a marriage, 
and examines the problems of treating, and 
managing the depressed person in the context 
of marriage and the family. 

A new view is advanced: of the depressed 
person as part of a small social system. 
November 1978 160 pages 
0471 99650 5 $17,50/£7.50 


John Wiley & Sons Limited 


Baffins Lane Chichester Sussex England 
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Disipal has made her a little more 
responsive to her phenothiazine therapy. 


The addition of Disipal to phenothiazine therapy enables optimum therapeutic response to be achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 
often associated with major tranquillizer therapy, 


Drug of choice 
Following a three month double blind crossover trial, the authors concluded thar, “orphenadrine is the drug 
of choice in the treatment of drug-induced extra-pyramidal reactions and depression! 


Increased response 
Furthermore, the authors postulate that “the introduction of orphenadrine in the treatmentofa patient whose 
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The North Western Health Board is 
establishing two community based 
projects to develop their psychiatric 
services. Each project will involve 
establishing a comprehensive community 
based psychiatric service in a defined 
catchment area of approximately 18,000 
people. One project will be at 
Dungloe in Co. Donegal and the other in 
South Leitrim. The psychiatrists directing 
these projects will work closely with the 
local hospitals and the community 
care staff of doctors, nurses, social 
workers and community welfare officers. 

Vacancies also exist for psychiatrists 
in our two psychiatric hospitals. 

St. Columba’s Hospital, Sligo which has 
600 beds provides a full Psychiatric 
Service for approximately 90,000 

. people in Sligo, Leitrim and South 


Donegal. St. Conal’s Hospital, Letterkenny 
(550 beds) provides a full service for 
100,000 in Co. Donegal. Community 
Psychiatry in the form of out-patients 
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care is soon to open at Letterkenny 
General Hospital. 

The North Western Health Board is 
establishing a Regional Child Psychiatric 
Service. The initial appointment of a 
child psychiatrist will be at Sligo but it is 
proposed to have a second psychiatrist 
appointed at Letterkenny later. 

Permanent appointments to these 
positions will be made by the local 
Appointments Commission. 

Salary: £12,361 per annum. 





Find out more about your career opportunities in the North Western Health 
Board of Ireland at the following venues and times: LONDON: Picadilly Hotel, Picadilly, 
London WIA. May 21,22. (2p.m.-9p.m.) MANCHESTER: Portland Hotel, Picadilly 
Gardens, Manchester. May 24, 25.( 2p.m.-9p.m.) EDINBURGH: Caledonian Hotel, 
Princes St., Edinburgh. May 24, 25. (2p.m.-9p.m.) 
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Motivation, Responsibility and Sickness in the Psychiatric 
Treatment of Alcoholism 


By PHIL DAVIES ° 


SUMMARY Two dominant themes of alcohological thinking and 
practice are considered in this paper; the disease concept and the 
concept of motivation. Both are examined in terms of (a) the rights, 
obligations and responsibilities associated with different types of 
illness and degrees of severity, and (b) the routine care and treatment 
of alcoholism in two out-patient alcoholism clinics. The allocation of 
responsibility and attribution of motivation in psychiatric alcoholism 
consultations are examined. Finally, the relationship between respon- 
sibility allocation, motivation attribution and judgements of a poten- 
tially moral nature is considered. It is concluded that a Mutual 
Participation model of sickness behaviour and doctor-patient relation- 
ship is operative in the psychiatric treatment of alcoholism, based 
upon patients’ self-responsibility and strength of character (will- 
power). In this respect, the psychiatric treatment of alcoholism con- 
trasts with other (particularly non-psychiatric) conditions and 





treatments. 


1. Introduction 


Since Jellinek’s (1960) ‘renewed approach’ to 
alcoholism, the disease concept of alcoholism 
has probably received as much criticism and 
controversy as it has praise and acclaim. On 
balance, the disease concept has withstood the 
barrage of attacks and doubts cast upon it from 
within and outside the medical professions. One 
has only to browse through issues of alcoholism 
periodicals and journals, or the literature in local 
Alcohol Information Centres, to appreciate that 
the (rhetoric of) disease concept is alive and 
well. Moreover, one of the major appeals of the 
disease concept has been its potential to combat 
—some might say conquer—moralistic and 
stigmatic images of alcoholism. This is illustrated 
quite nicely by the following opening statements 
of two Alcohol Information pamphlets, one of 
them American, the other British: 


Alcoholism is the last of the great diseases to 
receive the support of the American people toward 
prevention. The main task of those working to 


449 


combat alcoholism in this country today is to 
remove the stigma from this disease and make it as 
‘respectable’ as other major diseases such as cancer 
and tuberculosis. 

(National Council on Alcoholism: undated: p 2) 


Alcoholism is an illness. And like any other 
illnesses it has definable causes and symptoms. 
Obviously we have to be able to recognise the 
symptoms. One of the difficulties which we 
encounter immediately is the secrecy with which 
alcoholism is normally surrounded . This 
instinct to ‘protect’ the alcoholic is, partly at 
least, due to the stigma which is usually attached 
to the disease. It probably originated from an old 
theory that alcoholism was a sign of weakness of 
character and over-indulgence. Such theories are 
no longer taken seriously, and an important part 
of the treatment of alcoholism lies in its early 
recognition. . 

(Health Education Council: undated: p 1) 


The use of the disease concept in the battle 
against moralistic and stigmatic images of 
alcoholism may, well have been hampered, 


450 


however, by the equally omnipresent (and 
equally controversial) concept of motivation. 
As Sterne and Pittman (1965) have suggested, 
‘probably in no other illness is so much verbal 
concern manifested for the patient’s motivation 
to recover as in alcoholism’. The adage ‘you 
cannot help the alcoholic until he wants to help 
himself’ would appear to be one of the funda- 
mental bastions of alcohological thinking and 
practice. It may well be, however, that the often 
stringent motivational requirements for the 
treatment of alcoholism impede the advances of 
‘respectability’ so often associated with the 
disease concept, and. implicitly help retain the 
moralism more often associated with weakness 
of character. As Sterne and Pittman (1965) 
have suggested in their discussion of the 
concept of motivation vis-a-vis alcoholism, 
‘the “will-power” tune has not changed; only 
the words are different’. 

In this paper I shall examine some ways of 
conceptualizing the rights, obligations and 
responsibilities typically associated with being 
sick. Secondly, I shall examine the allocation of 
responsibility for alcoholism treatment in both 
the disease concept of alcoholism and in 
psychiatrist-patient discourse during alcoholism 
consultations in two out-patient alcoholism 
clinics. Thirdly, I shall consider some models of 
motivation operative in the psychiatric treat- 
ment of alcoholism. Finally, I shall consider the 
relationship between attributions of motivation, 
allocation of responsibility, and moral judge- 
ments. 


II. Rights and Obligations Associated 
with being Sick 

From a sociological point of view, being sick 
is not just a physiological or biological (or even 
psychosomatic) condition, but is also a social 
phenomenon. Among other things, I mean by 
this that there are responsibilities, rights and 
obligations associated with being sick which 
affect the nature of the doctor-patient relation- 
ship. Eigures 1 and 2 summarize two ways of 
conceptualizing these rights and obligations and 
their implications for the doctor-patient relation- 
ship. 

In the Parsonian model (Fig 1) the sick 
person’s exemption from responsibility for his 
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Patient Doctor 
Status: Sick Role Professional Role 
Obligations: Expected to: 


1. Act for the welfare of 
the patient (orientation 


To be motivated te get well 

To seek technically 

competent help to collective 

To trust the doctor: or, to vs. self) 

accept the competence gap 2. Be guided by the rules 

(asymmetry of the of professional 

relationship) behaviour 
(universalism vs. 
particularism) 

3. Apply high degree of 
achieved skill and 
knowledge to problems 
of illness 

4. Be objective and 

"emotionally detached 
(affective neutrality) 


Professional self-regulation 
Privileges: 
Exemptions Access to physical and 
1. From performance of personal intimacy 
normal social obligations Autonomy 
2. From responsibility 
for one’s own state Professional dominance 
Premise: ‘Modern medicine is organized about the 
application of scientific knowledge to the 
problems of illness and health and to the control 
of disease’. (Functional specificity). 
Parsons, Talcott. The Social System. © 1951 by 
The Free Press, Glencoe, Ilinois. Reprinted with 
permission. Further reproduction prohibited 
without permission of copyright holder. 


Source: 


Fic 1.-—Parsons’ Model of Doctor—Patient System. 


sick state implies that while the illness lasts he 
cannot ‘help it’, and cannot be expected to get 
well merely by ‘pulling himself together’ or by 
‘will-power’. This, however, does not exempt the 
sick person from the obligation to want to get 
well or from seeking technically competent 
help. Rather, he must submit himself to the 
technical expertise of the doctor, who in turn is 
required to apply a high degree of achieved skill 
and competence in medical science to the 
patient’s illness. 

It should be stressed that Parsons’ concept of 
the sick role is a concepiual apparatus which 
selectively describes the typical features of the 
rights and obligations associated with being 
sick. It is not, nor is it meant to be, a speci- 
fication of what necessarily takes place empiri- 
cally in doctor-patient relationships. Nor is it the 
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purpose of this paper to demonstrate that 
Parsons was ‘right’ or ‘wrong’ on this or that 
proposition vis-a-vis the routine treatment of 
sickness. Apart from the fact that the sick role 
model is characterized by its ‘abstract generality 
and the ideal-typical exaggeration of empirical 
reality’ (Parsons, 1949), Parsons himself is most 
cautious in his use of the sick role model: 


It must be remembered that there is an enormous 
range of different types of illnesses, and of degrees 
of severity, Hence a certain abstraction is inevitable 
in any such general account as the present one. 
There is also a range of different types of physician. 
It will, therefore, be necessary to concentrate on 
what can be considered certain strategic and 
typical features of the situation of both. 

(Parsons 1951: 440) 


The degree of responsibility and involvement - 


that is shared by the doctor and the patient 
undoubtedly varies with this range of illnesses 
and degrees of severity. As Bloom and Summey 
have put it: 


Ifa patient is in coma, there is no question about 
the nature of the requirement for the doctor’s role: 
the doctor must take charge. If, on the other hand, 
the patient has a chronic illness like diabetes, then 
the implications are very different. That is, the 
patient must be an active partner, mutually 
involved in his own treatment. 

(Bloom and Summey 1976: 24-25) 


This variation in the degree of involvement 
and responsibility associated with different types 


Physician’s Patient’s 
Model Role Role 
l. Activity-passivity Does something to 
patient 


Recipient (unable to 
respond or inert) 
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of illness and degrees of severity has been 
analysed by Szasz and Hollender (1956) and 
summarized by Bloom and Summey (Fig 2). 

When alcoholism is conceptualized as a 
disease, or as an illness like any other illness, it 
remains unclear just where in such a range of 
illness types alcoholism is to be placed. Robin- 
son (1976) has suggested on the basis of his 
South London study that ‘general practitioners 
were the most likely to-agree with the statement 
that alcoholism is a disease, the most likely to 
say that it is a mental illness, and the most 
likely to disagree that it is a physical illness’. 
Moreover, he found in the same study that 
referral was the most important resource for 
general practitioners and that 80 per cent of 
those patients referred for alcohol-related prob- 
lems had been referred to a psychiatrist. Given 
that the mode of treatment for a psychiatric 
condition is likely to be more in keeping with 
the Mutual Participation model, it is pertinent 
to consider the allocation of rights and respon- 
sibilities in the disease concept of alcoholism and 
then to compare this with the allocation of 
rights and responsibilities in alcoholism con- 
sultations. 


HI. Sickness, Responsibility and the 
Psychiatric Treatment of Alcoholism 
According to one leading proponent of the 

disease concept, Mark Keller (1976), alcoholism 
is a disease because its behavioural manifestation 
is a disablement. And the disablement that is 
central to the disease ‘alcoholism’ is the dis- 


Clinical 
Application Prototype 
of Model of Model 


Anaesthesia, acute Parent-infant 
trauma, coma, 


delirium, etc. 


2. Guidance- Tells patient what Cooperator (obeys) Acute infectious Parent-child 

cooperation todo processes, etc. (adolescent) 

3, Mutual participation Helps patient tohelp Participant in Most chronic Adult-adult 
himself ‘partnership’ (uses illnesses, psycho- . 


expert help} 


analysis, etc. 


Source: Szasz, T. S., and Hollender, M. H. 4.M.A. Archives of Internal Medicine, 97: 586. © 1956 by the American 
Medical Association. Reprinted with permission. Further reproduction prohibited without permission of 


copyright holder. 


Fic 2.—The Three Basic Models in the Szasz-Hollender Conceptualization of the Doctor-Patient Relationship. 
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ability to choose whether or not to ingest alcohol. 
Accordingly, those who suffer from the ‘disease’ 
alcoholism ‘can no longer consistently be the 
ones to decide whether they will drink, and if 
they drink they no longer can decide when to 
stop’. Keller’s conception of the disease model 
of alcoholism has clear implications for the 
responsibility for care and treatment of the 
condition, For if it m the case that those suffering 
from the disease ‘alcoholism’ cannot help it, 
then neither can they be held responsible for its 
care and treatment. Indeed, Keller is in no 
doubt that ‘the social institution of medicine is 
the appropriate organism to take charge of the 
people and the problem’. 

Alcoholism, according to this model and 
viewpoint, affords the legitimated patient the 
sick role right to be excused from fault for his 
condition and the right to be taken care of by 
the doctors’ technical competence and expertise. 
However, when we examine the technical 
competence and expertise of psychiatrists vis-a- 
vis alcoholism we find that, in keeping with 
many other psychiatric treatments, the respon- 
sibility for the care and treatment of the 
condition is placed largely in the hands of the 
patient and those immediately around him. 
Max Glatt (1969), for instance, suggests that 
the role of treatment consists of helping the 
alcoholic to gain new insight into the nature of 
his needs which in the past he has attempted to 
satisfy by taking alcohol, his emotional conflicts, 
and his old-established and long-cherished 
attitudes. This would appear to be in keeping 
with the Mutual Participation model, in which 
the doctor helps the patient to help himself. 
Similarly, Orford and Edwards (1977) propose 
a basic treatment consisting of a detailed 
assessment of the patient and a one-session 
counselling approach in which (my italics) : 


. counselling should emphasize both the 
self-responsibility of the patient for working out how 
goals should be met and the shared engagement of 
the spouse . . 
counselling may promote these processes because it 
is made unambiguously clear to all concerned that 
these are the relevant processes rather than anything 
resembling ‘treatments’ of physical medicine. 


So far, however, I have only considered what 


. Assessment and a single session of ` 
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alcohologists and practitioners of psychiatry say 
about responsibility and the treatment of 
alcoholism, In the next section I want briefly to 
consider what psychiatrists do vis-a-vis the 
allocation of responsibility in alcoholism con- 
sultations. 


IV. The Allocation of Responsibility in 
Alcoholism Consultations 


The data that I shall be drawing upon in this 
section were gathered in two out-patient 
alcoholism clinics. One was located in the 
psychiatric department of a general hospital, 
the other in a specialist alcohol treatment unit. 
As researcher/observer I was present at each of 
the consultations, which were tape-recorded. 
The elicitation strategies were recorded in the 
consultations of the first 30 new referrals to the 
clinics I observed. 

An analysis of the discourse of these con- 
sultations suggests that patients are allocated ` 
responsibility for their conditions at the levels of 
condition recognition, aetiological formulation, 
and condition management. I shall consider 
each level in turn: 

(i) Condition Recognition: Alcoholism patients 
are actively involved in the consideration and 
definition of their conditions, and are thereby 
allocated some degree of responsibility, through 
the psychiatrists’ use of a series of elicitation 
strategies which I refer to as Information-Opinion 
Initiators. These take the following forms: 


What’s all this about ? 

What do you think about that ? 

Do you think drink’s a factor? 

How bad do you think this drink problem is now? 
Would you call yourself an alcoholic ? 

So what do you feel is the main problem ? 


Seeking information from patients is, of 
course, a necessary feature of all doctor-patient 
consultations (unless the patient is in a coma or 
otherwise unable to respond), be they for 
physical or non-physical conditions. The use of 
Information-Opinion Initiators in alcoholism 
consultations, however, goes beyond merely 
seeking information and requires the patient to 
consider the condition and to formulate some 
opinion(s) about the nature of the condition, its 
severity and the factors surrounding it. While 


aintains mental and 
physical performance 


clearly shows that Frisium differs 
rom the widely used 1,4-benzodiazepine tranquillizers in causing minimal impairment of alertness and 


battery of the most advanced psychomotor testing techniques c 


notor performance! * 
n addition Frisium has been shown to be more effective than, or as effective as, the standard 


4-benzodiazepines in various studies® € Frisium relieves anxiety without the impairment of performance 
which can add to the patient's problems around the home or at work. 
and agitation with or witha! 


conten lmq cabazam (15 benzodiazepine: Uses Minor t Quill 2€ ae : $ 
i ‘ issaffigaentin same patients 


feet Dosage and Administration Adul ppe qcapsule three t aday A c 
adiulfdose Uns vildress the sars 5 aga B0 gdady Contra-indications 
5 hypersensitive to benzodiazepines 


Haberen ower 3 years up to balf the 
z wWuldnotbeu 


COM py Rast UMS? af S 
vdepr drugs The atulty toaperate machinery or dnve acar may be impaired in patents SEDRUVELOF NSI mo 
pahents with renal or hepate impairment Adverse effect Jude d 
1 Br dehn Pharmac i taun pi ti S 2 Invest & 
a4 ve hein Pharmac 14979) 7 (Suppi 1 3 6 dein Pharma 


(1979) 7 (Suppi Hus Furtbennformmaton mcluding prad 
P H 





PING LOUIS WIG yuu Twit Leura 








Injection 


cis-clopenthixol decanoate 


Effective long term control of the agitated, 
aggressive overactive schizophrenic. 
-Clopixol Injection is the long-acting depot form of cis-clopenthixol, a thioxanthene derivative chemically 
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this strategy may be in keeping with other 
psychiatric and mutual participation modes of 
consultation, its use in the range of illnesses 
treated by general practitioners is ‘optional 
under all circumstances’ (Byrne and Long, 
1976). In this respect, then, alcoholism is not 
simply like any other illness, but is more akin to 
those illnesses in which the doctor helps patients 
to help themselves by allocating responsibility 
for condition recognition and encouraging their 
involvement in their own treatment. 


(ii) Aetiological Formulation: Patients with 
alcohol-related conditions are further allocated 
responsibility by being asked explicitly to 
formulate some causal relationship, or some 
other sort of explanation, for their condition or 
symptoms through the psychiatrists’ use of 
Causality Initiators. These take the following 
forms: 


Could that be why you drink ? 

Tell me, do you have any idea why you drink so 
much? 

What does that tie in with? 

Has that got anything to do with the drink ? 


This style of consultation is an extension of 
getting the patient to consider and define his 
own condition, and is presumably the sort of 
counselling style proposed by Orford and 
Edwards (1977) and seen by Glatt and others as 
the essential contribution of psychiatry to the 
treatment of alcoholism. In particular, it 
contributes to the patient gaining new insight 
by allowing him to talk about his problems, to 
probe deeply into causation so that he under- 
stands his problem, and to generate his own 
solutions to his own problems (cf. Byrne and 
Long, 1976). 


(iti) Condition Management: Patients with 
alcohol-related conditions who attend these two 
out-patient clinics are also allocated respon- 
sibility for their treatment by being asked to 
formulate the most appropriate next course of 
action for the condition at hand, and to formu- 
late the doctors’ and the clinics’ role and 
responsibilities in whatever they have decided. 
The former is achieved by the psychiatrists’ 
use of the following Jnitiators : 
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Patients’ Role and Responsibility 

So what do you think you’re going to have to do 
about this ? 

Well, can you think of any more constructive way 
that you can deal with this problem? 

What can you do about that? 

What are you going to do? 

How are you going to do that (i.e. stop drinking) ? 

How long do you think that wjll take? 

So you don’t think you need help with the drink? 


Doctor's Role and Responsibility 
So how do you think we can help you? 
Well, in what ways do you think we may be of 
help to you? 
How do you think we could best help you? 


Getting patients to formulate the most 
appropriate next course of action is seen by 
Byrne and Long as ‘a very common counselling 
behaviour in which the doctor is seeking to 
make sure that the patient has clearly decided to 
pursue some desirable course of action’, and 
where ‘the ethic appears to be to place respon- 
sibility for decisions firmly upon the patient’. 
Again, then, alcoholism is less like any of those 
illnesses in which the doctor does something to 
the patient. Moreover, apart from advising the 
patient to reduce or refrain from drinking, or 
telling the patient that ‘the only person who can 
stop drinking is yourself’, the doctor does not 
appear to treat the illness ‘alcoholism’ by 
telling the patient what to do (cf. Fig 2). 
Rather, responsibility for the management of 
the condition is allocated to the patient and in 
some cases to those immediately around him. 

From these observations one may conclude 
that Orford and Edwards’ emphasis on patients’ 
self-responsibility and on a counselling approach 
that does not resemble treatment of physical 
medicine are both very much the modus operandi 
of these alcoholism consultations. I now want to 
consider another central concept in the psych- 
iatric treatment of alcoholism, the concept of 
motivation, and to examine its relationship to 
the allocation of responsibility. ‘ 


V. Responsibility and the Concept of 
Motivation 
I have already suggested that the patients’ 
motivation would appear to be a major pre- 
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requisite for the psychiatric treatment of 
alcoholism, particularly where it apparently 
consists of the doctor helping the patient to help 
himself, If the patient does not want to help 
himself, which is to say he does not, will not, or 
cannot accept the responsibility allocated to 
him, then this presumably implies that the 
patient is not suitably motivated for treatment. 

Motivation, however, need not be viewed as a 
constant entity such that a patient either has it 
or does not have it. To view it so is to hold a 
predominantly static model of patients’ moti- 
vation. In their study of health and welfare 
personnel whose primary concern was the care 
and treatment of alcoholics, Sterne and Pittman 
(1965) noted that the majority of such personnel 
held static views of motivation. A dynamic 
model, however sees motivation as yet another 
variable feature of the alcoholic patient, 
‘dependent upon a complex interaction of 
internal and external influences converging 
upon the alcoholic at a point in time’ (Sterne 
and Pittman, 1965). Sterne and Pittman found 
that, although the more professional of the 
health and welfare personnel were less likely 
than non-professional personnel to hold ex- 
clusively static views and more likely to hold 
exclusively dynamic views, the differences were 
not very substantial or significant at all. 

A dynamic model of motivation has direct 
implications for the treatment of alcoholism. 
For instance, it would seem to suggest that 
instead of dismissing and rejecting patients who 
do not at the outset display the ‘necessary’ 
degree of motivation, practitioners of alcoholism 
treatment may help to induce this degree of 
motivation. As Glatt (1969) has put it, ‘it is 
surely one of the tasks of the therapeutic 
programme to induce an understanding of his 
condition in the alcoholic, and with it the 
motivation to give up drinking’. In this respect 
some degree of responsibility for the alcohol- 
related condition must be taken by the doctor. 
Again, this is all quite in keeping with getting 
the patignt to help himself. 


VI. Attribution of Motivation in 
Alcoholism Consultations 
In this section I want to consider dynamic 
and static models of motivation, and the psych- 
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iatrist’s role in inducing motivation, within the 
context of alcoholism consultations. From my 
observations and recordings of alcoholism 
consultations it is apparent that attributions of 
motivation—either positive or negative—are 
seldom made explicitly during consultations. 
Rather, patients’ motivation was only mentioned 
by the psychiatrists after the patient had left the 
consultation room and the psychiatrists would 
offer me their comments on the consultation. 
Examples of these post-consultation attributions 
of motivation are given in Fig 3 below. 

Further explicit judgements about the patients’ | 
motivation, attitudes and character were to be 
found in the medical records, usually in the 
psychiatrists’ letters back to the referring G.P. 
(see Fig 4). 


Case DF 


D: That’s unusual. Very unusual. 

R: How do you mean? 

D: Well, in terms of his motivation. And he’s willing to 
do something about it. Most unusual. 


Case MR 


D: Well, he’s not going to succeed. 

R: Why do you say that? 

D: Well, the wife’s point about him being selfish. She's 
so right. Plus the heat’s on him at the moment. That’s 
the only reason for him coming. He’s trying to make a 
good impression to the court. 


Case RP 


D: What PI do is, FI make some suggestions to the 
court. You know, about him making all of the usual 
noises. Maybe the court will defer. I don’t know. But 
Til make him sweat. He’s really an irresponsible 
psychopathic citizen, The family is always in trouble, 
No, my report to the court will demonstrate how 
sceptical Iam. 


Case NE 

D: What a dreadful person. Aaaah! Just awful. I can’t 
decide whether he’s an inadequate personality or an 
inadequate psychopath. He’s certainly terribly 
immature. He’s no motivation whatsoever. When he 
left us last time he did nothing to help himself. He 
attended no follow-up groups. Quite honestly we can 
do nothing for the likes of him. I’d like to just throw 
him out of the door. 





Key: D = Doctor (psychiatrist) 
R = Researcher 
Fic 3.—Examples of Post-Consultation Attributions of 


Motivation, 
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Case WA—Psychiatrist’s letter to referring G.P. 


This man appears to be accepting his drink problem and 
is sincerely determined to do something about it. He thinks 
he could return to social drinking if he sticks to beer, 
though he knows that some people find difficulty in doing 
this after a period of excessive drinking. 


Case GB-—Psychiatrist’s letter to referring G.P. 


Mrs B. seems to realise that she must stop drinking 
altogether, but she has not so far been able to do so. 
Despite her various inadequacies and problems I think 
she means well and I hope things will go better for her. 


Case DF--~Psychiatrist’s letter to referring G.P. 


He readily admitted to having a drink problem adding 
that he was unable to sleep and suffered fits of depression. 
I found Mr J’s attitude to his drink problem a very 
sensible and constructive one. 


Case PD-—Psychiatrist’s letter to referring G.P. 


He appears to have no insight at all into the severity of 
his drink problem and blames all his troubles on the 
deaths of his mother and sister. 


Case MR—Psychiatrist s letter to referring G.P. 


He has been in trouble with the police twice in the past 
two months. I understand that on the strength of his 
consultation here sentence has been deferred until the 
8th May, so that he can do something about his drink 
problem. His motivation is now explained! 

With some difficulty I was able to persuade Mr R. to 
define his aims. He does not wish to stop drinking but 
hopes to cut down, He has set himself a limit of four pints 
on any evening, and not more than two evenings a week, 
He is to report success or lack of it on December [5th. 
I fear he is not a true believer!! 


Fic 4.—Judgements of Patients’ Motivation in Medical 
Records. 


There is some indication that attributions of 
motivation, whether positive or negative, may 
be related to the sorts of responses that patients 
gave to the elicitation strategies mentioned in 
Section IV. In particular, patients appeared to 
have positive motivation attributed to them if 
in response to the psychiatrists’ elicitation 
strategies they acknowledged that they were 
going to have to give up their drinking, or do 
something about it and they appeared to be 
aware of (and acknowledged) the difficulties 
that this would entail. The latter condition 
would appear to be an important constituent 
feature of having a ‘realistic’ attitude, or a 
positive motivation, towards the alcohol-related 
problem, for some patients who said that they 
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were going to give up or reduce drinking but 
did not display awareness of the difficulties this 
would entail had negative or doubtful moti- 
vations attributed to them. 

For present purposes, however, I wish to 
confine my comments to the question of static 
and dynamic models of motivation amongst the 
psychiatrists at the two clinics under observation. 
Case DJ in Fig 3 reveals tht a patient present- 
ing with a positive motivation and a willingness 
to do something about the alcohol-related 
problem at hand is ‘most unusual’. Thus it 
could be argued that the psychiatrists at these 
two clinics expect to have to induce patients’ 
motivation, and that offering patients new 
insight is in itself an implicit motivational 
inducement. On the other hand, however, we 
find that for the patient who has ‘no motivation 
whatsoever’ (Case NE) and has done ‘nothing 
to help himself” the psychiatrists ‘can do nothing’. 
Similarly, the psychiatrists’ post-consultation 
comments about Case MR and RP in Fig 3 
suggest that patients with apparently dubious 
reasons for attending the alcoholism clinic, and 
with apparently little chance of success because 
of this, preclude the psychiatrists from attempt- 
ing further motivational] judgements. 

The attitude of the psychiatrists towards such 
patients, and indeed towards their own role 
vis-a-vis these patients, is summed up in the 
following case: 


Case CM—Psychiatrist’s comments following consultation 

R: What about his drinking? 

D: It’s excessive. But if he says he hasn't a 
problem you can’t do anything. There’s no 
point getting him back in a fortnight’s time. 
He'll come back anyway. You see, all you 
have to do in my job is keep letting out the 
rope until they either hang themselves or 
they want someone to help them. It’s really 
very easy. 


Working with a predominantly static model 
of motivation, one might agree that the doctor 
‘can’t do anything’ if the patient says he hasn't a 
problem. To the extent that this view of 
motivation and treatment is common amongst 
psychiatrists working in alcoholism clinics, this 
would suggest that static models of motivation 
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prevail over the dynamic models suggested by 
Glatt and others. However, further research of 
this sort into a greater number of alcoholism 
consultations at a greater number and variety 
of clinics is clearly necessary in this regard. 


VII. Motivation, Responsibility and 
Moral Judgements 


It will be recallef that in the health education 
literature mentioned at the beginning of this 
paper the disease concept of alcoholism was seen 
as displacing ‘an old theory that alcoholism was 
a sign of weakness of character and over- 
indulgence’. From the patients’ point of view the 
psychiatric approach of offering insight into 
patients’ personal lives, their emotional needs 
and the like may itself seem like moral work. At 
this level, however, the psychiatrists at these two 
clinics appeared to stress that the insight was 
being offered with affective and moral neutrality. 
Yet the data from alcoholism consultations such 
as those in Figs 3 and 4 suggest that attributions 
of motivation can imply a certain degree of 
scepticism on the part of the psychiatrists, 
especially concerning patients’ sincerity, strength 
of character, honesty and moral worth. State- 
ments by psychiatrists, such as ‘he’s really an 
irresponsible psychopathic citizen’ (Fig 4, 
Case PR), ‘what a dreadful person’, and ‘he did 
nothing to help himself? (Fig 4, Case EN), 
suggest that a morally evaluative and judge- 
mental tone may run through psychiatrists’ 
assessments of alcoholism patients. Moreover, 
patients’ honesty vis-a-vis their consultation 
disclosures is also suspect amongst the psych- 
iatrists at these two clinics: 


Cese BA 

R: By the way, why didn’t you . . . you didn’t 
think it was worth following up on his drinking 
history? 

D: Och, we were short of time. He was going to 
tell me lies anyway, He was going to tell me 
that he’s just been drinking a bit excessively. 
You know, he says that he just knocks back the 
drink to spite his wife. It’s all a pack of lies. 


Case PD 
R: What did you think about the amount he is 
drinking? 
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D: Well, it’s all lies. They all tell lies. I bear no 


malice saying that. I just find it’s best to work 
on the assumption that they are lying. 


These data suggest that the line between 
assessing patients’ motivation and making 
(potentially moral) judgements about their 
characters, will-power and the like may be very 
thin indeed. Also, given the degree of co- 
operation required, and the responsibility that 
is allocated to patients for their condition, 
patients’ strength of character and will-power 
are implicitly, and at times explicitly, invoked in 
the psychiatric treatment of alcoholism. Con- 
sider, for instance, the following extract from 
one alcoholism consultation in which the 
psychiatrist is attempting to offer the patient 
new insight into her situation and condition: 


KS16!1 D: Well, there are two things that you can 
KS162 do. Firstly, you can get out of the 
KS163 house more often. That’s one thing 
KS164 you can do. And the other is you can 
set yourself a target. 
KS165 P: Can you give me something to help 
KS166 me cut down? 
KS167 D: No. A doctor can give pills that will 
KS168 make you violently sick whenever you 
KS169 taste alcohol. But if you have the will- 
KS170 power to take pills you should have 
KS171 the will-power to cut out drink. You 
KS172 don’t feel you’re ready to cut down 
yet? 
KS173 P: No, certainly not. 
KS174 D: Well, you are going to have to drink 
KS1I75 less than a bottle of sherry a day. It’s 
KS176 a very sweet drink anyway. 
KS177 P: It’s OK with lemonade. 
KS178 D: Well, make one bottle last a week. 
KS179 It’s only a matter of will-power. 
KS180 Eventually you will have to cut it out 
KSI81 completely. Shall we say you'll set 
Easter as your target for that ? 
KS182 P: No, I can’t. 
KS183 D: Well, you’ve got to cut out drinking 
KS184 altogether. You can’t just reduce. I 
KS185 don’t want to go against your G.P. but 
KS186 my idea is that you stop altogether. If 
KS187 you feel uneasy without a bottle in 
KS188 your hand get a bottle of ginger beer 
KS189 and imagine that you’re relaxing with 
KS190 a drink. I don’t think you’ll see things 


PHIL DAVIES 


KS191 crawling up the curtains if you stop... 
(laughs) 

KS192 P: Ididn’t say that. 

KS193 D: No, your doctor did. I'm laughing 

KS194 with you, not at you. Look, you've 

KS195 got a sense of humour, you’re an 

KS196 intelligent woman, you have a hus- 

KS197 band, and you look young for your 

KS198 age. All you have to do is give up this 
silly thing. 

KS199 P: Is that all that’s happening here? 

KS200 D: Well, did you expect us to give you 

KS201 X-rays and injections? Alcoholism 

KS202 isn’t like an appendicitis. The only 

KS203 person who can stop drinking is 
yourself. 

KS204 P: Well, that’s right. 

KS205 D: Your mother’s recently died. Your 

KS206 son’s left home. You’ve just become 

KS8207 lonely and feel that you’re not 

KS208 needed. And all women want to feel 
that they are needed. 

KS209 P: My husband doesn’t need me. 

KS210 D: Pm sure he does. 

KS211 P: No, he doesn’t. 

KS212 D: No. Shall you come and see me 
again? 

KS213 P: I was expecting great things from this 

KS214 consultation. 

KS215 D: Well, did you expect me to wave a 

KS216 magic wand or something ? 

KS217 P: No. It’s too late for a magic wand. 

KS218 D: So, are you going to come and see me 


again? 


In this consultation extract the psychiatrist 
attempts to give the patient new insight into her 
condition by reviewing the patient’s domestic 
situation (lines KS205-212), suggesting alter- 
native ways of adjustment (lines KS161—164; 
KS178-181; KS186-189), attempting to get 
the patient to set a target for reduction of 
alcohol consumption (lines KS179-181) and 
then suggesting abstinence (lines KS183-191), 
appealing to the patient’s rationality (lines 
KS194-198), and above all by stressing that 
only the patients will-power and self- 
responsibility (lines KS169-171; KS178-179; 
K5197-198; KS202--203) can solve her alcohol- 
related problems. All of this is quite consonant 
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with the doctor helping the patient to help 
him/her-self. 

The patient, on the other hand, is clearly not 
satisfied with what is being offered (lines 
KS199; KS213-214) and expects the psych- 
iatrist to do something more positive, tangible 
and resembling treatments of physical medicine, 
such as giving her some medication to help her 
cut down (lines KS$165~166). In a sense this 
patient is revealing a model of alcoholism 
similar to that held by proponents of the 
disease concept. That is, that it is a disease, that 
the disease dis-ables the patient’s rationality 
(and hence to appeal to the patient’s rationality 
is invalid), and that the disease can be treated 
like other diseases in which the doctor either 
does something to the patient or tells the patient 
what to do. 

It would appear, therefore, that in this 
treatment setting there is a gap between what 
psychiatry has to offer alcoholism patients and 
psychiatrists’ expectations of patients on the one 
hand, and patients’ expectations of psychiatric 
treatment for alcoholism on the other. The 
nature and direction of patients’ expectations of 
alcoholism treatment will be subject to research 
and examination in the next stage of this 
research project. So far as what psychiatry has to 
offer alcoholism patients is concerned the data 
presented in this paper suggest that patients’ 
will-power, strength or weakness of character, 
and self-responsibility are the basic constituent 
features of the psychiatric treatment of alco- 
holism. In this respect the health and alcoholism 
literature’s suggestion that alcoholism is ‘like 
any other illness’ appears to be rather inexact. 


VII. Conclusion 


In this paper I have attempted to examine the 
relationship between the disease concept of 
alcoholism and the psychiatric treatment of 
alcoholism in two out-patient alcoholism clinics. 
In particular, I have considered the psychiatric 
treatment of alcoholism in terms of: 

(a) the allocations of responsibility for the 

care and treatment of the condition; 


attributions and models of motivation; 


(c) the relationship between (a) and (b) and 
judgements of a potentially moral nature. 
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The main conclusions are: 


(1) The disease concept suggests that alco- 
holism is like any other disease or illness in that 
it has definable causes and symptoms, and that 
since those suffering from the disease alcoholism 
cannot help it neither can they be held respon- 
sible for its care and treatment. 


(2) The claim ghat alcoholism is like any 
other illness is rather loose and inexact. In 
particular, it fails to acknowledge the range 
of illness types, the degrees of severity, and the 
associated degrees of patient responsibility and 
involvement that exist. 


(3) The basic constitutive features and 
apparently effective ingredients of the psych- 
iatric treatment of alcholism consist of ‘non- 
specific elements’ such as helping the patient to 
gain new insight into their lives, situations and 
conditions. Also, the psychiatric treatment of 
alcoholism stresses above all the importance of 
will-power, strength of character and self- 
responsibility. In these respects, the psychiatric 
treatment of alcoholism has more in keeping 
with those illnesses that involve a Mutual 
Participation model of doctor-patient relation- 
ship, in which the doctor helps the patient to 
help himself. 

(4) In alcoholism consultations motivation is 
seen as a major prerequisite for the psychiatric 
treatment of alcoholism. The data presented in 
this paper suggest, however, that psychiatrists 
may operate with predominantly static models 
of motivation, and consequently do very little to 
induce motivation in patients. 

(5) The allocation of responsibility to patients, 
together with patients’ motivational require- 


MOTIVATION, RESPONSIBILITY AND SICKNESS IN TREATMENT OF ALCOHOLISM . 


ment and psychiatrists’ static models of moti- 
vation, may also involve judgements of a 
potentially moral nature against those who are 
lacking will-power, strength of character and 
self-responsibility. In this respect, the line 
between attributions of motivation and judge- 
ments of a potentially moral nature may be very 
thin indeed. 
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Self-Report Reliability of Skid-Row Alcoholics 


By H. M. ANNIS 


SUMMARY The stability of self-report of 72 skid-row alcoholics over 
a one to six month interval was explored. Relatively high response 
agreement on reinterview was indicated for demographic items, but 
less reliability was observed on items assessing social functioning and 
drinking patterns. Implications of the findings for the evaluation of 


treatment programs are discussed. 


The most widely employed procedure in 
evaluating alcoholism treatment programs has 
been based upon self-report of the alcoholic. 
Questionnaires or follow-up interviews of alco- 
holics who have undergone treatment have 
typically been used to assess change in one or 
more of a number of areas (e.g., drinking 
behaviour, arrests, incarceration, further treat- 
ment contacts, employment, social stability 
etc.). Hill and Blane (1) reported that in almost 
half of the studies they reviewed drinking 
behaviour was the only criterion employed, and 
in almost all it was the major criterion. In a 
more recent critical review of the treatment 
literature, Baekeland, Lundwall and Kissin (2) 
concluded that the reliability of the drinking 
history is one of the most critical unsettled 
issues in the area. 

In view of the heavy reliance that has been 
placed on self-report data in the evaluation of a 
wide range of alcoholism programs, it is 
surprising that only scant attention has been 
paid to the question of the reliability of such 
self-reports. The establishment of reliability of 
response is recognized as basic to the scientific 
method of inquiry. Lack of evidence on response 
reliability weakens any conclusions that can 
be drawn about program outcome. 

Several considerations would seem to raise 
doubt about the reliability of self-reports of 
skid-row alcoholics in particular. It has fre- 
quently been noted that the stereotype of the 
skid-row man does not include the trait of 
honesty (c.f. 3). Social isolation, lack of affili- 
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ative ties and a desire for anonymity have been 
described as characteristic of men on the row. 
One investigator (4) has gone so far as to 
suggest that skid-row men typically respond to 
interview questions by outsiders ‘if at all, only 
with responses designed for the consumption, if 
not appeasement, of the hostile outside world’. 
Furthermore, there is evidence that impairment 
in short-term memory is a prominent con- 
comitant of prolonged excessive drinking and 
that remote memory may also be affected 
(5, 6). These findings applicable to the skid-row 
life style make it all the more imperative that 
the reliability of response of skid-row alcoholics 
should be investigated. 

In the literature to date direct evidence 
bearing on this question is scant, and what 
does exist is of a fragmentary nature (7, 8, 9). 

Does the skid-row alcoholic give the same 
answers to questions about his drinking patterns 
and social functioning on re-interview? This 
fundamental methodological question of time- 
associated reliability or stability of self-report 
is the subject of the present study. 


Method 
The sample 


The sample was composed of 72 men who had 
been admitted over a period of six manths to 
both of two detoxification centres in a large 
metropolitan area. The majority (60 per cent) 
of men in the sample had been picked up and 
escorted to a detoxification centre by police on 
at least one of their admissions. 
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Tase I 
Stability of self-report of skid-row alcoholics over time 





Time interval: 











Time interval: <1 month to 6 months 1 month or less 
(N = 72) (N = 37)* 
Variable 
Frequency of Agreement 
report on on 
e initial reinterview Stability Stability 
Category interview” N Ys index® index 
tN 
Demographic : 
Age 21-30 7 6 86 93 95 
31-40 19 17 90 
41-50 31 30 97 
51-60 13 13 100 
61-70 2 l 50 
Racial origin Caucasian 66 66 100 97 97 
Negro 0 0 — 
N. Am. Indian 4 4 100 
Other 2 0 0 
Citizenship Canadian 70 70 100 99 97 
Other 2 1 50 
Length of residence in 10 yrs. or less 0 — — 92 89 
Canada 11-20 yrs. 3 3 100 
21-40 yrs. 24 22 92 
41+ yrs. 45 41 91 
No. of children None 42 35 83 85 81 
1-2 16 13 81 
3+ 13 12 92 
Education Grade 8 or less 23 17 74 70 76 
Grade 9-11 25 17 68 
Grade 12 + 23 16 70 
Marital status Single 31 23 74 71 76 
Married 5 1 20 
Separated 21 16 76 
Divorced 10 8 80 
Widowed 4 3 75 
Common-Law 1 0 0 
Living Arrangements : 
Present accommodation Non-Residence/ 
No fee/Flophouse/ 
Hotel 44 38 86 65 69 
Room and Board 13 4 31 
Apt/House 6 2 33 
Housekeeping 6 l 17 
Employment: 
Presently employed Yes 8 1 13 85 88 
No 63 59 94 
Usual type of employment Labourer/ 


é Semi-Skilled 58 42 
Skilled 10 3 
Professional 3 2 

No. of months employed 0-2 months 45 33 73 63 75 
(in past year) 3-4 months 8 i 
5-6 months 7 2 
7-12 months 12 9 
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TABLE I—continued 


Time interval: 

















Time interval: <1 month to 6 months 1 month or less 
(N = 72) (N = 37)8 
Variable 
Frequency of Agreement 
report on on 
initial reinterview Stability Stability 
Category interview” N % index! index 
Treatment : ° 
No. of months in None 62 53 85 75 73 
out-patient treatment 1 month 6 1 17 
(in past year) 2-3 months 2 0 0 
4-5 months 1 0 0 
6-12 months 1 0 0 
No. of months in None 46 30 65 50 51 
residential treatment I month 13 3 23 
(in past year) 2-3 months 9 3 33 
4-5 months 3 0 0 
6-12 months l 0 0 
Attendance at A.A. Yes 23 16 70 56 52 
(in past year) No 49 24 49 
No. of A.A. Meetings None 49 24 49 42 37 
attended (in past year) 1-5 4 i 25 
6-10 8 2 25 
11-40 9 3 33 
41+ 2 0 0 
Involvement with the Law: 
No. of months in jail None 48 33 69 58 57 
(in past year) 1 month 10 3 30 
2~3 months 6 3 50 
4-5 months 3 2 67 
6-12 months 5 l 20 
No. of arrests for public None 20 7 35 44 5I 
intoxication (in past year) 1-2 16 6 38 
3-6 17 4 24 
7+ 19 15 79 
Drinking : 
Usual frequency of Daily 68 61 90 85 86 
drinking 4-5 times/wk. 2 0 0 
2 l 2-3 times/wk. i 0 0 
1 time/wk. 0 — —— 
Less often l 0 0 
Usual alcoholic beverage Beer 7 2 29 54 56 
Wine 14 4 29 
Liquor 4 0 0 
Non-beverage 0 — -~= 
Two or more of 
above 47 33 70 
Usual daily alcohol 10 oz absolute 
consumption alcohol or less 6 0 0 56 59 
11-30 oz 59 36 61 
31-50 oz 5 3 60 : 
51 + oz 2 l 50 
* An internal analysis was conducted on those respondents with a time lapse between interviews of one month 
2 or less. 
E * On some variables the ‘N’ does not add to 72 because of missing data on some respondents. 


* Based on a ‘percentage agreement’ statistic; see text. 
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Inierview-reinterview interval 


Each man was originally interviewed during 
his stay at one of the two detoxification centres, 
and reinterviewed upon his subsequent ad- 
mission to the other centre within the six month 
study period. The interview-reinterview interval 
was therefore necessarily variable. For 37 of the 
men the time lapse between interviews was one 
month or less, whife for the remaining 35 men 
it ranged from 2 to 6 months. 


Interviewers 


All interviews were conducted by the staff of 
the detoxification centres, who had established 
some rapport with skid-row clientele. Since 
reinterviews for the 72 men always took place at 
a different detoxification centre from the 
original interview, in no case did the same staff 
member conduct both the original and follow-up 
interviews. 


Questionnaire and administration 


The questionnaire covered demographic in- 
formation, living arrangements, employment, 
treatment contacts and involvement with the 
law in addition to questions on drinking 
patterns (see Table I). The men were inter- 
viewed following withdrawal from the acute 
effects of intoxification, typically two to four 
days after their admission to the unit. In an 
attempt to achieve standardization in the 
administration of the questionnaire, all detox 
staff serving as interviewers participated in 
training sessions conducted by research per- 
sonnel. 


Results 


The replies of the 72 men on the initial 
interview to questions on demographic in- 
formation, living arrangements, employment, 
treatment, involvement with the law and 
drinking variables appear in Table I. Inspection 
of the column ‘Frequency of Report on Initial 
Intervigw’ reveals a population profile con- 
sistent with a skid-row life-style. The ‘typical’ 
respondent was about 45 years of age, had never 
married, was living in a flophouse or cheap hotel 
accommodation, had worked less than two 
months in the past year in labourer or semi- 
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skilled work, had been arrested several times for 
public intoxication, and usually drank the 
equivalent of 15 or more ounces of absolute 
alcohol daily. 


Stability of self-report 

A ‘percent agreement’ statistic (maximum 
possible range: 0 to 100 per cent) was employed 
as an index of stability of self-report between 
the two interviews. In the calculation of this 
index, the interview replies of each man were 
assigned to a number of discrete response 
categories on each question, and the percentage 
of men whose answer category on the second 
interview agreed with that on the first interview 
was calculated. Hence the stability index was in 
terms of between-category shifts rather than in 
terms of change along a continuous dimension. 
Such use of category data provides a less 
stringent criterion for the assessment of con- 
sistency of response. However, it should be 
noted that the resulting stability index for any 
variable is dependent upon (1) the number of 
categories, (2) the width or narrowness of the 
chosen categories, and (3) the distribution of 
respondents within the categories. Comparison 
of stability indices across variables must there- 
fore be made with these factors in mind. 

Demographic variables. As can be seen in 
Table I, a high degree of response consistency 
between the two interviews was obtained in 
questions of ‘age’, ‘racial origin’, ‘citizenship’, 
and ‘length of residence in Canada’. For most 
categories of response on these variables, 90 per 
cent or more of the men agreed in their answers 
on the two interview occasions. Somewhat less 
consistency of response was indicated on 
questions pertaining to ‘number of children’, 
‘marital status’, and ‘education’. On ‘number of 
children’, there was agreement between inter- 
views for 60 cases (85 per cent); on ‘education’ 
51 cases (71 per cent) showed agreement from 
first to second interview; and on ‘marital status’ 
50 cases agreed (71 per cent). 

Living arrangements. The present accom- 
modation reported by the men was categorized 
into 4 types, (i) ‘non-residence, no fee, flop- 
house, or hotel’ (ii) ‘room and board’ (iii) 
‘housekeeping’ and (iv) ‘apartment or house’. 
There was complete consistency between inter- 
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views in only 45 cases (65 per cent). It should 
be noted, however, that the observed response 
inconsistency was largely confined to the last 
three types of accommodation; among respon- 
dents reporting ‘non-residence, no fee, flophouse 
or hotel’ accommodation on initial interview, 
consistency of response on reinterview was high 
(86 per cent). 


Employment. On the question of whether or 
not the respondent was ‘presently employed’, 

agreement was obtained in 60 cases (85 per 
cent), while ‘usual type of employment’, 
divided into three board categories (labourer or 
semi-skilled /skilled/professional), showed con- 
sistency of response in 47 cases (66 per cent). 
On ‘number of months employed’ in the past 
year (0-2 months/3-4/5-6/7-12) there was 
agreement in only 45 cases (63 per cent); a dis- 
crepancy involving adjacent categories occurred 
in 18 cases (25 per cent) and a discrepancy of 
more than one category in the remaining 9 cases 


(12 per cent), 


Treatment. “Number of months in out-patient 
treatment’ and ‘number of months in residential 
treatment’ in the past year (mone/1/2-3/4—-5/ 
6-12) showed consistency in 54 cases (75 per 
cent) and 36 cases (50 per cent) respectively. It 
is particularly noteworthy that most of the 
response consistency on these variables was 
contributed by respondents who reported no 
contact with these treatment settings. Of the 62 
respondents who originally reported no contact 
with an out-patient department, 53 (85 per 
cent) agreed in self-report on re-interview. 
However, of the 10 who initially reported some 
duration of out-patient treatment, only 1 showed 
complete consistency, 6 denied having any out- 
patient contact and the remaining 3 showed a 
discrepancy in length of reported contact of 
more than one category. Positive reports of 
having an out-patient contact would appear to 
be very unreliable indeed. A similar situation 
held for report of residential treatment. A 
stability index of 65 per cent (30 out of 46 
cases) was indicated for those who originally 
reported no admission to a residential treatment 
program, compared to an index of 23 per cent 
(6 out of 26 cases) for those who initially did 
report some duration of residential treatment. 
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Among this latter group, half (13 out of 26 
respondents) denied having undergone residen- 
tial treatment on re-interview and 3 more 
showed a discrepancy in reported length of 
treatment of more than one category. As with 
out-patient contact, self-reports of having 
entered residential treatment appear to be 
grossly unreliable. 

On the question of contact with ‘Alcoholics 
Anonymous’, only 40 respondents out of 72 
(56 per cent) agreed on re-interview on whether 
or not they had attended any A.A. meeting 
during the past year. This, of course, is very 
close to chance level. On the finer categorization 
of number of A.A. meetings attended (none/1—5/ 
6-10/11-40/41 +), the stability index dropped to 
42 per cent. 


Involvement with the law. On reported ‘number 
of months in jail’ in the past year (none/1]/2~3/ 
4-5/6-12), agreement was obtained in 42 cases 
(58 per cent); of the 30 discrepant cases, 10 
involved adjacent categories while the remain- 
ing 20 involved a change of more than one 
category. ‘Number of arrests for public in- 
toxication’ in the past year. (none/1-2/3-6/7 +) 
showed consistency. of report in 32 cases (44 per 
cent); 10 of the 40 discrepant cases involved a 
change of more than one category while 30 
cases involved a discrepancy between adjacent 
categories. Self-reports of arrests and incar- 
cerations would therefore appear to have very 
marginal reliability with this population. 


Drinking. Three drinking variables were 
assessed: ‘usual frequency of drinking’, ‘usual 
alcoholic beverage’ and ‘usual daily alcohol 
consumption’. For ‘usual frequency of drinking’ 
the stability index was high (85 per cent), the 
great majority of respondents (61 cases out of 72) 
consistently reporting that they were daily 
drinkers. ‘Usual alcoholic beverage’ showed 
complete consistency in only 39 cases (54 per 
cent); however, it is important to note that all 
but 2 of the discrepant cases involved a change 
between the ‘two or more beverage’ category 
and one of the single beverage categories. It is 
impossible to determine.from the present data 
whether or not response stability would be 
higher if respondents were forced to choose a 
single beverage. The question on ‘usual daily 
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alcohol consumption’ was phrased to respon- 
dents in terms of the number of bottles of beer, 
wine, liquor or non-beverage alcohol consumed 
on drinking days, and then converted for 
purposes of analysis to ounces of absolute 
alcohol. When four broad categories of con- 
sumption were employed (10 oz absolute 
alcohol or less/11~30 0z/31-50 0z/51+ oz) only 
56 per cent agreem€nt was found. The median 
absolute change in response between first and 
second interviews was 10 oz absolute alcohol 
daily, with 20 per cent of the respondents 
showing a variation on reinterview of more than 
20 oz. 


Time interval and stability of self-report. The 
design of the present study involved a time 
lapse of up to six months between interviews 
for some of the respondents. Inconsistency in 
response on reinterview after any lengthy time 
lapse is open to the possibility that a ‘real’ shift 
in the respondent’s social functioning or 
drinking behaviour may have taken place over 
time. In order to assess the extent to which real 
changes in the variables under study might have 
lowered the stability indices obtained, an 
internal analysis was conducted on the responses 
of those 37 individuals whose time lapse between 
interviews was one month or less. With such a 
short time interval, very little distortion due to a 
true alternation in the respondent’s circum- 
stances would be expected. These results are 
presented in the last column of Table I. Al- 
though there was a tendency for stability 
indices to be higher over the shorter time 
interval, the magnitude of the difference on 
most of the variables was only a few percentage 
points. It was therefore concluded that very 
little of the instability observed could be 
attributed to ‘real’ shifts in the life situation or 
social functioning of the respondents. 


Discussion 


The question of reliability of response is a 
criticale methodological issue which has been 
largely neglected in the evaluation of alco- 
holism treatment programs. Response stability 
is a necessary prerequisite to the establishment 
of any other type of reliability or validity of 
alcoholic self-report data. Unless it can be 
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demonstrated that the alcoholic respondent 
will give the same answers to questions on re- 
interview, program evaluations based on follow- 
up self-report data must remain suspect. 


A major difficulty with the reinterview 
method for obtaining reliability estimates is the 
possibility that responses to the initial interview 
will be remembered and influence those given 
in the second interview, thus artificially inflating 
observed reliability indices. There are several 
reasons for thinking that this was not a serious 
source of bias in the present study. The inter- 
view-reinterview data were collected as part 
of an ongoing client documentation system 
within two physically distant detoxification 
centres each with its own staff who served as 
interviewers. Neither staff nor residents were 
aware that interview material between the two 
centres would be compared. It is therefore 
unlikely that respondents made any deliberate 
attempt to remember prior answers. An 
attempt was also made to control sources of 
error that can serve to lower obtained estimates 
of reliability. All staff serving as interviewers 
participated in training sessions designed to 
achieve a standardized mode of questionnaire 
administration, response observation and re- 
cording. The reliability indices obtained, should 
therefore largely reflect inconsistency in the 
answers given by respondents to identical 
questions about themselves on different occa- 
sions. 


The present study was concerned with 
stability of response among skid-row alcoholics. 
Fairly high response agreement on re-interview 
was found for demographic items including age, 
marital status, number of children and edu- 
cation. This finding parallels similar low 
discrepancy rates for ‘life-time identity’ items 
reported by Bahr and Houts (7) and Blumberg, 
Shipley and Shandler (8) in their studies of 
skid-row men. However, considerably less 
reliability was indicated in the present study on 
items assessing recent employment history, 
other treatment contacts, recent arrests and 
incarcerations, and current drinking patterns. 
It is, of course, precisely in these areas of social 
functioning and drinking patterns that the 
reliability of self-reports is of critical importance 
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when follow-up interviews are used to evaluate 
treatment programs. 

The question arises as to what self-report 
reliability level is acceptable in program 
evaluation or treatment follow-up work. This is 
a very difficult area in which to offer any firm 
conclusion. It is clear from the magnitude of 
error demonstrated in the present study that 
self-reports of skid-row alcoholics in the areas of 

“social functioning and drinking patterns con- 
stitute very ‘noisy’ data which should be viewed 
with caution. One solution with large sample 
studies may be to employ a research design 
which permits the calculation of a statistical 
estimate of the magnitude of such error in the 
various outcome criteria. However, this pro- 
cedure will not be applicable in the typical 
small sample follow-up study. Unreliability in 
self-reports due to random error fluctuations 
will make it necessary for large treatment effects 
to be present before improvement indices reach 
statistical significance. Even in studies employ- 
ing- control groups, the measurement error 
introduced by the unreliability of self-reports in 
areas of recent employment, arrests, treatment 
contacts and drinking behaviour may tend to 
mask any program or treatment effects that are 
present. Consideration should therefore be 
given to the inclusion of alternative sources of 
follow-up information. These may include 
documentary traces such as arrest, jail, welfare, 
employment and treatment records, as well as 
the use of collaborative reports of relatives, 
friends or employers. 
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Alcohol Withdrawal States and the Need for Treatment 
By ROBERT OLBRICH 


SUMMARY In an attempt to evaluate the clinical significance of 
alcohol withdrawal, the rate of symptoms and incidence of treatment 
were determined in 84 female alcoholics following abrupt withdrawal. 
Results indicated that abstinence symptoms of an emergency type 
(delirium tremens, convulsions) only rarely occur and require active 
treatment, whereas those physical and emotional disturbances fre- 
quently seen in alcohol withdrawal need very little medical help. This 
finding is in contradistinction to current clinical opinion. 


Although a sudden stop in heavy drinking 
and the onset of delirium tremens were linked 
as early as 1911 (Bonhoeffer), it was only 
generally recognized in the 1950’s (WHO, 1955) 
that abrupt discontinuation of alcohol may 
elicit a variety of clinical phenomena in 
alcoholics. While a sizeable literature on the 
signs and symptoms of alcohol withdrawal is 
now available, based on uncontrolled (Victor 
and Adams, 1953; Rosenblatt et al, 1972) and 
controlled (Isbell ef al, 1955; Mendelson, 1964) 
direct observation and on patients’ self-reports 
(Feuerlein, 1974; Hershon, 1977), there is an 
almost (Victor, 1966) complete lack of studies 
indicating the clinical significance of these 
phenomena. Of course, emergency states of the 
delirium tremens or alcoholic convulsion variety 
indisputably call for instant medical help. 
However, for the majority of symptoms usually 
seen in alcohol withdrawal, treatment should 
reflect the great variations in severity they 
display; the present paper focuses on this issue. 
In considering three major areas of abstinence 
symptoms, i.e. insomnia, emotional distur- 
bances, and a symptom cluster commonly 
termed ‘impending delirium’, an attempt is 
made to determine the incidence of medical 
intervention required when excessive alcohol 
intake is stopped abruptly. 

. 


Method 
Subjects 
The subjects were in-patients of a be- 
haviourally oriented treatment unit for female 
alcoholics, described in detail elsewhere (Cohen 


et al, 1976). Of 155 consecutive cases referred 
for therapy, 84 were definitely known to have 
discontinued drinking on the day of admission. 
They represent the basis for data collection. 

The mean age of this sample was 35.3 years 
(s = 8.1), the mean duration of uncontrolled 
drinking 6.1 years (s = 3.5). The patients’ 
drinking history was continuous (68 per cent), 
in binges (13 per cent) or in transition from 
episodic to continuous alcohol intake (19 per 
cent), More than half of the women (56 per 
cent) drank hard liquor, while for the rest of the 
patients, alcoholic consumption was confined to 
beer or wine. Mean alcohol intake, as calculated 
on the basis of subjects’ self-reports, amounted 
to 241 g ethanol per day. 


Assessment of withdrawal symptoms 

Following admission, patients were abruptly 
withdrawn from alcohol, as required by the 
treatment programme. Thus the data presented 
are based on direct observations during the 
withdrawal period. 

Routine physical examination included checks 
for finger tremor, perspiration, and hyper- 
reflexia—signs which are frequently seen in 
forced abstinence (e.g. Victor and Adams, 1953; 
Rosenblatt et al, 1972; Isbell et al, 1955). In 
addition to mydriasis they are prominent 
features in a syndrome that is variously named 
‘impending delirium’ or ‘predelirium’, indicat- 
ing clinicians’ contention that this symptom 
cluster may predict delirium tremens. Neuro- 
physiologically, the predelirium may be con- 
ceived as an arousal state of the autonomic 
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kd 
nervous system following rapid decrease in CNS 
alcohol concentration. 

‘To evaluate emotional disturbances, two 
scales were selected for analysis out of a set of 
‘inventories given weekly throughout treatment. 
The Hamburger Depressions-Skala (Von 
Kerekjarto, 1969), a 50-item questionnaire, 
relates to depression. The standard mean and 
deviation, as established in a sample of 82 
mentally healthy women, were 11.2 and 4.6, 
respectively. The correlation with a German 
version of Beck’s inventory for measuring 
depression is r = .39, and to Hamilton’s rating 
scale for depression r = .79 (Personal com- 
munication with Professor Margit von Kerek- 
jarto). The other scale which was applied 
measures subjects’ feelings of agitation. Since 
patients tend to translate this state of emotion 
into physical symptoms (e.g. throbbing of the 
heart, nausea), measurement was carried out 
using a 24-item check list, including a diversity 
of physical and psychosomatic complaints. 
Both the depression and agitation variables are 
among those phenomena commonly reported in 
withdrawal syndromes (Rosenblatt et al, 1972; 
Hershon, 1977). 

In addition to the measures discussed, daily 
records were kept on patients’ requests for 
hypnotics. 

Results 

Following abrupt withdrawal from alcohol, 
three-quarters of the patients displayed one or 
more physical signs; the prevalence of per- 
spiration, hyperreflexia, tremor, and mydriasis 
being 62 per cent, 60 per cent, 48 per cent, and 
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40 per cent, respectively. As for emotional 
disturbances, 75 per cent of the patients had 
depression scores exceeding the normal popu- 
lation mean by more than two standard 
deviations and 89 per cent reported more than 
two psychosomatic complaints, indicating agi- 
tation. 

In both affective dimensions, group means 
show a decline over the fist month following 
admission (Table I). The trend is statistically 
significant for the entire time period and most of 
the adjacent weeks, as determined by single- 
factor analyses of variance for repeated measures 
and Newman-Keuls tests on pairs of means 
(Winer, 1971). While over-all improvement in 
emotional stability is attributable to a variety of 
factors including psychotherapy, the marked 
drop in agitation and depression scores from 
week | to week 2 may be related to the with- 
drawal process. This appears consistent with 
Isbell and associates’ (1955) findings of a 
complete physical symptom relief by the eighth 
day of abstinence. 

In contrast to the disturbances considered 
above, withdrawal symptoms of an emergency 
nature only rarely occurred. Three subjects had 
a single grand mal seizure respectively on day 
l, 2, and 4 following intake. Only one patient, 
i.e. 1.2 per cent of the entire sample, developed 
delirium tremens—on the day of admission. 
Even lower delirium rates have been published. 
Cheshmedjiev and Atanassoy (1972), for in- 
stance, reported one delirious case in 1156 
addicts withdrawn from alcohol. 

As for the incidence of sleep disturbance, a 


Taste I 
Mean depression scores and mean numbers of agitation symptoms in 84 female alcoholics during first month following intake. 
Results of significance tests 





Analyses of variance 











Week |} Week 2 Week 3 Week 4 F df p 
Depression (Hamburger 
D-Skala scores) 24.98** 21.51* 20.04** 18.49 46.69 3,240 < .001 
Agitationt (No. of ° 
complaints reported) 10.08** 7.55 ns 6.74 ns 6.56 20.98 3,249 < .001 





* p <.05,** p <.0l, n.s. = p 2.05, as determined by Newman-Keuls tests for differences in mean between 


weeks | and 2, 2 and 3, or 3 and 4 


+ 3 Ss were excluded from analysis because of lack of data for weeks 2-4. 
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rough estimate may be derived from the fact 
that 29 per cent of the patients requested 
hypnotics on two or more nights during the first 
week in hospital. No direct observations of 
subjects’ sleep patterns were obtained, however. 
This rate of drug use closely parallels findings of 
Mello and Mendelson (1970), who noticed 
relative absence of insomnia during alcohol 
withdrawal in 75 peg cent of their subjects. 


Treatment 


Management of alcoholic seizures and deli- 
rium tremens conformed to common psychiatric 
practice in treating these emergency states. 
When convulsions occurred, phenytoin was 
administered for about four weeks. The deli- 
rious patient received a combination of chlor- 
methiazole (trade names: Distraneurin, Hemi- 
nevrin) and haloperidol. 

Treatment of the physical and emotional 
disturbances outlined above was made con- 
tingent on symptom severity. Chlormethiazole 
medication commenced when the predelirious 
signs-—especially tremor and sweating—sharply 
increased, indicating risk of a full-blown 
delirium tremens. If depression or agitation 
became apparent to a degree that seriously 
interfered with subjects’ participation in the 
treatment programme, which includes extensive 
occupational therapy, sedative or antidepressant 
drugs were administered. 

In applying this strategy, physical and 
affective withdrawal disturbances turned out to 
have no great clinical significance. Only six 
alcoholics, the delirious case included, received 
chlormethiazole, two of them for one day only 
the other four for a mean of 15 days. Daily 
chlormethiazole dosage averaged 2 g. Nine more 
females were given sedatives or antidepressants 
either singly or combined during their first 
month in hospital (6 Ss had sedatives, 2 anti- 
depressants and ] a combination of both. 
One of the 6 chlormethiazole patients was also 
given an antidepressant). The overwhelming 
majority of the patients, however (82 per cent), 
encounfered alcohol withdrawal with no psycho- 
tropic drug at all. 


Discussion 
The findings of this study on alcohol with- 
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drawal in female alcoholics indicate that: 


l. In sudden abstinence unaccompanied by 
medical complications (e.g. cerebral trau- 
mata), withdrawal syndromes demanding 
emergency treatment only rarely occur. * 


2. Those abstinence symptoms that are 
frequently seen in withdrawal require 
very little medical help. 


These findings are in contradistinction to 
current clinical opinion on the subject. One 
question which they raise is their generalizability 
to male addicts, but because of lack of directly 
relevant data, this problem remains unsettled. 
Even so, a wealth of anecdotal material 
suggests that the findings may well extend to 
male alcoholic populations. Another question 
refers to the problem of whether psychological 
factors may raise the incidence of withdrawal 
symptoms in the way that somatic disorders 
are supposed to do. To date, however, no study 
has addressed itself to these issues empirically. 

The practical implications for clinical work of 
the present study are that: 

l. Admission to an emergency ward prior to 

therapy in an alcoholism treatment centre, 
a common practice in the past and 
sometimes at present, is not an indis- 
pensible prerequisite for successfully man- 
aging alcohol withdrawal. 


2. Abrupt discontinuance of alcohol per se 
does not provoke complications which 
would generally preclude alcohol detoxi- 
fication on an ambulatory basis. 


3. Concerning chlormethiazole, a drug of 
known addictive properties, the present 
paper gives no empirical support for its 
extensive use to the degree currently seen 
in both in-patient and out-patient settings. 
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High-Dose Propranolol in Schizophrenia 


By GRAHAM P. SHEPPARD 


SUMMARY Eight male schizophrenics were treated in an open study 
with d.l. propranolol. The dose was increased by 160 mg/day until a 
maximum of 2,400 mg/day was achieved on day 15, and this remained 
constant until day 21. Seven patients showed significant clinical evi- 
dence of psychiatric improvement, while the incidence of toxic side- 
effects was low. There was wide inter-patient variation in plasma 
levels of propranolol. Despite a significant increase of plasma pro- 
pranolol between day 15 and day 21 of the study, there was no significant 


change in serum prolactin. 


A number of studies have presented evidence 
indicating that propranolol in high doses is 
effective in the treatment of schizophrenia (e.g., 
Atsmon et al, 1971; Yorkstone et al, 1976a; 
Yorkstone et al, 1977). These studies, however, 
have differed widely in both the type of drug 
regimens used and the severity of reported 
side-effects (Atsmon et al, 1971; Yorkstone et al, 
1974; Yorkstone ef al, 1976b; Yorkstone et al, 
1977). In view of these variations, knowledge of 
plasma levels of propranolol might be expected 
to improve the management of high-dose 
propranolol therapy and therefore the relation- 
ship between plasma concentration of pro- 
pranolol and clinical effect was investigated in 
the present study. 

Propranolol, a 8 adrenergic blocker, has a 
chemical structure which is unlike that of 
existing neuroleptics, and if its proposed anti- 
schizophrenic property is confirmed it will be 
of some interest to compare its effect on brain 
biochemistry with that of existing drugs. One of 
the pharmacological actions of neuroleptics is 
blockade of central dopamine transmission, and 
this property, which may be responsible for the 
antisckizophrenic activity (Matthysee, 1973), 
is also probably responsible for the observed 
increases in blood prolactin (Meltzer et al, 
1976). The present literature dealing with the 
effect of propranolol on prolactin is inconsistent, 
however (Ridges ef al, 1977; Hanssen et al, 


1978; Nasrallah et al, 1977). In view of this, 
plasma prolactin concentrations were also 
measured in this study. 


Method 


Eight male patients, diagnosed as suffering 
from schizophrenia, were selected. Diagnosis 
was on the basis of: (a) Examination of case 
records and (b) The firm presence of at least 
2 out of 10 Schneiderian first-rank symptoms, 
elicited at interview by the author (see York- 
stone ef al, 1974). The ages of patients were 
between 26 and 46 years (see Table I). All had 
shown only a partial response to standard 
neuroleptic medication during their current 
episode of illness. Three of the patients were in 
an admission ward (cases 1, 2 and 3) and the 
remaining five were in the locked ward. In 
comparison with the locked ward patients, those 
in the admission ward were younger (mean age 
28 years, compared with 39.6), had a shorter 
duration of current illness (1 year, compared 
with 16.5), and showed a shorter duration of 
illness since first onset (7 years compared with 
19.6). Before entry into the trial, patients were 
screened for the presence of any physical illness 
which might have contraindicated treatment 
with propranolol. The patients’ pre-trial medi- 
cation, which (except for case 2) did not 
include depot neuroleptics, remained unchanged 
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throughout the study (see Table I). Cases 2, 4, 
6, 7 and 8 were also receiving procyclidine. 

The study lasted 21 days. On day 1, each of 
the eight patients received 40 mg, qds of 
propranolol, On each subsequent day, until 
day 16, the dosage was increased by 40 mg, qds. 
From day 15 until day 21, the dosage was kept 
constant at 600 mg, qds. Propranolol was 
administered daily at 8.00 a.m., 12 noon, 
4.00 p.m., and 8.00 p.m. On days 6 (240 mg, 
qds), 10 (400 mg, qds), 15 (600 mg, qds) and 
21 (600 mg, qds) blood was taken between 
8.30 a.m.—9.30 a.m. to measure the plasma 
concentration of propranolol. Plasma pro- 
pranolol was measured by a fluorimetric 
method (Shand et al, 1970). Additional blood 
was taken on day 15 (600 mg, qds) and day 21 
(600 mg, qds), at the same standardized time 
(8.30—9.30 a.m.) to measure serum prolactin. 

Written notes on each patient were recorded 
every day by: (a) the author on the basis of a 
semi-structured interview and (b) the nurse in 
charge of each ward, on the basis of obser- 
vation and contact with the patients in the trial. 
At the end of the trial and after consulting the 
daily medical and nurse’s notes, the author and 
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nurse in charge of each ward jointly decided for 
every patient his optimum trial day, i.e., that on 
which he appeared to be the least psychiatrically 
ill. Blood pressure and pulse rate recordings 
were taken four times a day, half an hour 
before each dose of propranolol. If the blood 
pressure was less than 80/50 mms Hg or the 
pulse rate less than 50/minute, then both 
measurements were repeated*half an hour later, 
at the time of medication. If either was still 
below the set limits, then that particular dose of 
propranolol was omitted; this omission was not 
corrected for in the next scheduled dose. 
Individual doses were also cancelled if any 
patient experienced discomforting or severe 
side-effects. 

Patients were assessed on the day before the 
start of the trial and on its last day by the 
following scales: 

(a) Brief psychiatric rating scale (BPRS), 
completed by the author. The BPRS 
(Overall et al, 1962) is an 18-item scale, 
each item being scored from | to 6. Five 
factors have been extracted from it: 
anxiety, depression, anergia, thought 
disturbance, activation and hostile sus- 


Taste I 
Details of clinical features 





Number of ‘first rank’ 





























symptoms Duration of Duration of 

Case Age illness episode Present drug 

_ No. (years) pre-trial post-trial (years) (years) (daily dose) 
l 31 3 l 10 14 trifluoperazine 15 mg 

2 ; 26 3 0 6 4 fluphenazine 

decanoate 25 mg/3/52 
3 27 3 0 5 l pimozide 6 mg 
4 46 4 4 24 20 trifluoperazine 15 mg 
5 30 3 3 15 14 chlorpromazine 150mg 
trifluoperazine 15 mg 
6 41 5 5 19 18 haloperidol 60 mg 
7 43 2 2 22 20 chlorpromazine 1000 mg 
haloperidol 40 mg 
8 38 2 2 13 10 trifluoperazine 30 mg 
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piciousness (Guy et al, 1975). For each 
patient, the total score and the score for 
each factor was determined, both pre- 
trial and at the end of the trial. The time 
span rated was the seven days before 
each assessment. 

Nurses’ observation scale for in-patient 
evaluation; (NOSIE Honingfield et al, 
1965); this 1$ a 30-item scale, each item 
being scored from 5 to 9. For the majority 
of these items, the lowest score reflects 
the healthiest state and for these, the 
score was modified from 5 to 9 to | to 5. 
However, for the remaining items (4, 8, 
9, 15, 17 and 20), the lowest score 
represents the most disturbed state and 
for these, the scoring was modified from 
5 to 9 to 5 to l, Seven factors have been 
extracted from the NOSIE, i.e. social 
competence, social interest, personal 
neatness, irritability, manifest psychosis, 
retardation and depression (Guy et al, 
1976a). For each patient, the total score 
and the score for each factor was 
determined both pre-trial and at the end 
of the trial. The time span rated was 
three days before each assessment. 

(c) A global scale (score 1 to 7) assessing 
psychiatric state (Guy, 1976b). 

A global scale to assess change in 
patients’ psychiatric state (Guy, 1976b). 
The scoring on this seven-point scale 
(scale 1 to 7) was modified so that it 
extended from — 3 through 0 to +3. 

At the end of the trial (day 21), propranolol 
was continued in cases | to 7, but discontinued 
in patient 8 because of absence of any improve- 
ment. In each of those seven patients, dosage 
was then adjusted and individualized to corres- 
pond to that achieved on their respective 
optimum day. Six months after the trial’s 
completion, the seven patients maintained on 
propranolol were reassessed on the basis of the 
following: (a) a semi-structured interview by 
the author and (b) medical and nurses’ notes 
recorded during the six months interim. 


Results 


Using paired Student t tests, this group of 
eight patients showed statistically significant 
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improvement in psychiatric state on all the four 
assessment scales: 


BPRS t = 3.93, df. = 7, p = <0.03; 
NOSIE t = 3.59, df. = 7, p = <0.01; 
Global scale for psychiatric state t = 5.07, 


d.f. = 7, p = <0.01; Global scale for change 
in psychiatric state t = 5.28, d.f. = 7, p = 
<0.01. In addition, significant improvement 
occurred in two of the five BPRS factors 
(‘anergia’ t = 4.32, d.f. = 7, p = <0.01 and 
‘thought disturbance’ t = 3.12, d.f. = 7, p = 
<0.05) and three of the seven NOSIE factors 
(‘social interest’ t = 4.03, d.f. = 7, p = <0.01; 
“irritability t = 2.47, d.f. = 7, p = <0.05; 
‘manifest psychosis’ t = 3.01, d.f. = 7, p = 
<0.02). Two of the eighteen items on the 
BPRS, showed significant improvement; ‘ten- 
sion’ t = 2.67, df. = 7, p = <0.05 and 
‘emotional withdrawal’ t = 2.67, d.f. = 7, 
p = <0.05. However, only one of the thirty 
items on the NOSIE showed significant im- 
provement; i.e. ‘gets angry and easily annoyed’ 
t = 2.38, d.f. = 7, p = <0.05. The change in 
psychiatric state scale showed that seven of the 
eight patients manifested overall improvement, 
while the remaining patient (no. 8), showed no 
significant changes. Of the seven patients who 
improved, four showed moderate improvement 
and three mild. 

Four specific areas of improvement among 
these seven patients merit consideration in 
more detail: 

(1) Tension and Aggression. All patients 
reported a feeling of calm during the 
trial, while the observations of both 
nursing staff and the author confirmed 
that they appeared calmer and more 
relaxed without being sedated. Also, 
there was a definite and sharp reduction 
in aggression in all the locked ward 
patients, who had been admitted there 
from open wards either because of 
unprovoked physical attacks on members 
of staff and/or because of gross and 
repeated destruction of property. In the 
locked ward, the combination of a 
substantial reduction in overt aggression 
and the development of a feeling of calm 
among the trial patients led to a sig- 
nificant overall improvement in the ward 
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atmosphere. This may well have been a 
major factor in the successful transfer 
and reallocation of patients to an open 
ward, when the locked ward was closed, 
shortly after this trial’s completion. 

(2) Mannerisms and Stereotypies. An ap- 
preciable decrease in the intensity and 
frequency of manneristic and stereotypic 
behaviour was seen during the trial in 
the only two patients (2 and 4) to exhibit 
these symptoms at the pre-trial assess- 
ment. 

(3) Thought Processes. Four of the patients 
(1, 2, 3 and 7) reported an improvement 
in either their ability to ‘concentrate’ or 
their ability to ‘think more clearly’ and 
patient l reported that his mind was ‘not 
wandering so much’. Also, the eight 
patients showed a statistically significant 
improvement in the BPRS ‘thought 
disturbance’ factor. 


(4) Social and ward behaviour. For the 
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majority, there was a discernable in- 
crease in constructive ward activity and 
this clinical observation was reflected 
in statistically improved changes in a 
number of the rating parameters— 
‘anergia’ (BPRS factor), ‘social interest’ 
(NOSIE factor) and ‘emotional with- 
drawal’ (BPRS item). 


The pattern of overall improvement varied 
among the patients. For six (nos. 1, 2, 4, 5, 6, 7), 
there was progressive psychiatric improvement 
throughout the earlier part of the trial, reaching 
a peak on the optimum day. But thereafter, 
until the end of the trial, some progressive loss 
of achieved improvement. 


The median optimum day was day 10 (range 
9 to 21), the median oral dose on the optimum 
day was 400 mg, qds (range 360-600 mg) and 
the median plasma level of propranolol on the 
optimum day was 689 ng/ml (range 440 ng/ml 
to 1,536 ng/ml). No optimum day was more 
than one day from a recorded blood level. 


Taste II 
Blood levels of Propranolol and Prolactin 





Blood levels of Propranolol and Prolactin (ng/ml) 









































Day No.6 Day No. 10 -Day No. 15 Day No. 21 
Oral dose of Oral dose of Oral dose of Oral dose of 
Case Propranolol Propranolol Propranolol Propranolol 
No. 240 mg qds. 400 mg qds. 600 mg qds. 600 mg qds. 
Propranolol Propranolol Propranolol Prolactin Propranolol Prolactin 
1 354.5 691 828 27 928 28 
2 354 692 787 21 — 14 
3 391.5 1020 1098 38 1536 46 
4 202 682 701 12 820 6 
5 621 1095.8 1172 64 1385 53 
6 409 550 677 62 708 62 
7 243.5 625 689 40 730 44 
8 281 682 720 46 917 30 
Mean 357 752 834 38.75 1003 35.37 





Key: — = not recorded. 
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Toxic effects 

Despite the high dosage of propranolol used, 
there was a low incidence of side-effects. Two of 
the patients (7 and 8) experienced no side- 
effects and of the remaining six, only three (3, 4 
and 5) had sufficiently severe symptoms to 
warrant dose omissions. Patients 3, 4 and 5 had 
respectively seven, two and two doses of 
propranolol omitted§ no dose omissions occurred 
in the 48 hours preceding blood collections. 

The most frequent side-effects were drowsi- 
ness, ataxia and hypotension. In general, 
tolerance to the side-effects occurred quite 
rapidly, but the ataxia experienced by patient 5 
(time of onset, day 18) became worse, even 
although the daily dose remained constant. 
Finally, patient 3 remarked that his side-effects 
seemed to be at their worst if he ate around the 
time of receiving a propranolol dose. 

Excepting patient 3, who experienced side- 
effects early in the trial, all the observed toxic 
effects occurred after day 10. The minimum 
plasma level of propranolol associated with 
these latter, relatively late onset side-effects was 
682 ng/ml. Of the three patients with the most 
severe side-effects, two (4 and 5) had the 
highest recorded plasma concentrations of 
propranolol. 


Blood levels of propranolol and prolactin 

There was a wide range of recorded plasma 
propranolol levels among the eight patients. 
Increasing oral dose of propranolol was asso- 
ciated with an increasing plasma level, but 
blood levels of propranolol also increased 
significantly between day 15 and day 21 
(t = 3.17, df. = 6, p = <0.02), despite the 
oral dose of propranolol being kept constant. 
No association was found between the plasma 
level of propranolol and scales of either overall 
psychiatric state or change in psychiatric state. 
Finally, despite the significant increase of 
propranolol between day 15 and day 21, there 
was no significant change in prolactin levels 
(t = 1.25, d.f = 7, p = NS). 


Follow-up 

At follow-up, six months after the trial’s 
completion, the author’s overall clinical assess- 
ment of the seven patients (1-7) maintained on 
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propranolol was that their improvement had 
been maintained. In four of the seven (1, 2, 6,7 ) 
there appeared to be evidence of ot 
improvement, above that seen on day 21, to 
level approximating that seen on their optimum 
day. 


Discussion 


The data presented in this paper indicate that, 
as a group, the eight patients showed statistically 
significant improvement in psychiatric state 
after treatment with propranolol. However, 
these results need to be interpreted in the light 
of the trials obvious limitation, i.e., an un- 
controlled non-blind design. 

A main area of therapeutic change was the 
improvement in ward and social behaviour and 
the amelioration of anergia, lack of social 
interest and emotional withdrawal, which are 
symptoms integral to residual schizophrenia 
(Mayer-Gross et al, 1969). To date, orthodox 
neuroleptic treatment has been more successful 
in the treatment of acute schizophrenia than in 
the chronic residual states and if future studies 
confirm propranolol’s beneficial effect on social 
behaviour and volition, this could represent an 
advance in existing pharmacological manage- 
ment. However, particular caution should be 
exercised in drawing conclusions from these 
improvements in social function because there is 
some evidence for believing that non-pharma- 
cological (i.e. social and psychological) factors, 
which were not controlled in this study, have 
greater effects on social behaviour than on 
nuclear schizophrenic symptoms (Baker et al, 
1977). 

The absence of improvement in first-rank 
symptoms among the locked ward patients may 
have been related either to their long length of 
illness or to the fact that they were all diagnosed 
as suffering from paranoid schizophrenia. ‘These 
speculations are in accord with other workers’ 
observations (Yorkstone et al, 1976a). 

Clinically, the most noticeable improvement 
seen was the patients’ increased calmness and 
striking reduction in aggressive behaviour. In 
fact, in other studies in man, propranolol has 
been found to be beneficial in the control of 
somatic anxiety (e.g. Tyrer and Lader, 1974), 
psychic anxiety (Suzman, 1976), irritability 
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(Carlsson, 1976) and aggression (Elliott, 1977). 

The following points concerning management 
ofpropranolol therapy arise from this study: 

(a) The finding that each dose of propranolol 
i was correlated with a wide range of 
blood levels, coupled with that of another 
study that there is a wide inter-patient 
variation in the ratio of plasma pro- 
pranolol concentrations to brain pro- 
pranolol concentrations in man (Myers 
et al, 1975), indicates that the therapeutic 
dosage may be similarly wide. 

The loss by six of the seven patients who 
responded to propranolol of some of their 
improvement, as dosage was increased 
beyond their optimum day, points to the 
possibility of a therapeutic ceiling, above 
which therapeutic benefit is lost. How- 
ever, this may have resulted from the 
non-controlled factors operating in the 
study. 

The median optimum dose of 1600 mg/ 
day was probably on the high side 
because dosage was increased every day 
until day 15, not allowing sufficient time 
for each interim dosage to maximize its 
blood level. 

Toxic side-effects were associated with 
high concentrations of plasma pro- 
pranolol, especially when these levels 
exceeded approximately 700 ng/ml. 

The finding that all patients who 
improved showed a maximum benefit 
within 21 days of starting treatment is 
in contrast to the median response 
interval of eight weeks reported else- 
where (Yorkstone et al, 1976a). 

The enhancement of the bioavailability 
of propranolol by food (Melander, 1977) 
provides a plausible explanation for the 
association in patient 3 between severity 
of side-effects and food intake. Therefore, 
a constant relationship of propranolol 
treatment to food might improve the 
management of schizophrenia. 

There are at least two criticisms of the finding 
that a significant increase of plasma propranolol 
was not associated with a significant change in 
serum prolactin. Firstly, co-existing neuroleptics 
may have directly interfered with the effect of 


(b) 


(e) 


(£) 
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propranolol on prolactin. Secondly, in the 
absence of a pre-trial serum prolactin measure- 
ment, it is impossible to know whether any 
effect of propranolol on prolactin had been 
realised before the first measurement of prolactin 
on day 15. However, if despite these criticisms 
further studies confirm this finding, it would 
suggest that propranolol may differ from other 
neuroleptics in not blocking central dopamine 
transmission. This conclusion would be in line 
with the majority of studies, including dopamine 
receptor binding studies, which have investi- 
gated the effect of propranolol on dopaminergic 
mechanisms (Laverty and Taylor, 1968; Green 
and Grahame-Smith, 1976; Burt et al, 1976). 
However, despite these findings, a few studies 
have claimed to have shown an effect of 
propranolol on dopamine (e.g. Wiesel, 1977). 

Before a place for propranolol in the treat- 
ment of schizophrenia can be established, further 
controlled studies need to be carried out. If 
subsequent confirmation of propranolol’s pro- 
posed action is obtained, additional studies 
might be conducted in order to determine its 
site of action, e.g., comparison of d.l. pro- 
pranolol, which blocks noradrenergic trans- 
mission, with d. propranolol, which does not 
block noradrenergic transmission. 
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Pseudocholinesterase Activity and Phenotypes in 
Mentally Ill Patients 


By DAVID N. PROPERT 


SUMMARY Pseudocholinesterase activities and phenotypes have 
been determined in 103 affectively ill patients, 168 schizophrenics and 
73 Huntington’s disease sufferers and compared with those of a sample 
of healthy controls. The distributions of phenotypes in the patient 
samples did not differ significantly from those of the controls. 

When corrections were made for sex, age and E; phenotypes, the 
Huntington’s disease patients showed a reduced level of cholinesterase 
activity. Normal levels were found in affective disorders and schizo- 


phrenia. 


Introduction 


The observation that the short-term muscle 
relaxant suxamethonium leads, in some patients, 
to a prolonged period of apnoea has led to 
numerous investigations of the genetic control 
of the enzyme pseudocholinesterase (acyl- 
choline acylhydrolase, EC 3.1.1.8). Four auto- 
somal alleles, in a multiple allelic series, control 
the qualitative nature of this enzyme. The 
usual allele (Et), the atypical allele (E) of 
Kalow and Staron (1957), the fluoride resistant 
allele (Ef) of Harris and Whittaker (1961) and 
the silent allele (Es) of Liddell et al (1962) 
result in the occurrence of ten genotypes which, 
because the silent allele cannot be recognized in 
the heterozygous condition, give rise to seven 
phenotypes—U, I, UF, A, IF, F and S. Of these, 
the last four are most often involved in instances 
of suxamethonium sensitivity. 

The level of pseudocholinesterase activity has 
been the subject of many investigations. 
Decreased or elevated levels of activity have 
been recorded in a wide variety of somatic 
illnesses (see, for example, Wetstone et al, 1960; 
McComb et al, 1964). Considerable interest has 
also been shown in pseudocholinesterase levels 
in patients suffering from various mental 
disorders, but the results of such investigations 
have often been in conflict. Increased levels have 
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been reported in anxiety or depressive states by 
Tod and Jones (1937), Richter and Lee (1942a 
and b), Plum (1960), Rose ef al (1965) and 
Milstoc et al (1975), while decreased levels were 
recorded by Jones and Stadie (1939) in a group 
of mental patients including 30 schizophrenics 
and 16 manic-depressives. Increased levels in 
schizophrenia were reported by Plum (1960) 
and Antebi and King (1962), decreased levels 
by Tod and Jones (1937), while Domino et al 
(1975) found decreased levels in chronic 
schizophrenics but normal levels in acute 
patients. 

Few investigations have compared pseudo- 
cholinesterase E; phenotypes in mental patients 
and healthy controls. Kalow and Gunn (1959) 
found normal distributions of the phenotypes 
U, I and A in a large and diverse group of 
patients, but their data were not extensive 
enough to preclude the possibility of an asso- 
ciation between phenotype I and paranoia or 
psychoneurotic disorders. 

More recently, Berry and Whittaker (1975) 
reported an elevated occurrence of suxa- 
methonium apnoea in patients undergoing 
electro-convulsive therapy. Moreover, amongst 
the 23 sensitive patients concerned, they noted a 
marked increase in the frequency of the up: 
common E/ allele. Whittaker and Spe 





478 
(1977) reported an increased frequency of 
phenotype UF and a decreased frequency of 
phenotype I in 190 mentally ill patients, of 
unstated diagnosis, receiving lithium therapy. 
These authors suggest the Ef allele could be a 
genetic marker associated with some mental 
illnesses. Whittaker and Berry (1977) found a 
significantly elevated frequency of Eff in a large 
sample of patien®& suffering from various 
psychoses. In particular, they found 25 of 596 
schizophrenics and 6 of 28 Huntington’s 
disease sufferers to have the rare UF phenotype. 

During the last five years, the present author 
has had the opportunity to undertake pseudo- 
cholinesterase investigations of a number of 
families with members suffering from Hunting- 
ton’s disease as part of an investigation aimed at 
presymptomatic detection of this «disorder 
through an analysis of genetic linkage relations 
(Brackenridge et al, 1978). Serum samples were 
also available from patients suffering from 
schizophrenia and affective disorders. These 
were also typed for pseudocholinesterase vari- 
ants. The purpose of this paper is to compare the 
distribution of pseudocholinesterase activities 
and phenotypes in these patients and healthy 
controls. 


Subjects and Methods 


The affectively ill patients had been diagnosed 
as suffering from endogenous depressive illness, 
and were in-patients of the Royal Melbourne 
Hospital, Parkville Psychiatric Unit or Royal 
Park Psychiatric Hospital. Others were out- 
patients attending the lithium clinic in the 
University of Melbourne Department of Psych- 
iatry. All were Melbourne residents of white 
European origin. The diagnostic criteria of 
Perris (1966) were used to identify 30 unipolar 
and 41 bipolar patients, with 28 unclassified 
depressives and 4 schizo-affectives. 

The schizophrenics were mainly chronic 
patients and were in-patients or out-patients of 
institutions mentioned above. 

The e Huntington’s disease families were 
resident in the Australian states of Queensland, 
Victoria or Tasmania and were contacted 
through the H.D. register, maintained in the 
University of Melbourne Department of Psych- 
iatry. To avoid artifacts resulting from subjects 
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being related, one patient was selected I at 
random from each family for investigation\of 
phenotypic distributions. 

Blood samples were collected by venepunc 
ture into plain blood tubes, and after clotting 
and retraction had occurred the serum was 
separated and stored at — 20°C until tested. 

The control sample has been reported 
previously (Propert and Brackenridge, 1976) 
and consisted of apparently healthy blood 
donors and volunteers from the Melbourne 
population. 

Pseudocholinesterase activity was determined 
by the method of Kalow and Lindsay (1955), 
dibucaine numbers according to Kalow and 
Genest (1957), and fluoride numbers according 
to Harris and Whittaker (1961) with slight 
modifications as outlined by Propert and 
Brackenridge (1976). 

As pseudocholinesterase activity is affected by 
sex, age and E, phenotype (Propert and 
Brackenridge, 1976), stepwise multiple regres- 
sion analysis was used to compare log-normalized 
activity between each patient group and 
controls after correcting for the effects of sex, 
age and phenotype. 


Results 


The distribution of pseudocholinesterase 
phenotypes is presented in Table I. The 
frequency of phenotypes I and A in schizo- 
phrenics is higher than in healthy subjects but 
this difference is not statistically significant. 
Similarly, the reduced proportions of phenotype 
I in affective illness and Huntington’s disease do 
not approach statistical significance. No type 
UF individuals were observed among the 
schizophrenics, while in each other illness the 
proportion of this phenotype was essentially the 
same as among the controls, 

The distribution of pseudocholinesterase acti- 
vities in the total sample has a slight positive 
skew. This could be eliminated, however, by the 
normalizing transformation logi» (activity + 
17.9). Stepwise regression analyses were used 
to compare the normalized pseudocholinesterase 
activity of each patient group with that of the 
healthy controls after correcting for sex, age and 
phenotype. These analyses showed that while 
the affectively ill patients and schizophrenics 
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Tass I 
Distribution of pseudocholinesterase phenotypes in mentally ill patients and healthy controls 














Number Phenotypes 
U I UF A 

n % n % n % n % 

Affective illness 103 100 (97.1) 2 (1.9) l (1.0 — — 
° 

Schizophrenia 168 157 (93.5) 10 (6.0) — -— l (0.6) 
Huntington’s disease 73 70 (95.9) 2 (2.7) l (1.4) — — 
Controls* 1224 1154 (94.3) 57 (4.7) B (1.1) — _ 





* Data of Propert and Brackenridge (1976). 


each have pseudocholinesterase activity above 
that of the normal controls, neither of these 
differences approaches statistical significance. A 
comparison between unipolar depressives and 
bipolar patients likewise failed to show any 
significant difference. The Huntington’s disease 
patients, however, were found to have a 
significantly decreased mean pseudocholines- 
terase activity compared to controls (partial 
regression coefficient 0.0234 + 0.0054; 
F = 18.84, P <0.001). 


Discussion 


The results of the present investigation seem 
to be in direct conflict with those of Whittaker 
and Berry (1977). In particular, the increased 
occurrence of the rare phenotype UF in schizo- 
phrenia and Huntington’s disease reported by 
those authors is not apparent in the present 
samples. The Huntington’s disease patients of 
Whittaker and Berry number only 28. The 
authors point out that these patients are 
unrelated, but the fact that they attend the 
same two hospitals in a particular region of 
England suggests that some of them, at least, 
may be descended from a small number of 
common ancestors. This raises the possibility 
that the apparent association between pheno- 
type UF and Huntington’s disease may be a 
stratification artifact resulting from a founder 
effect. Fairly complete records of Australian 
Huntington’s disease families are available, and 
these failed to show any common ancestor in the 
previous three generations of the present 
patients. 


The difference in phenotypic distributions in 
schizophrenia in the present study and the 
sample of Whittaker and Berry is even more 
striking. Those authors found 25 of 596 schizo- 
phrenics to have the rare phenotype UF; this 
was not found in any of the 168 Australian 
patients. Because of the relatively frequent 
occurrence of this illness, it is unlikely that the 
difference between the two samples could result 
from founder effects. Recent family studies 
(Winokur ef al, 1974; Winokur, 1975) have 
produced evidence suggesting that schizo- 
phrenia may embrace a number of genetically 
distinct entities. The possibility therefore 
exists of an association between phenotype UF 
and one or more subtypes of this illness, The 
great majority of the present schizophrenics had 
been diagnosed as suffering from chronic 
undifferentiated schizophrenia. Future asso- 
ciation studies of this type will need to pay 
particular attention to identifying genetically 
homogeneous samples of patients for investi- 
gation. 

The present investigation produced no evi- 
dence to suggest a difference in pseudocho- 
linesterase levels between affectively ill patients 
or schizophrenics and healthy controls. The 
conflicting results of previous such investigations 
possibly reflect the methods of statistical analysis 
employed. Pseudocholinesterase activity is re- 
lated to sex, age and E; phenotype ‘(Propert 
and Brackenridge, 1976), and failure to adjust 
for the effects of these variables may explain 
some of this conflict. 

The present Huntington’s disease patients 
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show significantly lower pseudocholinesterase 
levels than the healthy controls. The possibility 
exists that this difference may result from the 
drug therapy received by these patients. This 
is thought to be unlikely because of the similarity 
in treatment received by these patients and the 
schizophrenic patients who showed no such 
reduced pseudocholinesterase activity. An in- 
vestigation of pseudocholinesterase activity in 
mental patients before and after the commence- 
ment of chemotherapy is currently being 
undertaken. 
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Lithium Side Effects in a Routine Lithium Clinic 


By B. B. JOHNSTON, E. G. DICK, G. J. NAYLOR and D. A. T. DICK 


SUMMARY Approximately two thirds of a group of bipolar patients 
attending the routine lithium clinic suffered side effects. These patients 
tended to have a lower plasma and erythrocyte lithium concentration 
and a lower erythrocyte/plasma lithium ratio than those who had no 
side effects. Explanations of this unexpected finding are discussed. 


Introduction 


Lithium is now established as a useful drug in 
the prevention of recurrence of manic-depressive 
psychosis. However, minor but unpleasant side 
effects occur and may lead patients to reject 
treatment. It is uncertain how common such 
side effects are; the data sheet of ‘Priadel’, for 
instance, states that ‘transient side effects may 
occur during stabilization but are unlikely to do 
so at serum lithium levels below 2 mEq/l’; that 
of ‘Phasal’ states that ‘side effects are usually 
related to blood lithium levels and are infrequent 
at levels below 1.5 mEq/l’. In contrast, Hewick 
et al (1977) have reported minor side effects in 
over 40 per cent of patients stabilized on long- 
term lithium therapy. 

It has also been suggested that side effects are 
related more closely to intracellular levels of 
lithium than to plasma levels (Elizur et al, 
1972; Zakowska-Dabrowska and Rybakowski, 
1973). The concentration of lithium in erythro- 
cytes has been shown to correlate more closely 
than plasma levels with brain levels of lithium 
(Frazer et al, 1973). Erythrocyte lithium con- 
centration has therefore been suggested as a 
more useful routine assay than plasma lithium 
(Frazer et al, 1973; Dorus et al, 1975). The ratio 
of lithium concentration in the erythrocyte to 
that in the plasma varies from individual to 
individual but has been claimed to be relatively 
stable within an individual and even claimed to 
be genetically determined (Dorus et al, 1975). 
Though the main controversy has surrounded 
the use of this ratio in predicting therapeutic 
response, it has also been suggested that the ratio 
is related to side effects, i.e. those with a high 


ratio would have a high intra-erythrocyte (and 
therefore intracellular) lithium level and there- 
fore be more prone to side effects (Elizur et al, 
1972). However, Lee et al (1975) have criticized 
the use of this ratio, showing that it is not stable 
but changes with change in plasma lithium 
concentration. Jn vitro studies (Ratey and 
Mallinger, 1977) tend to confirm the depen- 
dence of the ratio on plasma concentration. 

Lithium probably affects transport across 
membranes (Peet, 1975) and has been reported 
to affect erythrocyte Na-K ATPase (Naylor et al, 
1974; Hesketh, 1976). The main interest has 
been whether such changes are related to the 
therapeutic effectiveness of lithium, but it is not 
known whether this is related to side effects. The 
present study attempts to explore the relation- 
ship of side effects of lithium, in patients who 
were stabilized on the drug, to measures of 
sodium pump activity, to plasma and erythro- 
cyte lithium levels and to the particular pre- 
paration of lithium used. 


Method 


Forty-nine bipolar manic-depressive patients 
attending the routine lithium clinic of the 
Dundee Psychiatric Service were investigated. 
Venous blood was taken from the patient 
between 9 and 10.30 a.m. on two separate visits 
to the clinic. On each of these two visits, as on 
all routine visits to the clinic, the patients were 
questioned about side effects and were examined 
for the presence of tremor. The severity of side 
effects was rated on a simple scale 0—absent, 
1—-mild, 2—moderate, 3—severe. All patients 
had been stabilized on lithium for at least 
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cola months, and blood samples were taken 
not#less than 10 hours after the last dose of 
lithium. 

, The plasma sodium, potassium and lithium 
concentrations were determined, using an 
atomic absorption spectrophotometer and 
appropriate standards. Erythrocyte sodium, 
potassium and lithium concentrations were 
determined by a modification of the washing 
method of Smith and Samuel (1970), using tris 
buffered choline chloride instead of mag- 
nesium chloride as the washing solution. 
Erythrocyte Na-K ATPase was estimated in 
washed erythrocyte ghosts by the ouabain- 
sensitive release of inorganic phosphate from 
ATP (Bonting, 1970). 


Results 
The 49 patients investigated included 16 men 
(mean age 48, s.d. 13 years) and 33 women 
(mean age 48, s.d. 11 years). The stability of 
most of the parameters is shown by the strong 
positive correlation between the estimations on 
the two occasions (Table I). On a few patients 


TABLE I 
Correlation between the estimations on two occasions 
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we have only one estimation of some of the 
biochemical parameters, 

There were, of course, slight changes between 
the two estimations. The changes in plasma 
lithium between the two occasions correlated 
positively with the change in the erythrocyte/ 
plasma lithium ratio (N = 38, R = +0.349, 
P <0.05). Similarly, the changes in erythrocyte 
lithium concentration correlated significantly 
with the change in the ratio (N = 38, R = 
+0.750, P <0.001). 

There was a strong positive correlation 
between the erythrocyte lithium concentration 
and the plasma lithium concentration (first 
assay N = 44, R = +0.759, P <0.001, second 
assay, N = 47, R = +0.662, P <0.001). 

Unexpectedly, the side effects reported were 
the same on each of the two visits, and their 
frequency is shown in Table II. Of the 49 
patients only 18 were free from side effects. The 
most common side effects were tremor or the 
thirst-polydipsia—polyuria syndrome. Tremor 
was more common in males, polyuria in 
females, but neither difference was statistically 
significant using the y? test with Yates’ correc- 
tion (P > 0.05). 

To relate side effects to blood results, patients 
were initially divided into two groups, those 
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N K P who had any side effects and those who had 
Plasma lithium 39 40.488 <0.005 mone. For each individual the mean of two 
biochemical estimations was used in the 
Erythrocyte lithium 39 0.480 <0.005 calculation (except where only one estimation 
available). Since total side effects were equally 
sath ae ea 38 40.636 <0.00] Common in men and women, the results of the 
a ` two groups were simply compared by a t test 
Erythrocyte sodium for uncorrelated means (Table ITI). 
concentration 47 +0.702 <0.001 There was no significant difference in 
Erythrocyte Na-K erythrocyte Na-K ATPase, sodium or potassium 
ATPase 48 +0.482 <0.005 concentration or plasma sodium or potassium 
a concentration between those who were suffering 
Taste II 
Number (and %) of side effects encountered 
N Tremor Thirst/Polyuria Gastrointestinal Hypothyroidism Qther 
side effects 
Male 16 8 (50) 4 (25) 2 (12.5) 2 (12.5) 1 (6.25) 
Female 7 (21) 18 (55) 3 (9) 2 (6) 2 (6) 


33 
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LITHIUM SIDE EFFECTS IN A ROUTINE LITHIUM CLINIC 


Taste IIT 
Biochemical parameters in patients with and without side effects 


( 



































Spink 
Erythrocyte Plasma ` 
s 
Na-K Ratio of erythrocyte 
ATPase Na Li Na Li plasma lithium 
t mmol/l mmol/l mmol/l mmol/l mmol/l mmol/l concentration 

Patients with N 31 31 31 31 29 31 31 31 
side effects Mean 1.70 7.31 99.6 0.394 138 4.26 0.787 0.500 

sem. 0.05 0.22 0.6 0.029 1.0 0.08 0.036 0.025 
Patients N 17 17 17 17 16 17 17 17 
without Mean 1.75 7.05 100.0- 0.560 139 4.39 0.930 0.617 
side effects se.m. 0.08 0.22 1.0 0.045 1.0 0.10 0.056 0.052 

P NS* NS* NS* <0.001 NS* NS* <0.05 <0.05 
+ mmol PO,/l, RBC, h. 
* P >0.05. 
Taste IV 
Characteristics of patients with and without side effects 
Drug taken 
oon ee Dose (mg/day) Age (years) 
N Male Female Camcolit Priadel Other Mean +s.e.m. Mean ts.e.m. 
Patients with 31 10 21 15 14 2 1166 +65 49 +2 
side effects (32%) (68%) (48%) (45%) (7%) 
Patients without 18 6 12 7 8 3 1122 +96 47 +3 
side effects (33%) (67%) (39%) (44%) (17%) 
P NS* NS* NS* NS* 

*P >0.05 


side effects and those who were not. However, 
patients who were suffering from side effects had 
significantly lower plasma and erythrocyte 
concentrations of lithium and had significantly 
lower erythrocyte/plasma lithium ratios. There 
was no significant difference between the two 
groups in the mean dose of lithium prescribed 
(Table IV). Similarly there was no significant 
difference between the ratio of plasma lithium 
to dose prescribed between the two groups. Side 
effects were as frequent in patients on Priadel as 
in patignts on Camcolit. 

The two most common side effects (tremor 
and polyuria) were examined separately, but 
because of possible unequal sex distribution data 
from men and women were analysed separately 
(e.g. men with tremor compared with men 


without tremor, men with polyuria compared 
with men without polyuria, etc.). The only 
statistically significant results to emerge from 
this analysis were that women with thirst and 
polyuria had significantly lower erythrocyte 
lithium concentrations and lower plasma potas- 
sium concentrations than women without 
thirst and polyuria. 

Plasma and erythrocyte concentrations pro- 
duced by Priadel and Camcolit are shown in 
Table V. In both men and women the dose of 
Priadel prescribed was slightly but not sig- 
nificantly higher than that of Camcolit. The 
plasma level in women on Priadel was sig- 
nificantly lower (P <0.05) than that of women 
on Camcolit; the erythrocyte concentrations 
were also lower, but the difference did not 
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TABLE V 
Plasma and erythrocyte concentrations of lithium in patients on Camcolit and Priadel 
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Dose Plasma Erythrocyte 
. (mg) concentration concentration 
(mmol/l) (mmol/l!) 
N M SD M SD M SD 

Males E 

Camcolit 4 1187 375 0.85 0.17 0.55 0.22 

Priadel 12 1225 431 0.93 0.24 0.45 0.20 
Females 

Camcolit 18 1083 363 0.85 0.14 0.46 0.14 

Priadel 10 1320 342 0.68 0.22 0.34 0.14 





reach statistical significance (0.05 < P <0.1). 
There was no significant difference between the 
plasma or erythrocyte levels with the two 
preparations in the men. Five patients were 
receiving other lithium preparations (3 as 
Phasal, 2 in liquid form). 


Discussion 


The most striking feature of the study was the 
high incidence of unwanted side effects even 
though patients had been on the drug for long 
periods. Approximately two thirds of the 
patients suffered from side effects. This is in 
striking contrast to statements in the data sheets 
of the manufacturers. There was a higher 
incidence of tremor (although not statistically 
significant) in men and of polyuria in women, 
but it is uncertain whether this reflected a real 
difference or only a difference in toleration or 
reporting e.g. men may notice and report 
tremor earlier because it interferes with their 
work. 

There seems little doubt that, in an individual, 
side effects are related to higher plasma con- 
centrations of lithium (i.e. in a longitudinal 
study), but in the present cross-sectional study 
those patients with side effects had lower plasma 
and erythrocyte lithium concentrations and a 
lower red cell/plasma lithium ratio. Presumably 
in clinical practice some individuals are more 
susceptible than others to develop side effects 
with lithium, and when this occurs the intake of 
lithium is reduced in an attempt to reduce the 
side effects; this results in a lower plasma 
lithium concentration. That a reduction of 


lithium intake was not revealed by a significant 
difference in prescribed dose between the two 
groups is not surprising, since the dose range 
was very large: also poorer drug compliance 
could have reduced the lithium intake in the 
side effects group, without its being reflected in 
the prescribed dose. However, assuming similar 
absorption and excretion, the ratio of plasma 
lithium to dose prescribed is an indication of 
compliance, and this ratio was not significantly 
different between the two groups. This relation- 
ship of side effects to plasma concentration of 
lithium may depend on the policy of the clinic; 
for instance, if the aim is to keep the plasma 
lithium above 1.0 mmol/l unless the patient 
suffers side effects (i.e. towards the upper limit 
of the therapeutic range), the plasma lithium 
concentration of many patients will need to be 
reduced (and hence results obtained as in this 
present study). However, if the aim is to keep 
the plasma lithium concentration at about 
0.7 mmol/l (i.e. towards the lower limit of the 
therapeutic range), the plasma lithium con- 
centration of few patients will be reduced 
because of side effects, and there may appear to 
be no relationship between side effects and 
plasma lithium concentration. 

There has been considerable controversy 
about the value of the ratio of erythrocyte 
lithium to plasma lithium concentration. The 
red cell/plasma lithium ratio is probably 
dependent on the plasma lithium concentration 
(Ratey and Mallinger, 1977; Lee et al, 1975). 
Dorus et al (1975) found only a weak positive 
correlation between erythrocyte and plasma 
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lithium concentration, whereas the present 
study shows a very strong positive correlation 
between the two and suggests that the ratio is 
relatively stable provided the dose of lithium is 
unchanged and also that the ratio does change 
with plasma lithium concentration. Our results 
therefore lend no support to the suggestion that 
individuals who show side effects have abnorm- 
ally high erythrocyte lithium concentrations or 
abnormally high erythrocyte/plasma lithium 
ratios. Similarly, the erythrocyte lithium con- 
centration was no more stable than the plasma 
lithium concentration, and therefore there 
seems to be little evidence to suggest that it is a 
more useful assay than plasma concentration. 

Lithium side effects described in this study 
(Table II) usually occur at plasma levels 
within the therapeutic range (0.6-1.2 mmol/l), 
while more serious toxicity usually presents at 
levels above 2.0 mmol/l. Also, in long term 
lithium therapy there are several endocrine and 
metabolic effects, including alterations in thy- 
roid metabolism, steroid metabolism, carbo- 
hydrate metabolism and inducement of nephro- 
genic diabetes insipidus. There is now increasing 
evidence that lithium even at therapeutic levels 
may produce renal lesions (Hestbech et al, 1977; 
Burrows et al, 1978) and irreversibly affect renal 
function (Bucht and Wahlin, 1978). 

In this study there was little overall difference 
between patients receiving lithium as Priadel 
‘controlled release preparation) and those 
receiving it as Camcolit (compressed tablets of 
lithium carbonate). The sex difference was 
simply a reflection of the preferences of psych- 
iatrists who initiated therapy. The slight 
difference in mean dose and significantly lower 
plasma level in women on Priadel could have 
been a reflection, not of bio-availability, but of 
different patterns of ingestion, i.e. more patients 
on Priadel might have taken it as a single dose, 
and therefore the time from blood sampling to 
the previous dose might have been longer than 
if they had taken it in divided doses. However, 
this pgssibility seems unlikely, since only 5 out 
of 22 took it as a single dose, and of those 4 
took it in the evening. 

There was no significant difference in the 
incidence of side effects between the two 
preparations. 
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Finger Tremor and Extrapyramidal Side Effects 
of Neuroleptic Drugs 


° By P. COLLINS, I. LEE and P. TYRER 


SUMMARY Finger tremor and extrapyramidal side-effects (EPSEs) 
were measured in seven patients before and during neuroleptic drug 
treatment to assess the relationship between the onset of EPSEs and 
changes in finger tremor spectra. Tremor and EPSEs were also 
measured in twelve patients stabilized on neuroleptic drugs to deter- 
mine whether tremor could provide a reliable index of the presence and 
severity of extrapyramidal system disturbance. A downward shift in 
peak tremor frequency was noted within 48 hours of starting neuro- 
leptic drugtherapy, usually before the onset of EPSEs, and a significant 
negative relationship between the severity of EPSEs and tremor 
frequency (but not tremor amplitude). The peak frequency of finger 
tremor is thus a sensitive index of extrapyramidal disturbance and 
might be of value in predicting which patients taking neuroleptic 


` 


drugs need anti-parkinsonian therapy. 


Physiological tremor accompanies all volun- 
tary muscular activity. Several factors are 
known to cause variation in the amplitude of 
physiological tremor, including anxiety 
(Graham, 1945; Redfearn, 1957; Tyrer and 
Lader, 1974), thyroid disease (Marsden, Gim- 
lette, McAllister, Owen and Miller, 1968; 
Marsden, Meadows and Lange, 1970), alco- 
holism (Carrie, 1965), fatigue (Eagles, Halliday 
and Redfearn, 1953), catecholamine secretion 
(Marsden, Foley, Owen and McAllister, 1967) 
and diurnal variation (Tyrer and Bond, 1974). 
On the other hand, the main frequency of 
physiological tremor is remarkably constant 
at or around 10 Hz (Schäfer, Canney and 
Tunstall, 1886) and remains so under a wide 
range of experimental conditions (Marshall and 
Walsh, 1956; Sutton and Sykes, 1967; Marsden, 
Meadows, Lange and Watson, 1969). Each 
individual has a characteristic frequency profile 
of tremor, which is subject to genetic influences 
(Tyrer and Kasriel, 1975). Changes in the 
frequency of physiological tremor are much 
more likely to be of pathological significance 
than changes in amplitude. 
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Parkinsonian tremor, which may be experi- 
enced as an extrapyramidal side-effect (EPSE) 
of neuroleptic drugs, has a peak frequency 
below that of physiological tremor (5 to 6 Hz). 
Drug-induced Parkinsonism was first recognized 
shortly after the first use of chlorpromazine in 
1952 and has been found, to a greater or lesser 
extent, with all the neuroleptic drugs introduced 
since then. The treatment of EPSEs is a subject 
of dispute, some psychiatrists advocating the use 
of prophylactic anti-parkinsonian medication, 
while others reserve such drugs for the treatment 
of emergent symptoms. Centrally acting anti- 
cholinergic anti-parkinsonian drugs successfully 
relieve emergent EPSEs, but anti-parkinsonian 
prophylaxis as a routine for all patients given 
neuroleptic drugs does not always prevent 
EPSEs and may even increase the frequency of 
rigidity and akathisia in some patients (Dimascio 
and Demergian, 1970; Coleman and Hayes, 
1975), They may also produce unpleasant 
side-effects of their own (Mindham, Gaind, 
Anstee and Rimmer, 1972; Mindham, Lamb 
and Bradley, 1977; Swett, Cole, Shapiro and 
Slone, 1977). Furthermore, there is a higher 
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incidence of reported anticholinergic side- 
effects when anti-parkinsonian and neuroleptic 
drugs are used together (Dimascio and Demer- 
gian, 1970) and these may reduce patient 
compliance. 

Routine anti-parkinsonian drug prophylaxis 
may therefore be undesirable, and a more 
logical use of these drugs would be possible if 
patients at high risk of developing EPSEs 
could be identified. The first objective of this 
study was to determine whether finger tremor 
changes could be used to identify patients at 
high risk of developing EPSEs. It was hypo- 
thesized that patients developing EPSEs while 
taking neuroleptic drugs would show a shift of 
their tremor spectrum from a higher pre- 
treatment peak frequency to a lower peak when 
side-effects developed. By taking serial measure- 
ments of finger tremor EPSEs in patients 
starting neuroleptic medication, we hoped to 
find out when these changes first appear. 

Despite the many methods used in the past to 
quantify EPSEs, there is still no single objective 
measurement suitable for use as an indicator of 
their presence and severity. Tremor can be 
measured objectively, and the second objective 
of this study was to determine whether finger 
tremor was a valid index of overt extra- 
pyramidal system disturbance. This was done by 
recording tremor and EPSEs in patients 
stabilized on neuroleptic drugs. 


Methods and Materials 

Subjects 

All subjects were acute psychiatric in-patients 
requiring antipsychotic medication. No restric- 
tions were imposed with regard to age, sex, 
psychiatric diagnosis or neuroleptic drug(s) to 
be given. Patients with Parkinson’s disease and 
those on any medication known to cause 
parkinsonism or ‘changes in tremor were 
excluded. Seven subjects were tested in the first 
part of the study and a further twelve in the 
second part. 


Finger tremor measurement 

Finger tremor acceleration was measured 
using a piezoelectric accelerometer (type 4344, 
Briel and Kjaer, Copenhagen) using a standard 
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technique (Marsden et al, 1969; Tyrer and 
Bond, 1974). The signals representing acceler- 
ation of the trembling finger were amplified by 
a charge amplifier (type 2634, Briel and Kjaer, 
Copenhagen) and recorded on magnetic tape 
(Racal-Thermionics Store 4 FM tape-recorder). 
The recorded signals were also monitored on an 
oscilloscope. The recorded signal was later 
analysed off tape, using power spectral analysis, 
a technique derived from communications 
engineering (Blackman and Tukey, 1959), 
using a PDP 11 computer (Digital Equipment 
Corporation). Power spectral analysis is an 


‘appropriate technique for analysing tremor 


(Randall and Metzger, 1963) and has been 
shown to be reliable (Marsden et al, 1969, 1970). 
Each recorded signal was analysed in sections of 
20 seconds duration (using the middle 20 
seconds on a | minute recording). Peak fre- 
quency was determined from the resulting 
power against frequency graph to the nearest 
0.1 Hz. Tremor power was measured in three 
frequency bands; 0 to 2 Hz, 2 to 6 Hz and 6 to 
16 Hz. 


Examination for EPSEs 


Recording of finger tremor was immediately 
followed by clinical examination for extra- 
pyramidal system disturbance, using a neuro- 
logical rating scale (Simpson and Angus, 1970), 
in which 10 items (gait, arm dropping, shoulder 
shaking, elbow rigidity, wrist rigidity, leg 
pendulousness, head dropping, glabella tap, 
tremor and salivation) are rated on a 5-point 
scale and the overall score obtained by dividing 
the total by 10. Simpson and Angus found the 
scales to be both valid and reliable and an 
added advantage is that it is simple, rapid to 
apply and requires only an examination couch 
and the co-operation of the patient. 

For the seven subjects in the first part of the 
study, the entire procedure was carried out 
once before any neuroleptic medication had 
been given and then at various interyals for 
up to seven days thereafter. Anti-parkinsonian 
medication’,was withheld during this time. 
In addition, ‘the procedure was carried out on 
one occasion only in the remaining twelve 
subjects. 
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Results 


The neuroleptic drugs taken by the 19 
patients are shown in Table I. The results with 
the first seven patients are illustrated (Figure) 
and show a negative relationship between the 
peak tremor frequency and the severity of 
EPSEs. In all cases except numbers | and 6, 
there is a clear inverse association between peak 
tremor frequency and EPSE scores and in cases 
2, 4 and 5 the reduction in peak tremor fre- 
quency precedes the development of EPSEs. 
In one case (No. 6) there are no changes in 
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r 
EPSE score and in another (No. 1) the inverse 
relationship is not shown. 


The measurements of EPSE score and finger 
tremor obtained in the second part of the study 
were used in conjunction with a single result 
from each of the first seven subjects (taking the 
result at or near 40 hours) to obtain product- 
moment correlation co-efficients between peak 
tremor frequency, tremor power in each of the 
three frequency bands (0 to 2, 2 to 6 and 6 to 
16 Hz), the EPSE score for tremor alone, and 
the overall EPSE score, for all 19 patients. 
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Fic—Changes in extrapyramidal side effects (EPSE) scores and peak tremor frequency (PTF) in seven patients under- 
going neuroleptic drug treatment. 
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TABLE I There was a highly significant negative corre- 
Details r neuroleptic drug batnim in 19 psychiatric lation between the overall EPSE score and peak 
in-patients tremor frequency (p- <0.01), higher: tremor 
F frequencies- being ‘associated with lower EPSE 
oute o: à 
an a adminis- Daily dose £09753 (Table II). 
number > Drug(s) tration’ ” (mg) Tremor power, which is a quantification of 
— : the amplitude of tremor, was not significantly 
(1) chlorpromazine -> oral, 100 associated with the total EPSE score in any of 
thioridazine -oral 100 the frequency bands, althowgh it did correlate 
(2) haloperidol. orab © . 9 well with. the EPSE tremor score (Table II). 
(3) chlorpromazine . oral 800 The highest correlation was found in the band- 
(4) haloperidol oral — 12 width of maximal physiological tremor (6 to 
(5) . chlorpromazine oral 300 16 Hz), a finding which confirms the ey 
(6) haloperidol - oral . 6 of the EPSE tremor scale. 
(7). haloperidol; | oral ~ 6 
(8) _ thioridazine oral ` 400 i x _ Discussion 
(9) chlorpromazine ~ oral ~ 800 A number of observations can be made from 
(10) chlorpromazine - oral 400 the results of the first seven cases. Firstly, 
(11) ‘chlorpromazine oral 400 tremor changes seem to occur very early, during 
_  fluphenazine im. 25 mg neuroleptic drug therapy. This applies to both 
vee decopat . every 2 weeks those subjects developing EPSEs and those, who 
(12) perphenazine oral 15 ml daily remain free of side-effects. There are several 
‘ (13) fluspirilene >  i.m:'- “6 mgweekly possible explanations for this. Firstly, the drugs 
(14) chlorpromazine oral , 200 themselves may cause a shift of the peak tremor 
(15) haloperidol oral 12 frequency, irrespective of the development of 
(16) chlorpromazine- oral - 150° EPSEs. It is more likely that the measurement 
(17) . haloperidol oral ~ 4.5 of change in the peak frequency of tremor is a 
(18) - flupenthixol im.  10mgweekly more sensitive index of extrapyramidal distur- 
(19) flupenthixol hee. > “OO mass bance than the rating scale. Alternatively, it is 
` every 2 yoecks possible that tremor changes may be. inde- 
i = pendent of both deus, therapy and the develop: 
. Taste II l 
Correlations between peak tremor frequency, tremor power and EPSE scores 
Tremor power (0 to 2 Hz) 1.000 j 
Tremor power (2 to 6 Hz)’ . 0.938"** 1.000 
SP ar SN ee vs A TE 
Tremor power (6 to 16 Hz) . - 0.729*** ©6.817*** 1.000 - 
EPSE score (tremor only)’ 0.462*  0.536*  0.643** ` 1.000 
Total EPSE score - =0 063 0.133 -0.014 | 0.273 1.000 
` Peak tremor'frequency’ —0.257 ` 0.266 0.032 —0.211 , 0.574"*, J.000. 
i, oah oe seer panied EPSE Total ` Peak ` 
; ` score EPSE - tremor 
: “(or to 02 Hz) e To 06 Hz) (6 i" 16 Hz) (tremoronly) score’ frequency 
‘* Dp <0.05 #8 <0.001 18d.f 
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ment of EPSEs. On the evidence of previous 
studies (e.g. Sutton and Sykes, 1967) this is 
very unlikely. Most EPSEs, with the exception 
of dcute dystonic reactions, ‘are manifest 
between a few days and three months of neuro- 
leptic drug treatment (Lader, 1970; Coleman 
and Hayes, 1975; Mindham, 1976). Our 
findings, showing a significant reduction in 
tremor frequency early in treatment in patients 
subsequently developing EPSEs, suggest that a 
rapid method of detecting tremor frequency 
change could help to decide which patients 
need anti-parkinsonian drugs before extra- 
pyramidal symptoms develop and thus obviate 
the need for prophylactic medication. The 
results also show that a rise in EPSE score is 
associated with a fall in peak tremor frequency 
and vice versa. This inverse relationship is 
verified by the significant negative correlation 
between EPSE score and peak tremor fre- 
quency. The’ findings throughout indicate that 
it is the frequency rather than the amount of 
tremor that is most sensitive to extrapyramidal 
system disturbance. 
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Averaged Evoked Responses in Relation to Cognitive and 


Affective State of Elderly Psychiatric Patients 


By ELAINE HENDRICKSON, RAYMOND LEVY and FELIX POST 


SUMMARY Averaged cortical evoked responses to auditory and 
somatosensory stimuli were recorded in elderly depressives, dements, 
patients with a combination of depression and dementia and normal 
elderly controls. The subjects were also given a battery of cognitive 
tests and clinical ratings at stated intervals. 

The latency of the auditory response was significantly longer in 
dements than in controls. Depressives had intermediate latencies 
which did not return to normal after recovery. Although somato- 
sensory stimuli produced the results that pointed in the same direction, 
the mean response latencies were not statistically significant. Mixed 
cases were too few for separate statistical analysis but their latencies 
fell between those of the dements and those of the depressives. 

Significant correlations emerged between latencies of auditory 
responses and some cognitive tests, but not with measures of 
depressive symptomatology. 

The delay in response to auditory stimuli may be a useful adjunct to 
diagnosis: in depressives it may reflect organic cerebral change 


playing a part in the emergence of depressive symptoms in old age. 


Previous studies by one of the authors (Levy 
et al, 1971) have suggested that, as compared to 
a matched group of depressives, elderly subjects 
suffering from senile dementia tend to have 
delays in the appearance of the averaged 
evoked responses (AER) to somatosensory 
stimuli. Although the latencies of the individual 
components of the response were all longer in 
the demented group, these differences did not 
reach an acceptable level of significance. Other 
authors have reported similar results in organic 
syndromes in the elderly. Straumanis (1964) 
found longer somatosensory and visual evoked 
potential latencies in patients with ‘arterio- 
sclerotic brain syndrome’ than in age-matched 
controls, Visser et al (1976), using the visual 
cortical evoked response in a group of patients 
with senile and pre-senile dementia found 
delays in the later components in the evoked 
response, and O’Connor (1977) reported sig- 


nificant lengthening of Contingent Negative 
Variation latencies in demented subjects. 

The current study was conducted in order to 
obtain more information about this apparent 
slowing of response in a larger group of subjects 
which would include a group of normal old 
people, a group of depressives, a group of senile 
dements, and a smaller group consisting of 
patients with a combination of depression and 
dementia. Since the somatosensory evoked 
response had not proved to be as sensitive an 
indicator as one would have wished, the new 
study included both the auditory response and 
the somatosensory response. Other aspects which 
were judged to be of interest were the relation- 
ship between the evoked potential variables and 
clinical variables such as cognitive state and 
affective state. The plan also included studying 
depressive patients after recovery and demented 
patients after a fixed time interval. The study 
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reported here is part of a larger research project, 
other aspects of which have been reported 
elsewhere (Davies et al, 1977 and Davies et al, 
1978). 

Furthermore, since the standard treatment 
given to all depressives consisted of amitripty- 
line 150 mg per day, before any changes 
occurring after treatment could be evaluated, it 
was necessary to determine the effect of the drug 


itself upon the experimental measures. This, 


was attempted in two ways: Firstly by testing 
patients two weeks after onset of treatment but 
before improvement had occurred, and secondly 
by following up patients and identifying a 
group who had remained well after the cessation 
of drug treatment. 


Subjects and Methods 


The control group consisted of thirty old 
people who were currently attending clubs in 
the area and who had no history of any psych- 
iatric illness or treatment. There were twenty- 
three women and seven men; the mean age of 
this group was 74.5 years (SD 6.6). 

All patients admitted to the psychogeriatric 
unit at Bethlem Royal Hospital were seen 
one week after admission. Following a detailed 
case presentation outlining their history and 
current mental state, they were interviewed by 
the consultant in charge, together with other 
members of the clinical team. Agreement was 
reached on the diagnosis of either depression or 
dementia and data concerning their history and 
mental state were recorded on standard forms. 
Care was taken to exclude from the series those 
patients in whom the diagnosis was uncertain, 
those who showed evidence of transitory 
confusional states or of late schizophrenic 
syndromes, and those who had been treated 
with ECT during the previous six months. 
Subjects affected by severe deafness were also 
excluded from the investigation but minor 
impairment of hearing was present in two 
controls, eight depressives and six dements but 
in none of the small group who had a combin- 
ation of both depression and dementia. 

All patients had been kept off all psychotropic 
drugs, with the exception of nitrazepam at 
night, had been withdrawn for at least one week 
before the time of assessment and testing. 


495 


Depressives were then treated with amitriptyline 
in a variable dose schedule rising to a maximum 
of 150 mg a day. After maximum improvement 
had been achieved, or in the case of the dements 
at six weeks, further ratings of the mental state 
were recorded on a standard form. 

Patients were then followed up for a period of 
six months, at the end of which time a final 
diagnosis was established and a further set of 
ratings were recorded. At this stage, patients 
who did not fit clearly into either the affective or 
organic group or those who, having started in 
the one had subsequently developed symptoms 
of the other, were placed in an Intermediate 
group. There were 35 depressives (33 females, 
2 males, mean age 71.05, SD 6.04), 27 dements 
(23 females, 4 males, mean age 76.52, SD 7.02) 
and 9 patients in the intermediate group (mean 
age 79.11, SD 8.27). 


A. Psychiatric evaluation and psychological tests 

(i) At the admission conference, salient 
features in the history were noted, along with a 
detailed itemized appraisal of the mental state, 
rating on three or five-point scales for severity of 
depressed mood, anxiety, agitation, psycho- 
motor retardation, insomnia and anorexia, and 
on a six-point scale for overall severity of 
depressive illness. The Gresham Ward Senso- 
rium test (GR) (Post, 1965) had previously been 
given along with the Mill Hill Vocabulary 
Scale (MH) and the Coloured Matrices (PM) 
(Raven, 1958). 

(ii) Within a few days of the admission 
conference and before treatment was started, a 
battery of psychological tests was administered. 
These consisted of the Inglis paired-associate 
learning test (PALT) (Inglis, 1959), the Digit 
Copying Test (DCT) and the Synonym Learning 
Test (SLT) (Kendrick et al, 1965), the Serial 
Learning Test (SER) (Eisdorfer et al, 1963) and 
the Digit Symbol Test (DST) which is a sub- 
test of the WAIS (Wechsler, 1955). 

(iii) Following treatment of the depressive 
illness, two weeks after it was judged that a 
maximum response had been achieved, clinical 
ratings were reassessed and psychological tests 
repeated. For demented patients, these investi- 
gations were repeated between six and eight 
weeks after the initial assessments. 


496 


(iv) A final rating and an itemized interim 
history was completed six months after the end 
of treatment. All the clinical ratings were 
carried out as described by Cawley et al (1973). 


B. Averaged evoked potentials 


Subjects were seated in a darkened sound- 
deadened room. Silver-silver-chloride electrodes 
were applied with gollodion at three positions: 
the vertex, the receiving area for the hand 
(7 cm along and 2 cm behind a line drawn from 
the vertex to the root of the ear on the left side 
of the head) and the left mastoid process. 

(i) The Auditory response: 64 stimuli of 
85 dB intensity and 30 msecs duration were 
presented at four-second intervals through 
binaural earphones. The timing of the presen- 
tation was controlled by a type 3290 Digitimer. 
The output of the scalp electrodes was passed 
through a Tektronix FM 122 amplifier. The 
bipolar recording was between vertex and 
mastoid and the high frequency cut-off was 
set at 50 Hz. The time constant was .02 seconds. 
The background EEG was recorded on one 
channel of an analogue tape recorder (Bell and 
Howell 7200). A second channel was used to 
record the stimulus markers and time scale for 
later analysis of the stimulus initiated EEG 
activity. 

(ii) Somatosensory response: A Devices Stim- 
ulator Type 3072 was used to stimulate the right 
ulnar nerve at the wrist by means of two saline 
pad electrodes placed 3 cm apart. The stimulus 
presented was one which produced contraction 
of the hand muscles. Sixty-four stimuli were 
presented at two second intervals and the back- 
ground EEG was amplified and recorded in a 
manner similar to that described for the 
auditory response. The bipolar recording was 
between the electrodes over the receiving area 
for the hand and the mastoid process. 

Subjects were asked to attend to the stimuli. 
They sat in a relaxed position with eyes closed 
during both types of stimulation. The responses 
recorded on analogue tape were processed off- 
line in tWo ways. (1) They were at first averaged 
by a Biomac 1000, the output of which was 
written out by a Bryans XY plotter, latency 
measures being carried out by hand, (2) they 
were also processed by a PDP 12 computer 
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Fic 1.—The averaged auditory evoked response of a 
patient in this investigation labelled to illustrate the 
component terminology used throughout this report. 


which became available during the latter part of 
the investigation. Since the manual and 
computer measurements were very similar, the 
latter were used for the final statistical com- 
parisons. Successive peaks were numbered | to 6 
irrespective of polarity, the auditory response 
being designated by an A, the somatosensory by 
an S. An example of a typical auditory response 
is shown in Fig 1. 

The evoked potentials were recorded after the 
admission conference and before the beginning 
of treatment within 24 hours before or after the 
psychological tests had been completed. Re- 
cordings were repeated in the depressives when 
maximum improvement had occurred and ‘in 
the dements at about 6-8 weeks after the original 
tests. Additional recordings of the evoked 
responses were obtained from a smaller group of 
12 depressives two weeks after the start of 
treatment with amitriptyline, but before clinical 
improvement had occurred and from a further 
15 depressives who had participated in the 
original investigations but were now out of 
hospital and clinically well despite the cessation 
of the amitriptyline which they had previously 
received. 


Results 


A. Comparison of evoked potentials be- 
tween groups before treatment 


For the purpose of this analysis only the 
latency figures will be used. Although data on 
amplitude are also available, these are difficult 


to interpret. 


Auditory latencies 
Table I shows the means of auditory latencies 
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Taste I 
Latencies of auditory evoked responses 
Component Controls Depressives Dements Significance* 
n = 30 n = 35 n = 27 

Mean SD Mean SD Mean SD P< 
Al 35.17 6.2 37.71 13.7 43.0 12.9 NS 
A2 66.41 8.6 73.47 18.9 81.5 22.3 | 0.01 
A3 107.59 24.2 122.61 31.3 145.6 36.3 0.001 
A4 157.31 39.2 176.04 41.1 220.0 54.8 .001 
A5 209.24 59.0 247.54 56.3 290.0 71.9 .001 
A6 254.83 69.4 299.86 66.1 355.7 82.4 .001 





* This was obtained by a one-way analysis of variance. 


The equivalent figures for A4, A5, A6 for the intermediate group were 188.5, 272.13, and 348. 16. 




















Tase II 
Latencies of somatosensory responses 
Component Controls Depressives Dements Significance 
n = 30 n = 35 n= 27 
Mean SD Mean: SD Mean SD 
SI 24.67 5.0 20.74 7.5 23.65 8.3 NS 
S2 37.85 7.4 37.12 13.4 35.75 9.5 NS 
S3 51.74 9.3 53.27 18.3 50.55 11.9 NS 
S4 68.22 14.3 72.82 29.2 71.30 18.4 NS 
S5 88.37 16.3 90.60 34.7 92.90 25.7 NS 
S6 112.93 16.5 107.96 41.0 116.50 34.3 NS 








The equivalent figures for the intermediate group were $497.2, S5 128.6, S6 154.8. 


for the controls, the depressives and the dements. 
The figures for the ‘intermediates’ are given 
separately as this group was too small for 
comparison. 

Table II shows the means of ‘the somato- 
sensory latencies for the same three groups. 

Although the later components of the somato- 
sensory response tended to be longer in dements 
than in controls, with depressives falling between 
the two, the figures were not significant. In the 
case of the auditory response, highly significant 
differences appeared for all but the first com- 
ponent and there was a clear progression from 
depressives to intermediates to dements with an 
increase in the delay in the recorded response. 


B. Correlation between psychological 
tests and rating and latency of evoked 
responses ' 

(i) Zn the total subject population 

There were negative correlations between the 


` correlation 


latencies of the auditory responses and all the 
scores on the cognitive tests. These were 
particularly high between the late components 
of the response (A4, A5, A6) and the Gresham 
Questionnaire and Digit Symbol Test. The 
Gresham gave the strongest and most constant 
correlations and the coefficients for successive 
components of the auditory response were 
(—.29, —.39, —.42, —.54, —.55, —.55). 


(ii) Within the group of dements 

An intercorrelation matrix (Table ITI) be- 
tween the psychological tests and evoked 
potential variables was drawn up. Because of the 
large number of variables in the matrix we have 
not attached any true significance to high 
‘coefficients except when they 
occurred in blocks. There were high negative 
correlations between the Digit Symbol Test and 
the various latencies of the auditory response 
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Taste II 
Intercorrelation matrix for psychological test scores and auditory latencies 4, 5 and 6 (other components omitted for simplifi- 
cation) in 27 ; 

l 2 3: 4 5 6 7 8 9 10 11 
1 MH 1.0 
2 PM 36 1.0 
3 GR .83* .60t 1.0 
4 PALT e .55t .40 .69* 1.0 
5 DCT .58* 57¢ .38 .50ł 1.0 
6 DST 31 .78* = 47 41 62* 1.0 
7 SER 36 37 .72* .72* 63" 21 1.0 
8 SLT —.01 16 30 46 —.08 .28 .22 1.0 
9 A4 —.20 —.25 ~—.15 -—.28 —.26 -—.62* —.24 —.29 1.0 
10 A5 . —.20 —.38 -—.16 —.28 ~.25 -—.63* —.25 -—.1 —.93* 1.0 
11 A6 —.09 —.38 —.l17 —.33 —.24 —.62* —.28 —.17 —.85* —.96* 1.0 
* = significant at .01 level 
{t = significant at .05 level 
(—.44, —.56, —.51, —.62, —.63, —.62), but Taste IV 


although correlations with the other cognitive 
tests were all negative none were significant. 


(iii) Within the group of depressives 

There was no statistically significant relation- 
ship between symptom scores and the evoked 
potential variables, although there was a 
tendency for those with high scores on retar- 
dation to have longer evoked potential latencies. 
Retarded patients also tended to have lower 
scores on the Digit Copying Test although here 
again, possibly because of the high variance, the 
differences did not reach an acceptable level of 
significance, except when the most, retarded 
patients were compared with the least retarded. 


C. Comparison between evoked potential 
latencies before and after treatment 


According to expectations, there were no 
changes in latencies in the group of 'dements 
when they were retested 6-8 weeks after the 
original tests. However, rather surprisingly, this 
lack of change was also a feature of the depres- 
sive and intermediate groups, in spite of the fact 
that there was a sharp drop in the mean 


severity score from 3.26 to 0.73. An example of - 


this is given below in Table IV which includes 
the auditory latencies before and after treatment 
in the depressive group. . 


Latencies of auditory evoked responses in depressives before 
and after treatment 








Component Before After 
SD SD 
_ Al 37.71 13 7 38.90 13.0 
A2 73.47 18.9 70.63 19.9 
A3 122.61 31.3 117 00 28.4 
A4 176.04 41.1 175.22 40.1 
A5 247.54 56.3 247.28 57.1 
A6 299.86 66.1 300.78 71.9 


D. Possible effects of antidepressants on 
evoked potential latencies in the de- 
pressive group 

Since it might be argued that the persisting 
delay in the depressives might be due to the 
effect of antidepressant drugs masking what 
might otherwise have appeared as a return to 
more normal values, two separate sets of 
experiments were carried out, as described 
above. ` 

(i) In 12 depressive patients, a comparison 
was made between the latency of the auditory 
response before treatment with that after they 
had been on amitriptyline for two weeks but 
had shown no clinical improvement. 

(ii) It proved possible to follow up and test 

26 of the original 35 depressives, 15 of which 
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were now drug-free but clinically well. Here 
again, a comparison was made between the 
original auditory latency and that in the drug- 
free state. In neither of these experiments did 
any effect of the antidepressant drug on latency 
emerge. The figures will be omitted for the sake 
of brevity but are available on request. 


E. The AER as a diagnostic measure 

The results of the analysis of variance 
indicated-that Auditory Latency 6 differentiated 
the experimental groups most successfully. 
Arbitrarily setting the cut-off point for differ- 
entiation between depressives and dements at 
350 msec would result in eight depressives 
being wrongly classified as dements, and six 
dements being wrongly classified as depressives. 
This same point of separation would. mean that 
four of the control subjects would be classified 
as dements. 

Examination of the individual scores on the 
misclassified patients and subjects revealed that 
one of the depressives had an unusually high 
psychomotor retardation score indicating a 
general slowing of response speed. In each of the 
misclassified depressives the final rating (after 
six months) of severity of symptoms was very 
high (3 or 4 on a 5-point scale). 

Of the four misclassified control subjects, one 
has subsequently been diagnosed as suffering 
from dementia and has been admitted to 
hospital. 


Discussion 


The results described here confirm the 
previously reported delay in the appearance of 
the cortical evoked potential in patients 
suffering from senile dementia. It is clear that 
the auditory response is a far better discrimin- 
ator than the previously used somatosensory one. 
This may partly be due to the fact that the 
auditory response was larger and easier to 
record and that the records of this response were 
much less likely to be contaminated by move- 
ment artifacts which occurred frequently when 
the somatosensory response was used, parti- 
cularly in dementing patients. 

It might be argued that mild deafness could 
have had a role in contributing to the differ- 
ences in the latencies of the auditory response in 
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the four groups. There are a number of reasons 
why this seems unlikely. Firstly, there were 
more subjects with mild impairment of hearing 
among the depressives than among the dements 
and none among the intermediate group. 
Secondly, deafness would presumably affect the 
intensity of the stimulus, a factor which has been 
reported (Davis et al, 1966) as having a, sig- 
nificant effect on the amplitade of the response 
but none on the latency, except when stimuli 
were very near the threshold and although this 
finding has been disputed by others, it is 
invariably the early components of the response 
that have been implicated. Finally, when 
individual records were examined, those ob- 
tained from mildly deaf subjects did not show 
significant delays compared with those from 
subjects with no impairment of hearing. 

It must, therefore, be presumed that the 
latency changes reported, particularly those in 
the late components of the response, must 
represent real differences in cerebral reactivity 
rather than be attributed purely to peripheral 
factors. The inverse relationship between the 
latency of the response and scores on the 
Gresham Questionnaire and Digit Symbol Test 
is of some interest, although the lack of con- 
sistent and significant correlation with other 
cognitive tests is rather disappointing. This 
suggests that, although the auditory evoked 
response is of value in distinguishing between 
dements, depressives and controls, it does not 
appear to be a very good indicator of the 


, severity of the dementing process. 


The fact that depressives also showed slowing 
in the appearance of the response and that, in 
this respect, they were intermediate between 
dements and normals, is also of interest. 
Depressives seemed to show changes that were 
similar to but less severe than those of dements 
and, furthermore, these changes did not revert 
to normal after recovery. This would suggest 
either that depression in this age group pro- 
duces irreversible changes of a subtle kind 
which are not reflected in clinically detgctable 
symptoms or, alternatively, that the changes 
may have pre-existed the onset of the depres- 
sion. The current data do not allow us to choose 
between these alternatives, although it should be 
stated that the latter is more consistent with the’ 


x 
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views expressed by Post (1968) suggesting that 
the emergence of depression in old age may be 
facilitated by organic cerebral changes of a less 
severe kind than those which produce senile 
dementia. 

It should also be noted that none of the 
clinical ratings of depression, with the possible 
exception of retardation, bore any relationship 
to the latency of fhe evoked response. In the 
case of retardation, the relationship was only 
clear when the patients with no retardation 
were compared with those with very marked 
retardation. This aspect of the work is almost 
certainly worth pursuing, using a more sophisti- 
cated approach to the rating of retardation. The 
work of Gurland and his colleagues (Personal 
Communication) who used the Present State 
Examination suggests that different components 
of retardation need to be distinguished in order 
to obtain meaningful results. 

The use of the- AER as a diagnostic measure 
based on its ability to differentiate unequivocally 
between depressives and dements is not justified 
by these findings, but as an adjunct to other 
diagnostic measures it would appear to be very 
valuable. 

It is clear that further refinement of both the 
physiological and the psychological measures is 
desirable if work in this field is to proceed. It 
will also prove interesting to relate both 
physiological and psychological changes to the 
degree of cerebral atrophy as measured by 
computer assisted tomography. 


Acknowledgements 


We would like to thank all of the patients and staff of 
the Bethlem Royal Hospital and the volunteers who acted 
as control subjects for their co-operation in this research. 
We are grateful also to Dr W. A. Lishman and Dr R. J. 
Jacoby for their valuable comments on the paper. The 
work was supported by a grant to Raymond Levy from 
the Medical Research Council. 


, References 

Cawey, R. H., Post, F. & Warran, A. (1973) 

'  BarBiturate tolerance and psychological functioning 
in elderly depressed patients. Psychological Medicine, 
3, 39-52. 

Daves, G., HamLTON, S., Henpricxson, E., Levy, R. & 
Post, F. (1977) The effect of cyclandelate in de- 
pressed and demented patients. A controlled study 
in psychogeriatric patients. Age and Ageing, 6, 156-62. 


AVERAGED EVOKED RESPONSES IN RELATION TO COGNITIVE AND AFFECTIVE STATE 


—— & Post, F. (1978) Psychological test 
performance and sedation threshold of elderly 
dements, depressives and depressives with incipient 
brain change. Psychological Medicine, 8, 103-9. 








Davis, H., Mast, T., Yosune, N. & Zeruin, S. (1966) 
` The slow response of the human cortex to auditory 
stimuli: The Recovery Process. Electroencephalography 

and Clinical Neurophysiology, 21, 105-13. 


ExsporFer, C., AXELROD, S. & WKE, F. L. (1963) 
Stimulus exposure times as a factor in serial learning 
in an elderly sample. Journal of Abnormal Psychology, 
67, 594-600. 


Incu, J. (1959) A paired-associate learning test for use 
with elderly psychiatric patients. Journal of Mental 
Science, 105, 440-3. 


Kenpriox, D. C. (1965) Speed and learning in the 
diagnosis of diffuse brain damage in elderly subjects: 
a Bayessian statistical approach. British Journal of 
Soctal and Clinical Psychology, 4, 141-8. 


—— Parsoosnan, R. C. & Post, F. (1965) A synonym 
learning test for use with elderly psychiatric subjects: 
a validation study. British Journal of Social and Clinical 


Psychology, 4, 63-71. 


Levy, R, Isaacs, A. & BeHrman, J. (1971) Neuro- 
physiological correlates of senile dementia. II. The 
somatosensory evoked response. Psychological Medicine, 
1, 159-65. 


O’Connor, K. P. (1977) Contingent Negative Variation 
(CNV) differences between elderly normal and 
demented subjects. EEG and Clinical Neurophysiology, 
43, 471-2. 


Post, F. (1965) The Clinical Psychiatry of Late Life. Perga- 
mon Press: Oxford. 


—— (1968) The factor of ageing in affective illness. In: 
Recent Developments in Affectwe Disorders. pp 105-16. 
Edited by A. Coppen and A. Walk. British Journal of 
Psychiatry, Special Publication No. 2. 


Raven, J. C. (1958) Guide for Using the Mill Hill Vocabulary 
Scale with the Progressive Matrices Scales. London: 
Lewis. 


Srraumans, J. J. (1964) Somatosensory and visual 
cerebral evoked response changes associated with 
chronic brain syndrome and ageing. Unpublished 
M.S. thesis in Psychiatry. University of Iowa. 


ELAINE HENDRICKSON, RAYMOND LEVY AND FELIX POST 501 


Visser, S. L., Sram, F. C., Van Trtpurc, W., Op Den Wecusrer, D. (1955) The Wechsler Manual. New York: 
VELDE, W., BLom, J. L. & De Riyyxe, W. (1976) The Psychological Corporation. 
Visual evoked response in senile and presenile 
dementia. Electroencephalography and Clinical Neuro- 
physiology, 40, 385-92. 


Elaine Hendrickson, B.Sc , Ph.D., Honorary Lecturer, Institule of Psychiatry, De Crespigny Park, SES, 


* Raymond Levy, Ph D., F.R C Psych , F.R.C.P. (Ed.), Consutlant Psychiatrist, The Balen Royal Hospital and the 
Maudsley Hospital, Denmark Hill, SES, 


Felix Post, M.D., F.R.C.P., F.R.C.Psych., Emeritus Consultant, The Bethlem Royal Hospital and the Maudsley 
Hospital, Denmark Hill, SE5 


* Requests for reprints. 


(Received 18 August ; revised 23 ‘October 1 978) 


Brit. J. Psychiat. (1979) 134, 502-7 


Reality Orientation and Staff Attention: A Controlled Study 


By R. T. WOODS 


SUMMARY A trial was carried out of Reality Orientation (R.O.) in a 
residential home for the elderly mentally infirm with a ‘social 


therapy’ control group, 


receiving the 


same amount of- staff 


attention as the R.O. group, in addition to an untreated control group. 
R.O. residents improved more on tests of information and orientation 
and various aspects of memory than controls. These results support 
the hypothesis that the nature of staff attention is crucial and that it 
should encourage and reward appropriate behaviour. No differential 
effects of treatment were found on rating scale assessments of the 


residents’ functioning in the home. 


Reality Orientation (R.O.) aims to re- 
introduce: the disorientated elderly patient to 
his current reality (Folsom, 1967, 1968). Basic 
information is taught in every contact with the 
patient and/or in daily structured R.O. classes. 
In a controlled trial of R.O. (Brook et al, 1975) 
nine demented patients showed marked im- 
provements on ratings of intellectual and social 
functioning after 16 weeks of R.O. classes. 
Control patients who had daily sessions in the 
special R.O. room, but received no encourage- 
ment or instruction from the therapists, tended 
to deteriorate. The nurse raters were unaware of 
group allocation. 


Degun (1976) concludes that ‘improvement 
was due to the increased attention from the 
_ staff backed by a well-defined and reinforcing 
repetitive therapy’. However, the effects of the 
treatment programme itself have not yet been 
separated from the effects of increased attention. 
Approaches based on behaviour modification 
(Woods and Britton, 1977) emphasize that the 
way in which attention is given is crucial. 
Attention is thought to be effective in producing 
changes in functioning only when it is given 
specifically following appropriate behaviour. 
Before attention can be used as a reward in this 
way, the desired behaviour or progressively 
closer approximations to it must be elicited. The 
R.O. method is then seen as enabling the 
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patient to make correct responses and using 
attention to reward these. 

The present study aims to replicate Brook 
et al’s finding that R.O. patients improve 
markedly, but also includes a control group 
where attention is given irrespective of whether 
behaviour is appropriate or not. If the way in 
which attention is given is crucial, then the 
R.O. group will be superior to this group and 
to a control group receiving no special treat- 
ment. 


Method 
Design 
- Three groups were planned, each of six 
subjects; these were—R.O., non-contingent 
attention (‘social therapy’) and an untreated 
control group. Subjects were to be assessed 
before treatment began and re-assessed three, 


nine and 20 weeks after the commencement of ' 


treatment. 


Subjects 


Subjects were residents at homes for the 
elderly mentally infirm who were over 60 years 
old, had a memory quotient of 70 or less on the 
Wechsler Memory Scale (extrapolated norms), 
were reported as disorientated, and could co- 
operate sufficiently to complete: the psycho- 
logical tests used. All had some vision, but very 
deaf or restless residents were excluded. 


R. T. WOODS 


The R.O. group and the Social Therapy 
group were conducted at one home, whilst the 
no-treatment control group was composed of 
residents from another home, similar in staffing 
level, methods and facilities. Both homes 
encourage gamés and other activities, but not 
in any systematic fashion. Admissions to both 
homes are from the same population and 
depend largely on availability of beds, rather 
than on level of functioning. Allocation of 
residents to the two homes is effectively random 
with respect to the variables under examination 
in this study. Whether subjects received R.O. or 
Social Therapy was randomly determined. 

Fourteen of the 18 original subjects remained 
five months later. Three subjects died and one 
man in the control group refused re-assessment 
on several occasions. Attrition being indepen- 
dent of the experimental interventions, results 
are given for the 14 survivors only. Twelve were 
female and their ages range from 61 to 90 
(average age 76.6, standard deviation 8.5). 
There were no significant differences in age 
between the groups (F = 0.06; df2, 11; p N.S.). 


Treatment procedure 


Groups of three or four residents participated, 
five days a week, in a half-hour session led by 
care staff in a room equipped with blackboard, 
calendar, clock, scrap books, etc. Discussion, 
demonstration, handouts and supervision of a 
few treatment groups each week were the staff 
training techniques used. Staff were unaware of 
the experimental hypothesis, and were given the 
expectation that both treatments would be 
effective. Detailed records of sessions kept by 
the staff and observation showed that the 
treatments did differ as planned. The methods 
used in R.O. resemble closely those described 
by Degun (1976). A daily personal diary entry 
of basic information was followed by various 
group activities—spelling games, dominoes, 
simplified bingo, etc. Residents were encouraged 
to name objects, read out information on the 
blackboard and copy it in their diaries. Clues 
and prompts were given so that residents could 
answer questions correctly and be rewarded for 
so doing without undue stress. 

The Social Therapy group was run as a 
discussion group with staff encouraging each 
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resident to participate. Rambling, inappropriate 
or unrealistic contributions were permitted and 
accepted.: R.O. materials were not used, but 
sessions occasionally closed with a game of 
dominoes. 


Cognitive assessment 

This was carried out by several psychologists, 
each with prior experienct of assessing the 
elderly. Tests were chosen primarily to assess 
information and orientation, on which R.O. 
places so much emphasis. Other areas of 
memory, concentration and psychomotor per- 
formance were also covered by the tests used, 
which had to be simple enough for residents 
functioning at a very low level to be able to 
achieve some success with them. 

Tests chosen were: 

(1) Wechsler Memory Scale, covering several 
aspects of memory in addition to inform- 
ation and orientation. Forms I and II were 
used at alternate assessment sessions. 
Memory and Information Test shown by 
Blessed et al (1968) to be correlated with 
indices of senile plaque formation. 

Clifton Assessment Schedule (Pattie and 
Gilleard, 1975), a brief assessment pro- 
cedure covering information, orientation, 
mental abilities and including a psycho- 
motor performance test—the Gibson Spiral 
Maze (Gibson, 1961). 

The information and orientation items from 
all tests were grouped together and a total score 
derived from them, each item being scored once 
only. Similarly, a total concentration test score 
was devised. These longer tests should be more 
reliable and more sensitive to change than the 
individual shorter tests from which they are 
compiled. 


(2) 


(3) 


Rating scale assessment 

Two staff members, not participating in the 
treatment groups and unaware of group 
membership, independently rated residents on 
thirteen 5-point items, developed frem the 
Crichton Rating Scale (Robinson, 1977) and 
including those areas assessed in Brook et al’s 
study. Inter-rater reliability for total scores for a 
sample of 25 assessments was 0.79. . Raters 
worked at different times of the day, so that 
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‘perfect agreement could not be expected. A 
pooled rating is used in analysing the data. 


Results 
Wechsler memory scale (see Table I) 


The groups do not differ significantly initially, 
One-way, repeated measures analysis of vari- 
ance on change scores yielded an interaction 
term of marginal sfgnificance, suggesting differ- 
ential response to treatment (F = 2.34; df 4, 
22; p <0.10). This was explored further by 
individual comparisons, using t tests. All t-test 
comparisons of R.O. with untreated or social 
therapy control groups are 1 tailed, as the 
direction of the difference can be predicted from 
previous studies. Comparisons between the 
control groups are 2 tailed, as no predictions can 
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tended to do better than social therapy residents 
also. The control and social therapy groups do 
not differ at any stage. When their scores are 
combined, they are significantly worse than the 
R.O. group after nine weeks of treatment, as 
well as at 20 weeks. No differences emerge 
after three weeks of treatment. 


Concentration test (see Table II) 


Again, there are no significant baseline 
differences between groups. The analysis of 
variance (see Table III) shows a significant 
main effect of treatment groups, indicating that 
the groups are differentiated by their change 
scores on this test. After only three weeks’ 
treatment, the social therapy group had 
deteriorated significantly, compared with both 























be made. R.O. residents at 20 weeks had the R.O. group and the control group, which 
improved significantly more than controls and maintain their superiority at the second 
TABLE I 
Wechsler Memory Scale mean total raw scores and standard deviations 
Baseline Reassessment Reassessment Reassessment 
II III 
Mean ` S.D. Mean S.D. Mean S.D. Mean S.D. 
Reality orientation (R.O.) n =5 16.1 5.86 17.8 7.53 18.5 8 22 20.8 10.50 
Social therapy (S.T.) n=5 155 5.83 15.6 ` 2.03 14.0 3.44 14.9 5.25 
Control (C.) n=4 18.5 5.42 18.0 4.54 17.4 5.75 14.6 3.68 
Initital differences not significant (F = 0.26; df2, 11; pN.S.). 
T-test comparisons on change scores: 
R.O. IIIv C.II t =2.34;df 7;p <0.05 
R.O. III v S.T. III t =1.50;df 8;p <0.10 
-R.O.II vS.T.1I +C. t=1 90;df12;p <0.05 
R.O. III v S.T. III + C. ILI t = 2.43;df12;p <0.025 
Tase II 
Concentration test mean total scores and standard déviations 
Baseline Reassessment Reassessment Reassessment 
; I II III 
Mean S.D. Mean S.D. Mean S.D. Mean S.D. 
E ae a ee A S, 
Reality orientation (R.O.) n =5 4.0 1.67 5.6 2.24 5.4 1.36 5.2 2.04 ° 
Social therapy (S.T.) n=5 4.4 2.06 ‘3.8 1.60 2.8 0.75 2.6 1.02 
Control (C.) n=4 4.8 1.49 6 1.09: 6.0 1.22 4.5 1.12 
as | 
T-test comparisons on change scores: ` 
R.O.I ‘vS.T.I ' t =2.43;df8;p <0.025 
ST.I v GI t =2.37;df7;p <0.05 
R.O. III v S.T. III _ t = 2.84; df8; p <0 025 
S.T. IHI v C.II t = 1.44;df7; p <0.20 
R.O.IIIv C.II t = 1.85;df7;p <0.10 
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‘ Taste III ; 
Summary of analysis of variance carried out on total concentration test change scores 

Source ' SS df MS F ratio 
Treatment groups 57.60 2 28.80 6.62* 
Within groups 47.90 11 4.35 
Times 8.68 2 4.34 3.81* 
Treatment groups x times 3.81 4 0.95 0.84 
Times x within groups 25.00 22 1.14 


SIE, DO 











(*p <0.05) 
Taare IV 
Information and orientation test mean total scores and standard deviations 
Baseline Reassessment Reassessment Reassessment 
p II III 
Mean S.D. Mcan S.D. Mean S.D. Mean S.D. 
Reality orientation (R.O.) n=5 11.6 3.50 14.6 4.45 15.2 5.19 15.6 5.01 
Social therapy (S.T.) n=5 13.4 + 2.42 12.8 3.31 12.4 '3.93 13.5 4,96 
. Control (C.) n=4 15.0 4.53 15.0 3.00 15.0 4.58 15.3 3:34 
T-test comparisons on change scores: ; ; 
R.O. IvS.T.I . 't =2.45;df8; p <0.025 
R.O.Iv G.I t = 1.87;df7; p <0.10 
R.O.IvS.T.I1+G1 p <0.01 


t =2.81;df12; 


re-assessment. After five months of treatment, 
however, although the R.O. residents retain 
their superiority over those in Social Therapy, 
the trend is for the control group to be losing its 
advantage over the Social Therapy group and 
perhaps to be losing its previously clear equality 
with the R.O. group. It is notable from the 
analysis of variance that there is a significant 
overall decline in change scores over the five- 
month period. 
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Information and orientation test (see Table IV) 


Pre-treatment scores do not differ significantly. 
The main effect of the analysis of variance tends 
to significance, indicating that the treatment 
groups’ change scores are at different levels 
(F = 3.62; df2, 11; p <0.10). R.O. is superior 
to social therapy after three weeks and this is 
maintained throughout, although there is no. 
evidence to suggest that it is a continuing 
improvement. R.O. tends to show more 
improvement than the control group at the 
first re-assessment and again this is maintained 
subsequently. Social Therapy ‘and control 
change scores do not differ significantly through- 
out and R.O. residents show consistently: more 


improvement than the other two groups 
combined. 


Gibson spiral maze 

No differential changes were apparent be- 
tween groups on this test. 
Rating scale assessment 


Analysis of total scores on the ‘rating scale, 
whether including all thirteen scales or only 


~ those eight used by Brook et al (1975), indicates a 
' significant increase in scores over time (and 


thus a deterioration in behaviour) over all three 
groups (F = 8.18; df 2, 22; p <0.01 for 13 
scales). No differential effects of treatment are 
demonstrable, but it is clear that there is 
considerable variability in scores, which appears 
to increase over time so that some residents may 
be improving whilst others deteriorate. Inspec- 
tion of ratings in each of the thirteen areas 
covered does not suggest any clear trends, 
apart from this variability and general dgterior- 
ation. 


Discussion 


These results support ‘those of Brook et al 
(1975) in that R.O. residents changed sig- 
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nificantly more than controls on tests of 
information, orientation dnd various aspects of 
memory and learning. However, no inter-group 
differences were found on the rating scales, 
even though they were very similar to those 
used by Brook et al. This apparent lack of 
improvement in behaviour in the home setting 
could be related to several possible factors: 


(i) The use of*smaller groups, introducing 
larger variability and obscuring changes possibly 
taking place. 


(ii) The fact that several of the areas 
assessed were not in any way connected with the. 
content of treatment, e.g. dressing, feeding, 
continence, etc. and no specific steps were taken 
to encourage generalization of areas such as 
orientation and social behaviour that were more 
directly the targets of experimental intervention. 
Perhaps the home environment was less 
encouraging to generalization than Brook et al’s 
ward environment. 


(iii) These scales are a relatively crude way 
of assessing behaviour, particularly when scores 
from different areas are added to give a total 
score. A finer assessment of behaviour, e.g. by 
direct observation, might give a better in- 
dication of any behavioural changes occurring. 


(iv) The residential homé population used 
here may be functioning at an initially higher 
level than Brook eż al’s psychiatric hospital 
patients and perhaps have less potential ‘for 
improvement: P 

This study extends the results of Brook t al in 
that, firstly, changes in some aspects of cognitive 
functioning have been found in favour of ‘the 
R.O. group; from examination of its content, 
these would seem to be a primary aim of R.O. 
Secondly, the nature of the staff attention given 
to residents has been shown‘here to be of some 
importance, as the R.O. group did consistently 
better than a group receiving the same amount 
of staff attention, but of a different form. 
Indeed, there is even the suggestion from the 
concentration test results that the wrong form 


of attention is worse than no special treatment at: 


all. 
It might be apud that the inter-group 
differences reported are attributable to factors 


, possible, 
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other than the form of staff attention received. 
For example, expectations of the therapists can 
be important in influencing results obtained and 
here, despite the expectations given, staff might 
have identified R.O. as the experimental 
intervention. In fact, when staff gave their views 
on the groups anonymously at the end of the 
experimental period it was found that they felt 
social therapy was more effective and all found 
those groups much easier to lead. Thus, staff 
were more enthusiastic about Social Therapy 


‘than R.O., which makes the present results all 


the more ' remarkable, Therapists were care 
staff with no formal training, and it is clear they 
found R.O. more demanding of their own 
resources of imagination and persistence. 

This study joins many others reviewed by 
Woods and Britton (1977) in arguing that 
elderly memory disordered people can change 
and -are capable of re-learning. For future 
therapeutic programmes to be as effective as 
the processes and mechanisms of 
change need to be studied. Of particular 
importance is the relationship between cognitive 
and behavioural variables. The supporters of 
R.O. make the implicit assumption that re- 
orientation (which is presumably a cognitive 
process) will bring about changes in actual 
functioning, self-care skills, etc. and Degun 


“(1976), for example; reports improvements in 


incontinence and table manners. How does 
R.O. bring about these changes? One possi- 
bility is that improved concentration and 


„cognitive capacity is enough to produce such 
‘change; another is that R.O. helps patients to 


be more aware of those social forces that 
normally constrain behaviour within acceptable 
limits. An important practical issue involved 
here is whether it is enough to provide cognitive 
re-training, or whether training in the actual 
behaviour of feeding, dressing, toiletting or 
whatever is required. These and related ques- 
tions justify further study. More refined measures 
of cognitive processes will be needed to monitor 
any changes that do occur. These should be 
simpler, both in terms of task difficulty and 
conceptually, so that it is possible to draw more 
direct conclusions about the effects of treatment 
on underlying cognitive processes. Improved 
behavioural measures are also required, to 
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allow finer and more detailed assessment of 
patients’ functioning in the home or ward 
setting. 

The mechanisms by which programmes like 
R.O. produce changes are as yet little under- 
stood. A concept that may be helpful in addition 
to the re-learning model is that of learned 
helplessness (Seligman, 1975). It may be that 
some demented elderly people, after the re- 
peated trauma of failing at previously very 
simple tasks, adopt the helpless non-responding 
position and that R.O. may ease the person from 
this position by helping him to make successful 
answers and actions once more. As the large 
variability in this study indicates, response to 
treatment is likely to differ for different elderly 
people; intervention must therefore aim to 
match therapeutic programmes with the needs 
and functioning of the individual. 


a 


Acknowledgements 


The author wishes to thank Mrs A. Lowery, Mrs S. 
Chater and their care staff who made this project possible, 
and 1s indebted to colleagues Klaus Bergmann, Clive 
Skilbeck, Jobn Welch and Andrew Quarry for their help. 


507 


References 

Buzsaep, G., Tomumson, B. E. & Rors, M. (1968) The 
association between quantitative measures of dementia 
and of senile change in the cerebral grey matter of 
elderly subjects. British Journal of Psychiatry, 114, 
797—811. 

Broox, P., Deoun, G. & Marner, M. (1975) Reality 
orientation, a therapy for psychogeriatric patients: 
a controlled study. British Journal of Psychiatry, 127, 
42-5. 

DeGun, G. (1976) Reality orientatien: a multidisciplinary 
therapeutic approach. Nursing Times, 72, 117-20. 
Forsom, J. C. (1967) Intensive hospital therapy of 
genatric patients. Current Psychiatrie Therapus, 7, 

209-15. 

—— (1968) Reality orientation for the elderly mental 
patient. Journal of Geriatric Psychiatry, 1, 291-307. 

Gmson, H. B. (1961) The Gibson Spiral Maze. London: 
University of London Press. 

PATTE, A. H. & Grzarp, C. J. (1975) A brief psycho- 
genatric assessment schedule—validation against 
psychiatric diagnosis and discharge from hospital. 
British Journal of Psychiatry, 127, 489-93. 

Rosson, R. A. (1977) Differential diagnosis and 
assessment in brain failure. Age and Ageing, 6, 42-9 
(supplement). 

SELiGMAN, M. (1975) Helplessness; on Depression, Develop- 
ment and Death, San Francisco: W. H. Freeman. 

Woops, R. T. & Brrrron, P. G. (1977) Psychological 
approaches to the treatment of the elderly. Age and 
Ageing, 6, 104-12. : 


R. T. Woods, M.A , M.Sc., Senior Clinical Psychologist, Brighton Clinic, Newcastle General Hospital, Newcastle 


upon Tyne NE4 6BE . 


(Received 16 February ; revised 17 May 1978) 


Brit. J. Psychiat. (1979), 134, 508-15 


Validity and Uses of a Screening Questionnaire (GHQ ) 
in the Community 


By A. TARNOPOLSKY, D. J. HAND, E. K. McLEAN, 
e HOWARD ROBERTS and R. D. WIGGINS 


SUMMARY The 30-item General Health Questionnaire (GHQ) has 
been validated against the criterion of a standardized psychiatric 
interview in the community. Used for screening, the GHQ misclassified 
25 per cent of 105 respondents, being worse for men. Specificity and 
sensitivity were above .70. The alternative use of the GHQ as an esti- 
mator and as an indicator of morbidity in epidemiological surveys is 


described and discussed. 


A validity study of the 30-item version of the 
General Health Questionnaire (GHQ, Gold- 
berg, 1972) against the criterion ofa standardized 
psychiatric interview was conducted during a 
household survey of psychiatric morbidity. The 
GHQ, is a self-administered instrument, 
designed for screening of non-psychotic psych- 
iatric illness and carefully tested in general 
practice, but no report of its validity in domi- 
ciliary surveys has been published so far. It 
consists of a series of questions about current 
symptoms, abnormal feelings and thoughts, and 
aspects of observable behaviour. The wording 
and scoring distinguish between chronic stable 
complaints and recent exacerbations; an item 
“is only counted as being present if the patient 
considers that its presence represents a departure 
from his ‘usual self’.”? The validation interview 
adopted here is the same as that applied in the 
original GHQ studies and described by Goldberg 
et al (1970). It provides individual scores for 
10 reported symptoms and 12 abnormalities 
manifest at interview (Fig 1) and summary 
scores (Table V). The psychiatrist’s clinical 
impression of severity is shown in a rating which 
distinguishes normal individuals, subjects ex- 
hibiting, sub-clinical disturbances and frank 
psychiatric cases. 


Method 


The sample was representative of a cluster of 
districts in London and is described elsewhere 


(Tarnopolsky et al, 1978). The GHQ was 
handed out by lay interviewers and the 
respondents answered it immediately. There 
were virtually no refusals. 

Each subject with a high GHQ score was 
matched with a low-score respondent, according 
to five criteria, in diminishing order of im- 
portance: (1) area of residence; (2) sex; (3) age; 
(4) occupation and (5) marital status. The 
respondents were later visited by a psychiatrist 
(E.K.McL. or H.R.), who administered the 
standardized interview and gave a diagnosis in 
terms of ICD (8th edition). Each psychiatrist 
received a list of respondents of similar socio- 
demographic attributes, but was not aware of 
the subjects’ GHQ responses. 

The matched sample consisted of 118 
persons. Refusals lowered this number to 105 
(50 high and 55 low scorers) left for the analysis. 
The distribution of the five criteria used for 
matching and of a sixth factor—education— 
were compared across the low and high GHQ, 
sub-samples, and in the samples allocated to 
each psychiatrist. No difference reached the 
5 per cent level of significance. 

As there was a variable lag between the time 
of answering the GHQ and the psychiatric 
interview, the psychiatrists also inquired about 
the respondent’s current state, compared with 
the day on which he had completed the GHQ. 
Answers were scored on the five-point scale 
‘much worse—slightly worse—about the same— 
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slightly better—much better’, used by Goldberg 
(1972). 

The cases found were, with one exception, 
non-psychotic. Anxiety and depressive neurosis 
accounted for 35 out of 41 cases. 


Results 

The GHQ as a screening instrument 

Misclassification rate, sensitivity, specificity 
and predictive values are defined in Table I. 
Sensitivity, the proportion of cases correctly 
identified by a test, is sometimes referred to as 
the ‘utility of the test’; specificity is the pro- 
portion of normal persons correctly identified at 
the same time. The complement of sensitivity, 
ie. the proportion of false negatives, is also 
called the ‘cost of the test’. Predictive values 
show the probability of a GHQ score (either low 
or high) of being a case. 
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The cut-off point initially used in the analysis 
was 4/5, as recommended by Goldberg, which 
means that anyone reporting five or more 
positive items is a possible psychiatric case. 

Table II describes the behaviour of the GHQ, 
in three different cases. On the left, there is the 
sample drawn to conduct this experiment, 
deliberately keeping equal proportions of high 

and low GHQ, scores. The central column 
shows results re-scaled to illustrate the behaviour 
of the GHQ in true community conditions, with 
a prevalence of 22 per cent high scores (Tarno- 
polsky et al, 1978). The most striking change is a 
reduction of the sensitivity of the test, from 
78 per cent to 54 per cent, and a high pro- 
portion of undetected cases. To examine this, 
lower cut-off points were explored, searching for 
higher sensitivity values at the expense of a 
tolerable lowering of specificity, as shown in 


TABLE I 
Definition of the statistics used for the analysis 








Psychiatric assessment 




















not case case 
9 False 
1] Potential normal = 
2 (low score) A B 
g 
Ef c D 
E Potential case 
© (high score) False + 
a 
(False +) + (False —) B+C 
Misclassification rate x 100 = x 100 
Grand total N 
Normal persons correctly identified by GHQ. 
Specificity = x 100 = x 100 
True'N of normal persons A+ 
Diseased persons correctly identified by GHQ. D 
Sensitivity = x 100 = x 100 
True N of diseased persons D+B 


°% of false positives: 100 — Specificity 
Predictive value of the test: 


° of false negatives: 100 — Sensitivity 


Diseased persons correctly identified by GHQ eD 











Probability of a high score being a case = 


Total of persons with high scores C+D 


False negatives B 





Probability of a low score being a case 


~ Total of persons with low scores A+B 
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‘Taste II ` 
Validity coefficients of the GHQ vs psychiatric interview in three different conditions 


Sample with nearly equal pro- 
portion of high and, low Scores 
_ Cutoff point 4/5 ` 


toe 


Psychiatric EERE 
(O§R) 


Screening test (GHQ) _ 








Sample rescaled to 22% +) of 
high GHQ scores. Cut-off point 
z 4/5 ; 


Psychiatric assessment 
SR) 


not case. case ` 





Cut-off point 2/3, - and sample 
rescaled to 36% (++) of high 


scores . 


Psychiatric assessment 


(OSR) 











Misclassification rate 26% 











Specificity 72% 








Sensitivity 78% 








Predictive value ofahighscore .64 








Predictive value ofalowscore .16 |. 





D g 
i je. 
Ei i 
20% 25% 
92% 78% 
54% 71% 
64] > 58 
16 13 








(+) 22% = proportion of respon- 
’ dents scoring 5+ in the original 
sample 


the last column. It can be seen that specificity 
and sensitivity are above 70 per cent. The moral 
of this exercise is that specificity and sensitivity 
are dependent upon the ratio high/low GHQ, 
scores in the sample and that 50/50 samples are 
nearly ‘ideal’ ones, giving high values to both 
> statistics. As samples drawn from the community 
are expected to have a lower proportion of 
possible cases, the GHQ should be carefully 


calibrated on a representative sample: before - 
adopting it for a particular study. The. cut-off - 


point has also to be adjusted because’ values 
which were adequate to screen cases in general 
practice cannot automatically be used in 
community samples ‘(Table III).-It is‘also to be 
noted that giving GHQ performance statistics 
for the‘sample on which the cut-off point’ was 
chosen will usually lead to, over-optimistic 


,5 per cent level) 


(++) 36% = proportion of 
respondents scoring 3+ in the 
original sample 


results. Ideally, these statistics should be 
evaluated on an independent sample from the 
same population. 


A comparison of the behaviour of the GHQ, 
in different sub-groups of our sample only 


revealed ‘that women exhibited a lower mis- 


classification rate than males at cut-off 2/3 
(5 per cent level, two-tailed t test) (Table IV). 


Both with cut-off points 2/3 and 4/5, there 
were some ‘differences in the validity co- 
efficients of people in ‘low’ or ‘high’ categories 
of education and occupation, which fell between 
the 5 and 10. per cent level of significance. 
Finally, for ‘feeling the same’, the GHQ, 
exhibited higher sensitivity than for cases 
‘feeling differently’ (90 per cent vs 63 per cent, 
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; : Tase III Rot es = 
A comparison between different validity tests of the GHQ (30 item) in samples with nearly equal proportions of high and low 
GHQ scores 
Correlation Overall 
Cut-off with clinical Specificity Sensitivity musclassification 
point status % % rate % 
Goldberg (1972) general practice, 
London 4/5 +.77 87 91.4 Å 11 
Goldberg et al (1976) general practice, 
Philadelphia 3/4 +.77 79.5 85 19.1 
Tennant (1977) general practice, 
Sydney 4/5 +.76 94.4 86.6 7.5 
4/5 i 72 78 26 
This paper — Household survey, London +.45 
7 2/3 81 67 28 
Taste IV : below .20 at every cut-off point tested. Males 
High (3+) GHQ. scores divided according to psychiatrist’s showed much lower figures; with a cut-off 
diagnosis, by sex . point 2/3, a positive test only had a probability 





High GHQ scores 








Confirmed. . 
by ~ Not confirmed 
Psychiatrist by Psychiatrist 
(True +) (False +) 
N % N % 
Male 10 29 16 62 
Female 25 71 10 38p=1% 
35 26 





The GHQ as an estimator of morbidity 

The statistic relevant here is the ‘predictive 
value’ (Vecchio, 1966), or probability of a given 
score identifying a real psychiatric case 
(Table I). Predictive values are not dependent 
upon the relative proportions of high/low GHQ, 
scores in the sample (as becomes apparent by 
examining Table I), and are constant for a 
given cut-off point. Instead, they vary if the 
cut-off point is changed and also with different 
prevalences of confirmed ‘cases. This will be 
illustrated with results for each sex. Among 
women, the predictive value of a positive score 
was above .70 and that of a negative score was 


— 


.39 of being a case. Exploring other cut-off 
points, we found that 8/9 for males, gave a 
predictive value of .83 in the case of a positive 
GHQ score, a definite improvement. 

Predictive values can be applied to estimate 
the ‘true’ prevalence of cases if the proportion 
of high GHQ scores in a given population is 
known. The procedure (Diamond and -Lilien- 
feld, 1962) consists of calculating the probability 
of being a ‘case’ (a) given a positive screening 
test-and (b) given a negative screening test 
(i.e. the predictive. value of positive and 
negative tests) and applying these to the results 
yielded by the administration of the screening 
test in a particular case. Thus, the estimated 
prevalence = (per cent GHQ high in the 
population x predictive value of a high score) 
+ (per cent GHQ low in the population x 
predictive value of a low score). In our case, a 
total proportion of 20 per cent high GHQ 
scores corresponds to an estimated real pre- 
valence of 26 per cent psychiatric cases. 


The GHQ as an indicator of morbidity ` ° 

The GHQ could be employed to assess 
morbidity, reporting the proportion of positive 
scorers without ancillary information. To obtain 
evidence of the validity of this procedure, we 
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Reported symptoms A Observed abnormalities 
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1-5 
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* œ--~-o high GHQ scorers 5+ 
e——e low GHQ scorers O-4 


Fia 1.—The average score of individual items recorded in the psychiatric interview for high and low GHQ scorers. 





` 
Goldberg N = 200 This paper N = 105 
GHQ—Score GHQ Score 
s 30 
20 
1O 
Clinical Severity Rating Clinical severity rating 


Fic 2.—Relationships between scores on the questionnaire and psychiatric assessment in a sample of patients attending 
general practice (Goldberg) and in a community sample (this paper). 
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TABLE V 


Kendal?’s tau correlation coefficients between GHQ. scores 
and climcal ratings obtained in interview 








All cases 





GHQ vs Overall Severity Rating (*) 45 
GHQ vs Reported Symptoms score 44 
GHQ vs Observed Abnormalities score .34 
GHQ vs Total weighted score 42 


Correlation between GHQ and OSR for subsamples 


Feeling the same .52 . Feeling different 33 


Females .48 Males .45 
Age 15-44 : .49 Age45+ .48 
Psychiatrist 1 .48 Psychiatrist 2 .40 








(*) PDA of the rating. 
all Severity Tee OSR: 0. Not a case: 

am stable individual with or without 
physical illness; 1. Not a case: subclinical degree 
of emotional disturbance (includes neurotic 
personalities without associated affective distur- 
bance); 2. Psychiatric case of mild degree: the 
psychiatric disturbance is just clinically signi- 
ficant; 3. Psychiatric case of moderate degree; 
and 4. Psychiatric case of marked degree. 
Reported symptoms score: Sum of the ratings listed 
in Fig 1, left. 
Observed abnormalities score: 
listed in Fig 1, right. 
Total weighted score: Reported symptoms score 
+2 Observed abnormalities score. 


Sum of the ratings 


compared the mean score of the individual ttems 
assessed in the interciew for subjects with low and 
high GHQ scores. With no relevant exceptions, 
the high GHQ scorers exhibited higher mean 
morbid ratings on individual items of the 
interview (Fig 1). 

Kendall’s tau coefficients of correlation 
between GHQ, scores and clinical ratings 
(Table V) illustrate that the GHQ is not so 
useful to assess severity, within the ranges 
expected in community samples. The highest 
value for cases ‘feeling the same’ is .52. The 
correlation with ‘Reported symptoms’ is margin- 
ally better than that between GHQ and 
‘Observed abnormalities’ or ‘Overall Severity 
Rating’ because the GHQ assesses only reported 
complaints. In general, the results are lower than 
those obtained in general practice, where tau as 
high as .77 were reported. Of the possible 
explanations for this discrepancy, and also 
indeed for our lower validity coefficients, the 
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most relevant refers to the differences in variety 
and extent of morbidity found in general 
practice and community samples (Fig 2). The 
horizontal axis of Fig 2, exhibiting the psych- 
iatrist’s judgment, shows that Goldberg’s general 
practice sample contained fewer normal and 
also more severe cases than ours (significant at 
the 1 per cent level). A comparison along the 
vertical axis, to see whether ¢he distribution of 
GHQ scores was roughly similar, is difficult 
because the scales used have a different span 
(30 vs 60 items), and the short scale is not 
representative of the long one, containing as it 
does the most powerful discriminating items. 
However, even accounting for the different 
sample size, the upper right quadrant in our 
distribution is considerably less populated than 
in the original study. The effect of this would be 
to diminish the correlation coefficient. 


Discussion 
This paper examines the use of the GHQ 
against the framework of a tacit important 
issue: what is a psychiatric case? The authors 


.are aware of alternative—and polemic—answers 


to the question but, for the purposes of this 
paper, have assumed a psychiatric viewpoint 
supported by some epidemiologists and illus- 
trated by Blum (1962): ‘the psychiatric evalu- 
ation remains the primary means for making 
judgments for the purpose of case identification 
(...). It is also the ultimate criterion against 
which other means for identifying psychiatric 
disorder are validated’. Researchers who follow 
this view have constructed a variety of instru- 
ments to .arrive at a, psychiatric diagnosis. 
The practical problem remains that interviews 
cannot be readily applied en masse -in large 
epidemiological investigations, in part because 
it is very difficult to engage psychiatrists to do 
them. Wing et al (1978), among others, describe 
computing ways to avoid the use of the psych- 
iatrist, at least in some phases of the diagnostic 
process. The use of a screening proceduye is a 
classical way of reducing the load of psychiatric 
interviewing in community research. 

In using the GHQ as a screening instrument, 
careful preparation is necessary: sensitivity, 
specificity and cut-off point values have to be 
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estimated from samples containing represen- 
tative proportions of cases. 

In most epidemiological studies, the investi- 
gator has to choose between different instru- 
ments (or between different cut-off points of the 
same instrument) available for screening. Since 
sensitivity (a measure of the diseased persons 
correctly identified by the test) and specificity 
(a measure of the*normals correctly assessed by 
the test) are inversely related, there is always a 
difficult choice between the type of error-one is 
prepared to tolerate in the screening phase. 

It is generally appropriate to choose .an 
instrument with a very high sensitivity, ensuring 
a low proportion of false negatives (real cases 
who score low in the test), since they might be 
irrecoverably lost among the age number of 
possible normals. 

In large epidemiological surveys, it is virtually 
impossible to set up the second stage of identi- 
fication: the means to interview a total of, say, 
1000 possible cases and some of the 4000 
possible normals in a sample N = 5000, are 
beyond the reach of most projects. Another 
solution is to conduct a relatively small validity 
test, like the one reported here, and work out a 
predictive value that can be applied to estimate 
the proportion of confirmed cases, using 
Diamond and Lilienfeld’s procedure: ‘In this 
way the GHQ is used as an estimator of morbidity. 
In the region of. 15-30 per cent high GHQ, 
scores, where the results of most surveys are 
expected to fall, the GHQ predicts with 
reasonable closeness the proportion of psych- 
iatric disorders. 

The GHQ is not obviously biased by the 
social background of the respondents, but sex 
affects the response; more males than females 
were screened than the psychiatrists confirmed. 
(Goldberg et al (1976), in the U.S.A., found that 
the GHQ preferentially misclassified married 
subjects and blacks). The ‘expressiveness’ 
(Briscoe, 1978) of women—their tendency to 
report symptomatology more openly than men 
in aneinterview—could account for the males 
being undiagnosed in spite of their high 
symptom score in the questionnaire. The cases 
misclassified by the GHQ are worth examining 
in greater detail. Among the false negatives, 
there was an homosexual free of affective 


VALIDITY AND USES OF A SCREENING QUESTIONNAIRE (GHQ) IN THE COMMUNITY 


symptoms, a heavy drinker with a defect of 
memory, a borderline retarded woman with 
residual schizophrenia, and a person who 
exhibited strong denial mechanisms in the 
interview and might have also misreported in 
answering the questionnaire. 

Some of these are cases that the GHQ, by 
definition, would not detect and it must be said 
that some psychiatrists would legitimately doubt 
whether all of them are ‘cases’. The false 
positives are’a different problem, as one can 
expect to identify’ them in a confirmatory 
interview of high scores. Among them, there 
was a group of women who were in the process 
of mourning; also people of both sexes who 
were carrying heavy family or other burdens, 
such as a terminal or chronic illness of a close 
relative, and some cases who exhibited a 
fluctuating degree of clinical symptoms. 

The GHQ can be used, as Goldberg has 
already suggested, to compare two populations by 
simply assessing their proportions of high scores, 
or by comparing their distributions of GHQ. 
scores and their mean GHQ, scores. We have 
shown some evidence of the validity of these 
procedures, but the GHQ provides only a gross 
indication of morbidity, without diagnostic 
precision, and yields a poor indication of 
severity. 

Conclusions 

The GHQ, can’ be used in three ways in 
epidemiological surveys: as a screening instru- 
ment, as an estimator of morbidity and as an 
indicator of morbidity. It is necessary to 
recalibrate the GHQ every time on represen- 
tative samples from the population it is intended 
to be used on, because validity coefficients 
obtained in one clinical or community setting 
do not necessarily hold in another one. The 
validity coefficients should also be adjusted for 
the proportion of positive high GHQ scores that 
are expected in the survey and for the expected 
prevalence of psychiatric cases, since sensitivity 
and specificity are dependent on the former and 
predictive values are dependent on the latter. 
Responses to the GHQ seem to be unassociated 
with the social characteristics of the respondents 
but, when compared with psychiatrists’ judg- 
ments, the GHQ screened more males than 
females. 
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Problems of Repertory Grid Analysis and a Cluster Analysis 
Solution 


è By PETER GOODGE 


SUMMARY Statistical and requirement difficulties encountered with 
existing methods of Repertory Grid Analysis are considered. A simple 
purpose-built method of Cluster Analysis is outlined, and its extension 
to the difficult problem of comparative analysis described. 


Kelly’s Repertory Grid technique (Kelly, 
1955) is essentially a questionnaire method of 


empirically determining the structure of an 


individual’s perceptions. The technique has been 
extensively used in psychiatric settings (e.g. 
Ryle, 1975; Fransella and Adams, 1966). 
Market researchers have used Repertory Grids 
to determine how differing products are 
perceived, and increasing interest is shown by 
organizational researchers (e.g. Pirani and 
Reynolds, 1976). . 

The Repertory Grid technique begins with a 
list of objects, termed ‘elements’. Elements can 
be persons, roles, products, organizational 
problems, etc. The number of elements is 
usually between 8 and 25. The respondent’s 
task is to choose an adjective (or a pair of 
adjectives of opposite meaning) that describes 
one (or more) of the elements. Each adjective 
(or adjective pair) is termed a ‘construct’. An 
effective limit is put upon the number of 
constructs by the respondent’s ability to think up 
genuinely different ones. Each element is now 
rated or ranked according to how much of each 
construct quality it has, and the respondent’s 
judgements placed in the cells of a matrix. 
Table I shows a conventional form of Repertory 
Grid. 

Kelly’s original form of Repertory Grid 
differed somewhat from that described here. 
Kelly used his ‘triples’ method to elicit con- 
structs, and employed a binary system of scor- 
ing. Kelly’s variety of grid seems unpopular 
to-day, probably because of the relative 
complexity of the triples method and because 


of the advantages of greater freedom of response 
with rating schemes. Kelly’s binary scoring 
method also suffers from methodological prob- 
lems (Bannister and Mair, 1968; Benjafield and 
Adams-Webber, 1975). 3 
“Repertory Grids do -present formidable 
problems of data analysis. Completed Repertory 
Grids contain a large amount of complex data, 
and the difficulties of somehow statistically 
managing such data do seem to have deterred 
the wider utilisation of grid techniques. There 
are accepted methods of data analysis, such as 
Principal Components Analysis, but, as I hope 
to show later, these are not very useful. It is 
also true that problems of analysis are made 
significantly more difficult when we wish to 
compare two or more Repertory Grids. 

In this paper I should like to review the 
problems of Repertory Grid analysis and to 
outline a cluster technique which seems to 
overcome many of the difficulties. 


Problems of data 


The difficulties we encounter when analyzing 
Repertory Grids are really of two types: 
(i) limitations imposed by the nature of the data 
itself and ‘(ii) the adequacy and utility of the 
results provided by particular types of analysis. 
I shall begin by considering the question of data 
limitations. 

Let us suppose we have ratings in the cells of 
the Repertory Grid, as in the Grid in Table I. 
Ratings constitute an ‘ordinal’ form of data; 
meaning that such data correspond to the 
rough, subjective estimates of respondents and 
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TABLE I 
Example of Repertory Grid focusing on marital relations 








Elements 





Constructs Mother Wife 


Self . 


Ex-flame Male 


friend 


Ideal self Ideal wife 


——ŘŘ r U 




















Nervous 4 3 3 3 1 1 m 4 2 
Determined 3 4 2 4 4 3 3 2 
Shy 4 3 5 3 2 2 3 2 
Thoughtful 3 3 2 4 3 3 2 2 
Happy 4 3 4 3 5 4 3 4 
Sexy 2 2 2 4 4 4 3 3 
Unfaithful 2 > 1 8 2 2 l 4 2 
Free 3 2 3 3 4 4 3 4 





are in no way a ‘measure’ of anything. A rating 
of “4? is not somehow worth twice as much as a 
rating of ‘2’. With ratings we may not perform 
any of the usual arithmetic operations of 
addition or multiplication. For example, an 
‘average rating’ is meaningless and it would be 


erroneous to determine one. The important. 


ordinal character of ratings data seems to have 
been overlooked by a number of researchers who 
have erroneously used orthodox statistical 


techniques on ratings data. For example, a _ 


two-factor Principal Components Analysis per- 
formed on our example Repertory Grid is 
diagrammatically given in Diagram 1. There 
are a number of oddities in the factor analysis 
results; FATHER is rated in the Grid as less 
nervous than at least two other persons, but the 
factor analysis would have us believe he is the 
most nervous. Similarly, MALE FRIEND is 
placed as the most THOUGHTFUL, yet rated 
in the Grid as one of the least THOUGHTFUL. 
Anomalies such as these are relatively frequent 
in the factor analysis of Repertory Grids. 

It is difficult to know what to do with 
ratings-type data. It is possible to perform some 
elementary non-hierarchical cluster analysis, 
but this would not give very satisfactory results. 


Perhaps the easiest way to put ratings into a 
manageable form is to rank order them. 
Ranked data is more convenient, but the price 
of transforming from ratings to ranks is often a 
considerable loss of information. 

With rankings in the cells of the Repertory 
Grid analysis is a little easier. Rankings con- 
stitute ‘interval’-type data, and we may add and 
subtract ranks. I would suggest that we might 
also find an average of ranks as this is a meaning- 
ful statistic. The multiplication of ranks is an 
invalid operation, however; hence we may not 
determine product-moment correlations with 
ranked data. We may legitimately find rank 
correlation coefficients. In summary, then, it 
appears that we need our Repertory Grid data 
in rank order form and we may only use rank 
order correlations as measures of association. 

The above considerations also severely limit 
the extent to which we may compare two or 
more Repertory Grids. Some researchers: have 
added, or subtracted, values from the same cells 
of different Grids and analyzed the resulting 
matrix. In this way it was hoped that com- 
pound Grids made up of several individuals’ 
Grids could provide data on a collection of 
individuals. Similarly, it was thought that a 
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THOUGHTFUL 
/ DETERMINED 


X | MOTHER 





Diacram 1.—Factor analysis of the example grid. 


‘differences Grid’ formed by subtracting only 
two Grids could be used for comiparative 
analysis. Clearly, the adding and subtracting of 
Grids with ratings-type data is invalid—such 
figures are meaningless. Such operations may 
be permissable with ranked data, but this does 
constitute a rather crude form of analysis. In 
addition, this approach to comparative analysis 
seems methodologically doubtful,. since it is 
inappropriate to have to use the same set of 
provided constructs for several. persons (see 
Caine and Smail, 1967). What is needed would 


seem to be a method of comparatively analyzing 
Repertory Grids on which respondents would be 
free to choose their own constructs. 

Additional minor problems arise with missing 
data. It seems wrong to pressure respondents to 
‘fill in’ a cell if they find it inappropriate to 
apply a construct to a certain element. It is also 
erroneous for the researcher to ‘guess’ the values ' 
of missing data. The absence of data should, I 
think, itself, be treated as data especially as the. 
work of Landfield (1976) suggests that a 
relative abundance of missing entries is asso- 
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ciated with personal problems.: An adequate 
method of Repertory Grid analysis, therefore, 
needs to take some account of missing data. 


Adequacy of analysts 

The user of Repertory Grids is faced with a 
choice of employing a computationally simple 
method of analysis or using a more elaborate 
technique, which certainly necessitates the use 
of a computer. Both simplistic and elaborate 
methods raise questions about the adequacy of 
the results they provide. 

Less sophisticated methods, such as those 
described by Bannister and Mair (1968), tend 
to make simplifying assumptions which can 
result in misleading results. In addition, not all 
the results that we might require can be 
provided with such a method. For example, 
Bannister’s method (Bannister and Mair, 1968) 
presumes the orthogonality of the two constructs 
that explain the most variance, and this might 
imply erroneous representation of the data. 
Bannister’s method does not provide figures to 
plot the elements in relation to the structure of 
the constructs. 

Different problems are encountered with 
factor analysis. Here the major problem is how 
to describe verbally the derived factors. For 
example, Diagram | shows a rotated two-factor 
solution of our example Grid, but the factors 
are very hard to label. It seems to me that it is 
wrong for the researcher to apply his verbal 
descriptions to some other person’s construct 
systems, as this presumes that the constructs 
have the same meaning for researcher and 
respondent. It is also probably difficult for the 
respondent to find high-level constructs with 
which to label the results of factor analysis. One 
of the advantages of cluster analysis is that the 
clusters are effectively self-labelling. 

An adequate form of analysis must then avoid 
over-simplifying assumptions and present the 
results in a comprehensible form. 


A method of analysis 


Based upon the above considerations, I have 
adapted a method of cluster analysis to be 
suitable for Repertory Grid data. It is hoped 
that several of the problems encountered with 
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other methods will be less prevalent with this 
technique. - 

I shall assume that all the Grid data have been 
rank-ordered row-wise (i.e. construct-wise), and 
shall employ rank-order correlation coefficients 
as a measure of relationship between constructs. 
Rank-order correlations are very quick to 
calculate. 

The essence of the analytie method is Forgy’s 
method of cluster analysis (Anderburg, 1973). 
Forgy’s procedure defines each cluster by a 
‘seed point’; in the case of Repertory Grid data, 
a seed point will consist of a row of numbers 
similar to the rows of the Grid. I shall define the 
construct as the adjective(s) associated with 
each row of the Grid and the rows of the Grid as 
construct row vectors, in order to distinguish 
between the semantic label and the numeric 
row vector. The procedure is an iterative one 
involving clustering (i.e. associating) each 
construct row vector of the Grid data with the 
seed point with which its absolute correlation is 
greatest, then finding new seed points as the 
arithmetic means of the row vectors in each 
cluster, and then clustering again. The proce- 
dure terminates when an iteration produces no 
change in the clustering (i.e. each construct row 
vector remains in the same cluster). More 
explicitly, the method involves: 


Step 1: Choose k initial seed points. There are 
several ways of choosing initial seeds (see 
Anderburg, 1973), but simply selecting k 
construct row vectors from the Grid data works 
quite well. 

The number of seed points, k, is a matter of 
personal choice. For normal Grid data, two or 
three seeds (and, hence, the same number of 
clusters) are usually sufficient. 


Step 2: Rank-order correlate each construct 
row vector with each seed point, and cluster 
each construct with that seed with which the 
magnitude of its correlation is greatest. Ignore 
the sign of the correlation coefficient at this 
stage. ° 


Step 3: If one or more of the construct row 
vectors has now changed its cluster membership, 
then go on to Step 4, else terminate the cluster- 
ing. 
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The number of iterations required is usually 
very small, say less than four, although this 
figure will increase with the number of con- 
structs in the data and the number of seeds used. 


Step 4: We now have k clusters. Find a new 
seed point for each by taking the mean row 
vector of the constructs in the cluster. Where a 
construct row vector correlates negatively with 
its seed, we need to ‘reflect’ its rankings, i.e. the 
highest rank becomes the lowest, the lowest 
becomes the highest, and so on. Failure to do 
this means that the new seed will not be found 
in a logically consistent manner. ‘Reflected’ 
rankings are only used in the calculation of new 
seeds. The iterative procedure now continues 
by going back to Step 2. 

This is a relatively simple and quick procedure, 
usually involving much less arithmetic cal- 
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culation than the computation of a correlation 
matrix. It provides a clustering of constructs 
with correlations with each seed rather like 
‘factor loadings’. It also gives element scores on 
the cluster seeds in terms of rank scores. 


This form of cluster analysis applied to the 
example Grid required only two iterations when 
using two arbitrarily chosen construct row 
vectors of the Grid as the initial seeds. Using 
other seeds gave very similar results. The 
results are given in diagramatic form below. 


The axes are not perpendicular because a 
small correlation was found between the 
cluster’s centroids (i.e. final seeds). It is question- 
able if clusters ought to be orthogonal, as we 
cannot really expect construct subsystems to be 
totally independent. Indeed, correlations be- 
tween cluster centroids is a useful indicant of 





Diacram 2.—Cluster analysis of the example grid. 
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how dependent construct subsystems (as repre- 
sented by clusters) are. 

If we have a construct row vector with 
missing data units (i.e. a cell is empty), then we 
may still find rank order correlations and 
cluster the construct. -When we correlate the 
construct row vector with another we imagine 
that the corresponding cells in the other seed 
row vector are also missing and reduce the 
number of data units (elements) in our cal- 
culation. Ranking and the~calculation proceeds 
normal. We cannot use a construct row vector 
with missing entries in finding cluster centroids. 
For this reason, too much missing data will 
produce anomalous results. 

With this method it is perhaps best to 
determine a number of solutions using different 
number of clusters (say between one and three), 
and then to choose that solution which appears 
best. The quality of a clustering may be judged 
by examining the absolute values of the corre- 
lations between construct and seed row vectors. 
Ideally every construct should correlate highly 
with its cluster seed. If high construct-seed 
correlations are possible with fewer clusters, then 
presumably this would be a more preferred 
solution. Should a set of constructs correlate 
poorly with their seeds, this would suggest more 
clusters (i.e. seed points) are needed. The 
simplicity of this method makes it feasible to 
obtain two or three cluster solutions with 
the use of a pocket calculator. ' 


Comparative analysis , 

As we have seen, accepted methods of 
Repertory Grid analysis do not extend very well 
to comparative analysis. The new method 
described above has much less of a problem in 
performing comparisons. 

Assuming we have two Repertory Grids with 
the same elements but different constructs, then 
we may parcel all the constructs together and 
cluster analyze the compounded Grid. The 
results of such an analysis would permit us to 
determine the similarity and differences between 
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the Grids, as judged by the extent to which they 
share the same clusters. Relations between the 
constructs of the Grids are also examinable. 

With more than two Repertory Grids it 
becomes impractical to pool all the constructs 
together into the same cluster analysis. This 
does not produce much simplification of the 
data. Quite a useful method of comparative 
analysis may, however, be performed by com- 
pleting a second cluster analysis on the final seed 
points derived from separate cluster analyses of 
all the Repertory Grids. In detail this would 
involve determining one or two clusters for each 
Grid by the method described above, and then 
pooling all the final cluster seed points into a 
second cluster analysis. If we take the seed 
points of the cluster analysis of each Grid as some 
numeric summary of the Grid itself, then our 
second cluster analysis gives us a representation 
of how clusters from different Repertory Grids 
are related. We might, for example, use this 
method io determine how the construct sub- 
systems belonging to the members of a family or 
group were tied together. 
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Havelock Ellis and his ‘Studies in the Psychology of Sex’ 


By JOHN JOHNSON 


SUMMARY The life of Havelock Ellis is described; his personality 
and life experiences are related to the writing of his major work. 
Important sections of the ‘Studies’ are summarized and their relevance 
to contemporary sexology is emphasized. 


Introduction 


Sexology had its origin with the publication 
of Psychopathta Sexualis in 1886 (Johnson, 1973). 
The end of the last century was the golden era 
of German psychiatry, and in sexology major 
contributions were made by Moll, Bloch, 
Hirschfeldt and Freud. Havelock Ellis was the 
only major contributor to the subject from the 
English-speaking world, and his Studies made a 
major impact on Victorian attitudes to the 
normal and the abnormal aspects of sexuality 
(Hoenig, 1977). Isaac Goldberg (1926) wrote 
the first biography of Ellis, and said of him ‘It 
seems appropriate that the first book upon 
Havelock Ellis should appear in the United 
States: for it is in Germany and America, rather 
than his native England, that Ellis has been 
appreciated at anything like his true worth’. 

Ellis has been described as a pioneer in the 
scientific study of sex, a thinker, a critic, an 
essayist and editor. His life paralleled that of 
Freud, and they both died in the same year, 
1939, Ellis then being eighty. In addition to his 
Studies Ellis wrote extensively on social and 
literary topics, and made early suggestions about 
the setting up of a National Health Service 
(Ellis, 1917). He made contributions on such 
diverse topics as forensic psychiatry (Ellis, 1890) 
and sexual dimorphism (Ellis, 1894), and even 
attempted to emulate Galton by writing a book 
on British genius (Ellis, 1927). His capacity for 
research was, however, limited in comparison 
with his literary talent and enormous output. 

He was born in Croydon in 1859, the eldest 
of five children, the others all being girls who 
never married. He grew up in a close, affec- 
tionate maternal relationship, while his father, 
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who was a ship’s captain, exerted little influence 
on him in his early years. He was a sensitive, 
intellectually precocious child, who wrote his’ 
first book, Gems of the Bible, at the age of 12. 
As a young man, he was good-looking and 
attractive to women. He first used the word 
‘narcissistic’ to describe a specific type of 
sexual attitude, and there are grounds for 
describing Ellis himself as a narcissistic person- 
ality—he devoted five full pages of his auto- 
biography, My Life, to the description of his own 
looks (Ellis, 1940). His wife, Edith Lees, was 
later to describe him as ‘embarrassingly’ shy, 
with awkward movements, a high thin voice, a 
lack of small talk and a habit of never looking 
you in the eye’. 

He left school and the female environment of 
his home at the age of 17 to accompany his 
father to Australia, where he became a teacher. 
He spent three years in an obscure settlement, 
Sparkes Creek, where he underwent an adoles- 
cent crisis, experienced an intense religious 
conversion and was tortured with self-doubt 
about his own emerging sexuality. It was as a 
result of this that he decided to devote his life 
to the study of sexual behaviour, and said 
‘I would make it the main business of my life 
to get to the real natural facts of sex for all, and 
so spare the youth of future generations the . 
trouble and perplexity which this ignorance has 
caused me’. At the age of 21 he decided that a 
medical training was necessary to achieve this, 
and returned to England to become a medical 
student at St Thomas’s Hospital. From the 
outset, however he had no desire for ‘the 
ordinary physician’s life’, and largely because of 
his extra-curricular activities took seven years to 
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qualify L.M.S.S.A. He then moved to Blackburn 
as a locum tenens in general practice. At the 
end of this appointment he contracted scarlet 
fever, and returning home communicated the 
infection to his mother. Her death caused him 
profound grief, with much guilt and self- 
reproach. 

A year later, while a locum in Cornwall, he 
met his Oldham-born wife, Edith Lees. Edith 
knew him from his published views on free love 
and sexual freedom, and it must have come as 
something of a shock to her after their marriage, 
to find that the ‘sage of sex’, as he had come to 
be known, was impotent. This topic became the 
subject of a novel, Kits Woman, which Edith 
wrote and which has its theme in common with 
D. H. Lawrence’s Lady Chatterley. Edith had a 
family history of manic-depressive psychosis and 
was advised not to have any children. Less than 
three months after their marriage, and perhaps 
as a result of Ellis’s impotence, Edith became 
involved in a series of homosexual relationships; 
and it was around this time that Ellis began to 
write what was intended to be Volume 1 of his 
Studies, entitled Sexual Inversion. For many years 
their platonic relationship remained stable and 
she became a well-known lecturer on sexual 
freedoms, particularly in the United States, 
although her life was punctuated by episodes of 
depression and later by a determined suicide 
attempt. She died in a diabetic coma in 1916. 

The marriage of a female homosexual to a 
constitutionally impotent male clearly resulted 
in a complex emotional interaction in which 
there was much respect and dispassionate love: 
the problem of mate selection continued to 
preoccupy Ellis throughout his life (Calder 
Marshall, 1959). Ellis’s sexual relationships 
before his marriage to Edith had been no more 
successful, although he was extremely attractive 
to women. Even his relationship with the 
celebrated South African authoress, Olive 
Schreiner, ended in mutual disenchantment 
after their disastrous holiday in Derbyshire, 
where Ellis’s impotence again manifested itself 
in the face of Olive’s passionate desires. 

Sexual Inversion was published in Germany in 
1896. Ellis then invited the interest of the 
English publishers, Williams and Norgate, who 
were advised against publication because of the 
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emotive content of the work, although it was 
intended for a strictly professional readership. 
In 1897 Ellis sought a new publisher, and was 
put in contact with the unscrupulous Roland 
De Villiers, who undertook to publish the book 
under the imprint of the ‘Watford University 
Press’. 

The book sold quietly for a year. One of the 
main booksellers was an assaciate of De Villiers 
named George Bedborough, who was the 
organizing secretary of the Legitimation League. 
This was ostensibly a society for the legal 
reform of marriage and legitimacy, but it was 
known by the police to be a front for anarchists. 
The selling of Sexual Inversion by Bedborough 
provided the police with just the opportunity 
they had been seeking, and they were able to 
arrest him for selling pornographic literature and 
confiscate copies of the Studies. He was brought 
to trial at the Old Bailey in October, 1898, and 
although Ellis himself was not directly involved 
the trial gave the Studies a notoriety he never 
wished for. 

At the last minute, Bedborough decided to 
plead guilty to the charge, and the defence 
collapsed. Some years later De Villiers, arrested 
for other offences, committed suicide. Ellis, 
disillusioned, sought publication in America by 
the firm of F. A. Davis. He finally completed 
the seven volume work in 1928. A shorter 
student’s manual of the Psychology of Sex was 
published in 1933, and remains one of the best 
texts on the subject for medical students. 

Eventually the Studies received world-wide 
acclaim, though Ellis’s wife Edith remained 
sarcastic about the work. ‘His sex books are 
motley. He is a poet and a philosopher and all 
the rest is nonsense’. Her view may have arisen 
from his devoting a whole volume to sexual 
inversion, which was her problem, and only a 
few paragraphs to impotence, which was his. 


The ‘Studies’ 

This is Eliss major work and the one for 
which he will be remembered. It begins with an 
essay on Modesty, which he defined as ‘an 
instinctive fear, prompting concealment, about 
sexual processes’. He was always afraid of 
women, and for this reason insisted that 
‘modesty in women was necessary for the arousal 
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of the normal male’. He supported this with a 
quotation from Burton that ‘the greatest 
provocation of lust is from apparel’, and with 
numerous other anecdotes from Casanova to 
Shakespeare. Modesty, he insisted, was related 
to the proximity of the genitalia to the excretory 
organs. This provoked disgust which had to be 
overcome before sexual arousal could occur, and 
here he cited his own experiences in midwifery. 
He analysed his own morbid sexual arousal by 
urination in women; he termed this undinism, 
and in his autobiography he dated it to the 
singular occasion when his mother, dressed in 
full-length skirt, urinated in his presence while 
they were visiting the London Zoo. He added: 
‘It was not until the age of 16 that the trait 
became a conscious and active element in my 
mind. It proved of immense benefit to me for 
it was the germ of a perversion, and it enabled 
me to understand sympathetically the nature of 
perversions’. 

Ellis was responsible for introducing the term 
auto-eroticism, and he discussed at length the 
universal indulgence in masturbation in both 
sexes, and its role in causing impotence and 
frigidity where its habitual practice becomes 
the individual’s preferred form of sexual 
behaviour. Nonetheless, he condoned the prac- 
tice as a necessary sexual sedative in organized 
society. He emphasized how common was 
sexual anaesthesia in women, and, based upon 
his anecdotal case histories, he attributed it to 
constitutional factors. 

It is understandable that Ellis in the early 
years of his studies was impressed with the 
writings of Freud. He corresponded freely with 
Freud, who invited him to join the International 
Psychoanalytical Association. But Freud later 
became annoyed by an article Ellis wrote in 
1921, describing Freud quite casually as an 
artist and not a scientist; he attributed this to 
Ellis’s ‘highly sublimated resistance’. Ernest 
Jones said ‘Finding himself displaced by Freud, 
his jealous nature led him to write about his 
work with increasingly carping spirit, which 
ended in a completely negative attitude’. From 
then on, a wide gulf which never closed de- 
veloped between their views on sexual biology. 
Ellis’s final summing up of his views on Freud 
are to be found in an article in the Journal of 
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Mental Sciences for 1917, where he wrote as 
follows: 


‘It must not therewith be concluded that any of 
the conceptions Freud has so artfully woven will of 
necessity endure permanently. He changes them so 
often himself that ıt would be foolish to suppose that 
his successors will not continue the same process. In 
this respect we may compare him with Lombroso .. . 
His theories have been proved to be often defective, 
even his facts will not always bear examination .. .Yet 
he enlarged the human horizon, he discovered new 
fields for fruitful research and new methods for 
investigating them. That was somethmg bigger than 
either a sound theory or a precise collection of facts, 
for we do not demand of a Columbus that he shall be 
a reliable surveyor of the new world he discovers. 
Freud, similarly and to a greater extent, has enlarged 
our horizon. He has shown the existence of a vast 
psychic field of which before we had but scanty 
intimations. The human soul will never again be to 
human eyes what it was before Freud explored it’. 


Ellis wrote extensively on those forms of 
sexual deviation which he preferred to call 
erotic symbolism, which he defined as, ‘A 
tendency whereby the attention is diverted 
from the central focus of sexual attraction to 
some object or process which is on the periphery 
of this focus, or is even outside it altogether, 
although recalling it by association of con- 
tiguity’. He gave extensive descriptions and 
biographies of the Marquis de Sade and 
Sacher-Masoch, and the early influence of 
psychoanalysis upon Ellis is obvious in his 
statement that love was a combat in which 
women are stimulated by physical submissive- 
ness, whilst the male characteristic was the 
display of force and the infliction of simulated 
pain in the orgasm—Ellis equated this with an’ 
epileptic fit or death. He emphasized how 
common was some element of sexual symbolism 
in all sexual relationships and held that the 
origin of pathological degrees of erotic sym- 
bolism arose from some congenital predis- 
position associated with precocious sexual 
experience. Unlike many of his continental 
contemporaries, Ellis was not a practising 
physician and relied heavily upon anthro- 
pological data and personal contacts from which 
to draw his conclusions. Compared with 
modern textbooks, Ellis had little to say about 
the treatment of sexual anomalies, and man- 
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agement was largely directed at the patient 
coming to terms with his difficulties and modify- 
ing life accordingly. This was well demon- 
strated in his lengthy case report “The History 
of Florrie, and the Mechanism of Sexual 
Deviation’. Florrie was a disturbed young 
woman who wrote to him and whom he treated 
by correspondence. Over a three year period, 
he sent her no less than sixty lengthy com- 
munications, and eventually he wrote up her 
case in the Psychoanalytic Review in 1919. She 
was afflicted with desires for flagellation, 
associated with urolagnia. She was eventually 
reconciled to having sexual relationships with 
her husband, but without gratification. Ellis’s 
conclusion is all-important—‘The therapeutic 
result, as always in this field, does not lie in the 
personality being forced into a rigid alien 
mould, for that would not be normal. It lies in 
enabling the subject to see herself not being 
artificially changed but being rightly har- 
monized’. 

In his volume on homosexuality or, as he 
preferred to call it, sexual inversion, Ellis 
distinguished homosexuality from trans- 
sexualism, for which he used his own term, 
eonism, after the biographical descriptions of 
the Chevalier d’Eon. He gave a lengthy 
illustration in the case history of ‘James’ Barrie, 
who became the head of the Army Medical 
Services in the early 19th century, emphasizing 
the absence of sexual eroticism in this condition, 
an observation not sufficiently brought out in 
recent accounts. Ellis gave some fascinating 
descriptions of the Molly houses, where homo- 
sexual practices were solicited in the 19th 
century, and illustrated his ideas about homo- 
sexuality with twenty case histories of homo- 
sexuals known personally to him. He devoted 
an equally detailed section to homosexuality in 
women, an interest no doubt determined by his 
wife’s orientation. He concluded that homo- 
sexuality was not a disease but a biological 
variant, and emphasized how it could occur 
through circumstance, through seduction or 
through disappointments in love—with the 
last, no doubt, accepting responsibility for 
Edith’s homosexual involvement. He recognized 
masturbation as a reinforcing mechanism, in 
line with present-day behaviouristic theory, but 
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basically his view was that an inborn organic 
sexual impulse was necessary. Again he had 
little to say about treatment; he mentioned 
hypnosis and association therapy, but here 
again his own views can be seen as in line with 
present-day methods of management. He 
concluded ‘I am inclined to say that if we can 
enable an invert to be healthy, self-restrained 
and self-respecting, we have often done better 
than to try and convert him into a mere feeble 
simulacrum of a normal man’. 

In recent years, there has been a renewed 
interest in sexual physiology, derived from the 
Masters and Johnson publication The Human 
Sexual Response. They claimed that ‘there is an 
abysmal level of knowledge of the uterus and 
sexual organs in response to sexual stimulation’. 
(Masters and Johnson, 1966). This is far from 
true, and Ellis in his section on detumescence 
described many experiments in animals and 
observations in man of the rhythmic contrac- 
tions of the vagina, uterus and Fallopian tubes 
during orgasm, and of the erection of the uterus 
through its own musculature and the round 
ligaments. He referred to the Greek views of the 
uterus as an animal with movements of its own, 
and reminded us that even Aristotle knew that 
the womb was capable of aspirating seminal 
fluid deposited in the vagina. The active part 
played by the uterus and Fallopian tubes during 
orgasm was common knowledge in the bio- 
logical circles of Ellis’s day, and it is difficult to 
see why so many clinicians have become 
excited by similar descriptions by Masters and 
Johnson nearly fifty years later. 

Ellis’s comments on impotence were sparse. 
He had some strange views, such as that vesical 
projectile power equated with sexual potency, 
and that inability to whistle was highly corre- 
lated with impotence—he was deficient in both 
of these capacities. It was only when he was in 
his sixties that he finally achieved sexual 
potency with the young Françoise Lafitte. 
Ellis’s impotence throughout his marriage to 
Edith Lees drew comments similar to those 
made about his contemporary, Bernard Shaw, 
that he was a latent homosexual. There is no 
evidence to support this, and his impotence 
seems to have been of an early-onset con- 
stitutional type (Johnson, 1968). 
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The sexless pattern of his own married life 
must’ have determined his own views on 
marriage. He gave a lengthy anthropological 
discussion on marriage with quotations from 
Fraser’s Golden Bough and Westermark’s History 
of Marriage. He advocated prolonged pre- 
paration for marriage, advising that people 
should live together for many years and follow 
‘the sound Catholie plan of a novitiate, for the 
purpose of determining this true vocation’. 

He emphasized the nature of the slow sexual 
arousal of the female, and the necessity for 
sexual education in this matter for the male. He 
was in no sense in favour of what today is called 
Women’s Lib, and was vehemently against 
women attempting to emulate men in the 
professions. Women, to Ellis, were in all ways 
different from men; they had different roles and 
different attributes, and they should have 
freedom of opportunity to nurture these. 

In spite of his impotence, Ellis wrote a 
section on “The Art of Love’, but it was- not 
influenced by his own experiences. He empha- 
sized how common were fellatio and cunnilingus 
as sexual preliminaries in all sections of society, 
thirty years before Alfred Kinsey was to 
underline this point, and he upheld coitus 
reservatus as the ideal to which all men should 
aim in the art of love. Sexual chastity and 
abstinence much concerned him, and he gave an 
. Interesting discussion of the evidence for its 
harmful effects upon mental processes, parti- 
cularly in the male, and of its role in the 
causation of sexual perversion and impotence. 

Arising from this was the contemporary 
discussion about the role of the physician in 
advising patients, especially men, about in- 
dulgence in extra-marital intercourse for the 
treatment of impotence. This has particular 
relevance to the use of surrogate partners in the 
sex therapy of Masters and Johnson. Ellis saw 
this advice as no part of a physician’s duty. ‘In 
giving such a prescription, the physician has not 
in fact the slightest knowledge of what he may 
be prescribing . . . The solution must be for the 
patient himself to work out as best he can, for 
it involves social and other considerations, 
which, while they are by no means outside the 
sphere of medicine, are certainly entirely 
outside the control of the individual private 
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practitioner of medicine. He is recommending 
a remedy the nature of which he could not 
publicly avow, and so destroying public 
confidence in himself’. 

The final volume of the Studies is devoted to 
sexual behaviour in relationship to society, as 
opposed to the individual, and it was the 
volume which most appealed to its author. He 
surveyed the fields of sex education, marriage, 
the art of love, morality, venereal disease, 
procreation and abortion. He was a firm 
believer in sex education by the mother, 
although from his autobiography it is doubtful 
if his own mother ever enlightened him. He 
continually emphasized Victorian views on 
alcoholism, its detrimental effects on sexual life 
and its harmful effects upon the foetus in the 
intoxicated pregnant woman. He cited experi- 
mental evidence from 1906 on the teratogenic 
effects of alcohol in pregnant animals to support 
his assertions on its effects in humans. This is 
relevant to the recent work reporting a sig- 
nificant incidence of mongoloid features in 
children born to alcoholic mothers. This 
volume was largely based upon social anthro- 
pological data, but its conclusions can still be 
read with profit. 


Conclusion 


After the completion of the Studies in 1928, 
Ellis wrote little else of importance although he 
lived for a further eleven years. As a postscript 
to his autobiography, he concluded ‘The work 
I was born to do is done, as the great poet wrote, 
when at last he had completed his task. Al- 
though I am not entitled to sing any Nunc 
dimittis, I am well aware that the task that has 
occupied the best part of my life can have left 
few years and little strength for any work that 
now comes after’. 

Havelock Ellis is now almost a forgotten 
figure, and his Studies are being superseded by 
less erudite but more popular works. He was 
one of the great Victorian medical scholars, and 
his magnum opus greatly influenced the medical 
and social attitudes towards sexual behaviour, 
and indeed still has much to say today. He will 
not be remembered like Darwin, Mendel or 
Kraepelin for changing the direction of his 
subject, or for the originality of his work, but 
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he will claim a unique place in medical history 
for his ability to synthesize and consolidate 
widespread knowledge in the field of sexual 
biology, to evaluate it and present it in a 
scholarly manner. 
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Comments 


a ee O 
This is the first of a series of short reviews and reports on topical matters. They are intended to be useful in 
some aspect of clinical practice or to report an interesting new growing point in neuroscience, or to give a 
synopsis of the current situation in some area of psychiatry. They should reflect topical interests, what people 
talk about both informally and at society meetings. Some may be valuable in the training of young psychiatrists, 
others in the further education of consultants, and yet others will prove starting points for new investigations. 


VIOLENCE 


At the Autumn Quarterly meeting of the Royal 
College of Psychiatrists three papers on violence were 
presented. 

Gayford described again the characteristics of his 
collection of a hundred battered wwes he had inter- 
viewed, (Gayford, 1975), with some account also of 
what they said about their husbands. (Not even 
Gayford has managed to interview many of the 
husbands). He carefully defined the battered wife as a 
woman who had received deliberate, severe, repeated 
and demonstrable physical injury from her partner. 

They came from unhappy childhood homes in 
29 per cent of cases, and the husbands were a violent 
group of men, of whom 52 per cent had been in prison, 
most of them for crimes of violence. Only two-thirds 
of the women had been brought up by both parents 
until the age of 15, and they reported having had 
aggressive mothers or aggressive fathers in a quarter 
of cases each. They were definitely not handicapped, 
on the whole, by poor education, and Gayford was 
struck by the number of competent women married 
to less organised men, although he also noted highly 
incompetent and disorganized women in the series. 
All social classes were represented, Class I not being 
rare, even among the residents of Chiswick Women’s 
Aid. 

Courting followed by engagement had been 
uncommon—the extraordinarily high percentage of 
62 having been pregnant at marriage, which was at 
the average age of 21, not particularly young. They 
usually eschewed birth control and had an average of 
three children with them. Sexual relations with the 
husband were reported satisfactory in 50 per cent of 
the women, which is perhaps surprising. Distur- 
bances reported at high rates were claims of having 
been raped (not counting husbands or men whom they 
later married) in 23 per cent, and of having experi- 
enced incest in 9 per cent. They appear to be a highly 
heterosexual group, and also never accused their 


husbands, despite ample opportunity for bitter 
recrimination, of homosexuality. Thirty-seven per 
cent admitted to having ‘battered’ their own children. 

Gayford agreed with others who have found 
jealousy in the husbands an important factor, as well 
as drinking. The women claimed, and we have only 
their word for it, that 52 per cent of the husbands got 
drunk every week, 22 per cent occasionally, and 
44 per cent of the husbands battered their wives only ' 
when drunk. 

Formulation of the problem would proceed on 
classical psychiatric lines with interaction between 
constitutional factors before the incidents (jealous 
nature, low tolerance of frustration and aggressive- 
ness in the husbands), and precipitants at the time 
(arguments, provocative nagging by the wives ; 
mounting frustration, and drinking, in the men. Thè 
couples set up their violent mini-societies in the setting 
of our increasingly violence-permitting society. 

Professor Gibbens spoke about rape, not re- 
capitulating his research follow-up (Gibbens, Way 
and Soothill, 1977) but discoursing more generally on 
the subject. He said that 7 per cent of convicted ‘ 
rapists receive psychiatric forms of disposal. Ten per 
cent of the patients at Broadmoor (and 7 per cent at 
Rampton Hospital) are rapists. In this country the 
number of prosecutions has been rising sharply, in 
fact doubling every decade, although curiously the 
proportion acquitted remains unchanged around 
23 per cent.’ : 

He mentioned his work on the Heilbron working 
party and the resulting Sex Offences (Amendment) 
Act of 1976. By this legislatian rape is defined as 
unlawful sexual intercourse knowing that the woman 
was not consenting, or being reckless whether she was 
or not. Accordingly, if the accused man can convince 
the jury that he really thought she was consenting, he 
should be acquitted, to the mortification of the woman 
who knows that she was not consenting and was 
violated despite showing her lack of consent. This 
provision understandably upset many women and 
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their lobbies, an upset not much mollified by another 
provision of the Act that’ the victim must remain 
anonymous in Court (and so does the accused, until 
conviction). Evidence of the woman’s past life is now 
generally not admissible, although this can be over- 
turned if the judge is convinced by arguments, heard 
ın the absence of the jury, that justice requires him 
to allow such evidence. The main problem in Court 


remains the need to have evidence corroborating the , 


victim’s account. Without this evidence (usually 
forensic examination) accused men will be acquitted, 
which is unavoidable unless the onus of proof, in 
cases-of rape only, were changed to require the man 
to prove his innocence. 

Professor Gibbens’ then discussed our ignorance 
about- behaviour which might approximate to rape 
during sexual activity at large in the population. 
How often do men press intercourse on more or less 
reluctant women? How many women fail to consent 
fully but fail to protest unequivocally? We scarcely 
know, although one American study among students 
found a quarter of the sexually active men admitting 
to incidents of intercourse while they knew the girl 
was reluctant, crying or begging them to stop. 
Clearly there are enormous possibilities for mis- 
understanding over teasing and acting, even with 
good faith or affection on both sides. 

Dr Fottrell had surveyed incidents of mtentional 
physical violence, by in-patients in two mental hospitals 
(including Tooting Bec, where two nurses had been 
killed by patients) and a small acute unit in a general 
hospital. He found abundant petty violence and very 
rare major violence. As clinicians expected, many of 
the incidents were caused by a very few troublesome 
patients. His figures were that 10 per cent of patients 
were recorded as having acted violently and that 
2 per cent of patients accounted for 55 per cent of all 
violent incidents. Unfortunately his work did: not 
allow of calculations of rates of frequency of incidents 
for comparing sex, age, diagnosis, and hospitals. 

No overall theme emerged. and social issues 
concerning violence were not discussed. This eschew- 
ing of views on major issues 1s typical of the eclectic 
and, surely, modest philosophy of British Psychiatry. 
The research proceeds with high scientific standards 
investigating particular circumscribed subjects—the 
equivalent in research of the ‘piecemeal social 
engineering’ in the field of action, advocated by 
-Popper (1945). 

Meanwhile violence seems to be ever more 
prevalent, or at least accepted and assumed to be 
prevalent, in television, films, sport, picketing, 
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hostage-taking, terrorism. Do we have anything to 
say about this? Eysenck and Nias have helped by 
summarizing the psychological research evidence on 
Violence and the Media (Eysenck and Nias, 1978) 
and there is another recent book, ‘Violence and the 
Family’ (Martin, 1978). Do psychiatrists have any 
knowledge of these secular changes? Can we comment 
on the chicken and egg problem of whether the arts 
reflect a violent society, or help to create ıt, or both 
in a continuing process ? 

Are we sufficiently aware of the problems of the 
scope of definition of violence? Gayford and Fottrell 
used simple definitions of, physical injury, and 
Gibbens had a legal category, rape. So violence is 
hitting or forcibly penetrating people. But this 
definition will not do. Rape may not be rough if 
the woman submits under threat, Is all threat and 
coercion violence? Children say that ‘sticks and 
stones may break my bones, but words can never 
hurt’, and we know how untrue that 1s. We are as 
‘hurt’ by insult as by injury, and angry patients in the 
wards are usually described as ‘verbaily aggressive’ 
by the nurses. 

Perhaps violence in the family should reasonably 
include double-binds, scape-goating and all forms of 
emotional blackmail. More widely still, there are the 
social, politcal and economic forms of pressure and 
control which we rarely discuss ın our professional 
capacity. Szasz (1971) irritated us by trying to rub 
our noses in the psychiatric relevance of this when 
he said that not only is involuntary confinement of 
patients in hospital a form of violence but that the 
mere existence of the legislation is a form of violent 
pressure on all informal patients. He is extreme, but 
surely he is not completely wrong. It all depends on 
what you mean ‘by violence, or in the words of a 
thought-provoking graffito (on a wall in Oxford in 
1968) ‘The question is, who is defining violence’. 
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PITUITARY FUNCTION AND PSYCHOSIS: 
CAUSE OR EFFECT? 


The changes in pituitary gland function in mental 
illness are under intensive study. This is because the 
regulation of pituitary function by the brain involves 
monoamine neurotransmitters, and changes in 
hormonal secretion may thus reflect general fluctu- 
ations in monoaming activity in the brain. Char- 
acteristic patterns of change of diagnostic and 
therapeutic significance may also emerge. Thus, 
adrenocorticotrophic hormone secretion and adrenal 
corticosteroid activity are enhanced in depression, 
largely through the occurrence of additional secretory 
spikes of ACTH and the lack during the late evening 
or early morning of the normal fall in cortisol 
secretion. Dexamethasone is leas’ able to inhibit 
ACTH secretion in depression, while a fall in plasma 
glucose may less readily induce growth hormone 
secretion (Ettigi and Brown, 1977; Gruen, 1978). 
Nevertheless, there is no assurance that a mono- 
amine neurotransmitter system concerned with 
pituitary function is affected in the same way as one 
influencing psychic outlook. 


Alternatively, pituitary hormones, or the peptide 
neurohumors governing their release, may modify 
mental function by a direct action on the brain, and 
the evidence for this is becoming persuasive. The 
direct actions of the releasing factors upon the brain 
have been reviewed elsewhere (Donovan, 1978), so 
that we need only note that the gonadotrophin- 
releasing hormone may also influence sexual be- 
haviour, that the activities of thyrotrophic hormone- 
releasing factor in depression have merited extensive 
clinical trial and that the list of effects of growth 
hormone release-inhibiting factor (somatostatin) on 
brain function is growing. With regard to the 
pituitary hormones themselves, prolactin secretion 
has long been associated with. nursing- behaviour in 
laboratory animals, while quite recently impotence in 
men has been relieved by depression of prolactin 
secretion (Franks et al, 1978). Information of this 
kind, though fragmentary, takes on added interest 
in view of the high correlation between prolactin- 
releasing potency and the antischizophrenic activity 
of a series of neuroleptics (Langer et al, 1977). 

There are also changes in learned behaviour and in 
the EEG in animals and man following treatment 
with adrenocorticotrophic hormone or « or g- 
melanocyte-stimulating hormone. The responses are 
not mediated by changes in adrenal function, for 
fragments of the ACTH molecule virtually devoid of 
trophic action on the adrenal gland are also effective. 
Likewise, the neurohypophysial hormone vaso- 
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pressin has marked effects upon avoidance behaviour 
in rats, effects mimicked by variants of the molecule 
lacking anti-diuretic potency and antagonized by 
treatment with an antiserum to vasopressin (Donovan, 
1978; Nemeroff and Prange, 1978). 

In considering the physiological validity of such 
observations the question arises whether sufficient 
amounts of pituitary hormone or releasing -factor 
normally reach the brain to modify neural activity. 
Here new information is of especial value. For a long 
time the hypophysial portal blood vessel system has 
been regarded as a one-way channel of communi- 
cation between the hypothalamus and ‘hypophysis, . 
although some evidence to the contrary was available. 
Hungarian observations, for example, indicated that 
blood left the median eminence to re-enter the 
hypothalamus, and that surgical removal of the 
posterior lobe of the cat hypophysis, without inter- 
ference with the pars distalis led to severe necrosis of 
the anterior lobe (Szentágothai et al, 1962), perhaps 
through disturbance of the venous drainage through 
the pars nervosa. Others have been puzzled by the 
paucity of vessels draining the anterior lobe, and in 
a thoroughgoing study of the monkey pituitary gland 
Bergland and Page (1978) concluded that while the 
entire afferent supply to the anterior lobe was 
derived from the portal vessels, the capacity of the 
veins draining the adenohypophysis appeared small 
when compared to that of the long portal vessels 
supplying the organ. It seemed likely that the short 
portal vessels could carry blood from the adeno- 
hypophysis to the posterior lobe and pituitary stalk, 
and back to the hypothalamus. Flesh has. been added 
to these anatomical bones by the finding that higher 
concentrations of prolactin and growth hormone were 
present in the intracranial carotid artery of sheep 
above the pituitary gland, than in the cervical 
common carotid artery (Bergland etal, 1977). Further, 
high concentrations of luteinizing hormone (LH), 
thyrotrophic hormone (TSH), adrenocorticotrophic 
hormone (ACTH), a-melanocyte stimulating hor- 
mone and vasopressin were present in the blood 
collected from single portal vessels of the hypophyses 
of rats, even though the tip of the collecting cannula 
pointed toward the hypothalamus and away from the 
gland (Oliver et al, 1977). The concentrations of LH, 
TSH, ACTH and prolactin fell after anterior 
lobectomy. Such findings help to account for the 
presence of a variety of pituitary hormones in the 
cerebrospinal fluid (Assies et al, 1978; Hyyppa et al, 
1978), although passage through the choroid plexus 
is also possible (Walsh et al, 1978). 

A final significant point concerns the endorphins, 
f-lipotrophic hormone (f8-LPH) and the relief of pain. 
Some 24 years ago Luft and Olivecrona (1955) 
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reported an unexpectedly great reduction in, or 
abolition of, pain’ in nineteen of twenty-four women 
totally hypophysectomized for breast cancer. Pain 
relief occurred promptly after operation and was not 
due to treatment with adrenal steroid, tumour 
subsidence or remission. Much more recently it has 
been shown that pain sensitivity in the rat is increased . 
after adrenalectomy and reduced after hypophy- 
` sectomy, and that the sensitivity is related to plasma 
ACTH concentration (Heybach and’ Vernikos- 
Danellis, 1978). Now, -§-endorphin, BLPH and ACTH 


scem to be produced in the same pituitary. cell; the | 


release of -LPH parallels that of ACTH, and, not 
surprisingly, the brain opiate receptors bind both 
ACTH and §-endorphin. It is thus curious to find that 


-endorphin injected into the periaqueductal grey ' 


matter of rats - produces analgesia, while :ACTH, 
causes hyperalgia or hyperaesthesia (Jacquet, 1978). 
‘The opiate antagonist. naloxone blocks‘or reverses the“ 
analgesia, but not the ACTH action. High doses of 
naloxone were also beneficial in patients with stupor’ 
or catatonia, where the recurrence of speech and 
motor movements was accompanied by-a fall'in pain 
threshold (Schenk et al, 1978). Do such observations “ 
reflect a direct action „of, pituitary factors upon the 
brain? Here it may be noted that, alongside their 
other actions, the .enkephalins and B-endorphin 
‘induce prolactin secretion, so that the correlation- 
between the anti-schizophrenic action of neuroleptics" 
- and prolactin release may. be of even greater con- 
sequence. . . 

Although it would be wrong to argue that abnorm- 
alities in the secretion of-pituitary hormones lie at the 
heart of many psychiatric disturbances, it is hard to 
avoid the conclusion that.a fresh and thorough look 
at the direct actions of f pituitary ‘hormones upon the 
brain is well-merited.: : r 
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THOR Psychiatry 


` In 1929,. George W. Henry. published a paper . 


on ‘Some Modern Aspects of Psychiatry in'General 
Hospital Practice’ and thus became. the founder 
of what later came to be known as liaison psych- 
iatry. He described his- work as a psychiatric 
consultant at Cornell Medical -School and advised 
that ‘On the staff of- every general hospital there 
should be a psychiatrist who would make regular 
visits to the wards,-who would direct a psychiatric 
out-patient Clinic, who would continue the instruction 
and organize the’ psychiatric ‘work of interns and 
„who would attend staff conferences so that there 
might be a mutual exchange of medical experience 
and a frank discussion of .the more complicated 
cases’. This quotation. spells out the’ essence of 
psychiatric liaison with medicine. The work of Henry 
and a few other pioneers ‘bore fruit: psychiatry was at 
last brought into general hospitals and the main- 
stream of twentieth century medicine. This was a 
development of far-reaching consequence for both 
clinical disciplines, and a major landmark in the 
history of modern psychiatry. 

By 1932 eight’ medical schools in North America 
had developed psychiatric liaison with the clinical 
departments’ of teaching general hospitals. These 
early efforts were given a boost with the funding by 
the Rockefeller Foundation of five general hospital 
psychiatric units in 1934, one of which was named 
‘The Psychiatric Liaison Department’ (Billings, 
1936). Its objectives revolved around ‘ sensitization’ of 
physicians and medical students to psychological and 
social problems presented by ‘medical’ patients so as 
to achieve ‘betterment of the patient’s. condition’ - 
(Billings, 1936). Psychobiology was -to become an 
integral aspect of medical practice, thought and 
training. The term ‘liaison psychiatry’ first appears 
in this context in a paper by Billings (1939). Although 
he gave po formal definition, the author implied that 
the term referred to clinical, didactic and research 
efforts aimed at integration of ‘the principles of 


ft An occasional feature in the Book Section where 
contributors give their personal choice of important, 
memorable or informative literature. 
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by Z. J. Lipowski 


psychobiology and psychiatry with those of general 
medicine’ (Billings, 1939). An early evaluation of 
liaison work concluded that it reduced diagnostic and 
therapeutic errors and' shortened ‘hospital stay, and 
thus saved money for the hospital, paneat and : 
.community (Billings; 1941). 

‘Liaison psychiatry’ refers to that area of psychiatric 


‘practice which involves consultation to and col-, .. 


laboration with non-psychiatric physicians and other 
health workers in all types of medical care settings, 

but especially in general hospitals. ‘Liaison’ in this 
» context’ is ‘sometimes. used. ‘more narrowly to imply 
` regular contact maintained by ‘a psychiatric’ cón- 
sultant with a particular medical or surgical ward or 
clinic for the purpose of early detection, prevention 
and advice on management of behavioural disorders. . 


„Its general goal is to strengthen psychosocial aspects 


of patient care., Liaison, or cénsultation, psychiatry. 
comprises clinical activities, consultative and thera- - 
peutic, as well as teaching and research pertaining to- 
“psychological responses to physical illness or injury 
and the related psychiatric morbidity. Furthermore, 
patients who“ seek medical attention for somatic 
complaints yet exhibit no relevant pathology -also 
fall within the orbit of liaison psychiatry. ` 
Between 1945 and’ 1978 a phenomenal aout ‘of 
general hospital psychiatry in the United States took 
place. In 1945, there were 75 psychiatric units in 
general hospitals; by 1978 their number had grown to 
“about 1,000. A body of knowledge has accrued that - 
enriches general psychiatry and ‘at the same time - 


demands specialized training for liaison psychiatrists, vad 


- over and above that‘expected of the general psych- | 
‘jatrist. The whole area of psychopathology causally ' 

related to physical illness and its treatments, to 
hospitalization, and to various diagnostic 'pro- 
cedures, has become a major focus for liaison 
psychiatry. Somatic manifestations of psychological 
and social stress are another focus. Liaison psych- 
iatrists have contributed observations on ‘such topics 
as doctor-patient relationship, illness behaviour, 
interpersonal dynamics on medical wards, and the 
‘impact of physical illness or injury in a family 
member on family dynamics. By the mid 1960’s the 
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field of liaison psychiatry was ready to emerge as an 
area of special interest, if not a subspecialty, within 
clinical psychiatry. What was needed was to bring 
together in a coherent framework the data, techniques, 
guidelines and premises pertaining to the work of 
psychiatric consultants to medicine. This task was 
undertaken in 1967/8 in the form of a tripartite 
review of the salient material defining the scope of 
consultation-liaison psychiatry (Lipowski, 1967a, 
1967b, 1968). Its growth since then has been con- 
siderable. 

Liaison psychiatry is viewed currently as an 


integral yet distinct component of general psychiatry. . 


It is taught in most training programs for psych- 
iatrists ın the United States. Some 50 American 
psychiatrists hold post-residency fellowships in liaison 
psychiatry every year. Most psychiatric units in 
teaching general hospitals in this country feature an 
organized liaison service functioning as a link with 
all the other clinical divisions of the hospital. Such a 
service typically consists of one or more psychiatrists, 
and psychiatric nurses, social workers or clinical 
psychologists. As psychiatry in this country tries to 
talk its way into the ambivalently open arms of 
general medicme, liaison psychiatry has found itself 
at the growing edge of this intellectual and political 
courtship. 

Much of the literature on liaison work is clinical 
and anecdotal. Not a single fully adequate textbook on 
haison psychiatry has yet appeared. Volumes edited 
by Pasnau (1975) and Strain and Grossman (1975) 
are both of uneven quality, but taken together they 
offer a comprehensive overview of the field. A 
recently published book by Faguet et al (1978) is 
a refreshing and useful addition to this literature. It 
deals with aspects of laison psychiatry seldom 
written about. such as consultations to the neonatal 
intensive care unit or to rape victims brought to 
hospital emergency departments. A particularly 
useful recent review of the history of liaison psych- 
iatry as well as of its current state is offered by 
Greenhill (1977). He argues cogently that the recent 
rapid development of critical care medicine and of 
such areas as oncology has brought with it a rich crop 
of clinical problems whose dizgnosis and optimal 
management would benefit from the input of liaison 
psychiatrists. An example of growing collaboration 
with critical care medicine is offered by Cassem and 
Hackett (1971), who report on their work as con- 
sultants to a coronary care unit. One-third of the 
patients admitted to the latter had been referred fo. 
psychiatric consultation. ` 

A recently published annotated bibliography on 
psychosocial and psychiatric aspects of various 
medical specialities offers a useful guide to the 


literature directly related to the work and interests of 
liaison psychiatrists (Wilder, 1978). Several older 
papers stand out as classics of the generally rather 
mediocre literature on liaison psychiatry. Bibring’s 
(1956) application of psychodynamic concepts to the 
understanding of behaviour of the physically ill is a 
pleasure to read and a rıch source of clinically useful 
insights. Her paper represents anecdotal and didactic 
writing at its best. A different focus, one on inter- 
action rather than on individuals, is illustrated by 
Meyer and Mendelson’s (1961) unusually perceptive 
article on the interaction between patients and 
medical staff, and the role of the psychiatric con- 
sultant as a mediator trying to forestall disturbing 
patient behaviour by reducing interpersonal con- 
flicts and tensions. Sandt and Leifer (1964) examine 
the process of psychiatric consultations in medical 
settings from the vantage point of communication 
theory. Finally, Payson and Davis (1967) illustrate 
the difficulties encountered in trying to evaluate the 
effectiveness of psychiatric consultation. 

This brief survey will hopefully encourage a few 
readers to look up the works referred to. Once their 
interest 1s stimulated, they are likely to find plenty to 
challenge them ın this recently revived and still very 
young area of psychiatry. 
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Psychosomatic Families: Anorexia Nervosa in 
Context. By Satvapor Mrinucumn, Bernice L. 
Rosman and Lester BAKER. London: Harvard 
University Press. 1978. Pp 351. £10.50. 

This book gives a general outline of the theory and 
practice of family therapy as practised by Minuchin 
and his colleagues and documents the application of 
this approach to a series of 53 young people with 
anorexia nervosa. They characterize the disorders of 
the dysfunctional family in terms of enmeshment, 
overprotection, conflict avoidance, rigidity and the 
involvement of the psychosomatic child m detouring 
conflict. The authors have developed a method for a 
reliable assessment of the variety of interactions used 
to maintain family dysfunction and this aspect of 
their work will appear in a separate publication. 
Comparing families with and without psychosomatic 
children, Minuchin st al find important differences 
in family interaction. Their earliest work was 
devoted to brittle juvenile diabetes and their demon- 
stration that the rise of free fatty acids in their serum 
consequent upon. a family interview is strikingly 
higher than in a control group, thus providing a clear 
psychophysiological basis for the variability of their 
diabetes. 

The bulk of the book is devoted to the author’s 
experience with anorexia nervosa. Their therapeutic 
results are outstanding not only in terms of weight 


gain and healthy psychological function but in the 
way that these results have ‘been achieved with 
minimal periods of hospitalization.and often with no 
hospitalization at all. The willingness and ability of 
both parents to participate in family therapy is 
already a major distinguishing feature of Minuchin’s 
patients. In the general run of anorexics, parents are 
not always willing to become involved, particularly 
with older adolescents and in such cases problems of 
management are far greater. There are more zealous 
family therapists who are reluctant to initiate therapy 
unless the complete sibship is willing to attend. How 
pleasant it must be to work with such a highly 
motivated family but a double misfortune to the other 
patients let down by their family and without access 
to the services of this therapist. Such considerations 
may create strains and rivalries between those who 
practise family therapy exclusively and their col- 
leagues who feel an obligation to provide a. more 
generally applicable service. 

The authors are less than fair to the early aware- 
ness of other workers in the field of the need to 
modify family dynamics in anorexia nervosa and to 
the legitimacy and effectiveness of methods other 
than conjoint family therapy for the achievement of 
this aim. To deny that conjoint family therapy is a 
panacea is not to detract substantially from the value 
of understanding the patient in the context of his 


BOOK REVIEWS 


family and the value of helping in its own right the 
sick family that contains the patient. Minuchin and 
his colleagues will always have an honoured place in 
this development. If their attempts to find means of 
objectively defining, measuring and comparing 
familiar interaction can be developed, their con- 
tribution will be great indeed. 

Their style of therapy, warmly involved with the 
family, challenging and extempore, seems to demand 
a degree of -confidence and flexibility not char- 
acterologically available to all therapists. The authors 
demonstrate that used skilfully it can be a very 
effective approach. This volume will have an impact 
on the thinking and practise of all who read it. 


Oscar W. Hi, Consultant Psychiatrist, 
The Middlesex Hospital, London 


Self-Starvation: From ‘Individual to Family 
Therapy in the Treatment of Anorexia 
Nervosa. By Mara SELVINI PaLazzoui. New 
York: Jason Aronson. 1978. Pp 296. No price 
stated. 

This book originally appeared in Italian in 1963 
and reflected the author’s commitment to the psycho- 
analytic approach. Since that time, Dr Selvini 
Palazzoli’s therapeutic outlook has widened to 
embrace family therapy, an approach often suited to 
the management of anorexia nervosa. The original 
book has been much revised with one part devoted to 
family therapy. The author writes with enthusiasm 
-and authority. Her style is personal, often anecdotal 
and sometimes long-winded, but the Enghsh trans- 
lation is good and very readable. The book may be 
faulted for the fact that its bibliography has not been 
brought up-to-date ‘and contains no references since 
1972. Nevertheless, this is an important book and I 
recommend it warmly to those who wish to learn 
about anorexia nervosa and especially to gain insight 
into the psychodynamics of these patients, and their 
families. 


EDWARD STONEHILL, Consultant Psychiatrist, 
Central Middlesex Hospital, London 


Hypochondria. By- F. E. Kenyon. London: 
Sheldon Preas. 1978. Pp 116. £1.95. 

Most of us are in agreement on the desirability of 
health education ‘for patients to avoid spurious 
consultations and to improve treatment adherence. 
Hypochondria ıs part of the Health Education series 
and achieves the aim of being written in a simple and 
direct style. It describes the normal range of physical 
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and psychological symptoms with physiological 
explanations in an easily digestible form. In fact its 
scope is much wider than hypochondriasis. It gives 
sensible advice on seeking professional help and using 
alternative sources such as self-help groups and 
voluntary organizations. Readers are warned off 
potential sources of exploitation such as fringe 
healing groups. Simple sociological aspects of the 
doctor-patient relationship are dealt with and the 
patient is advised on improving communication with 
his doctor. In the area of psychiatric referral the 
patient is prepared for the psychiatric examination 
and the potential range of treatments including 
psychotherapy. Jerome Frank has warned of the 
cultural shock of an unsophisticated person meeting 
psychotherapy for the first time. This volume helps 
deal with the -anticipatory education of potential 
psychiatric patients and is to be recommended for 
a lay readership. 


R. J. Dary, Professor of Psychiatry, 
University College, Cork, Ireland 


Children of Parting Parents. By Lora Hems 
Trssman. New York: Jason Aropson. 1978, Pp 
604. No price stated. 

Within present day society young people are 
increasingly exposed to the painful reality of sepa- 
ration and loss occurring as a result of parental 
separation and divorce set against a background of 
greater social-acceptance and understanding of such 
separations; while the ever-present impact of parental 
death upon the child remains. Psychiatric prac- 
titioners and allied professional colleagues in the legal 
and social work professions are being actively asked - 
for their support and advice by families attempting 
to come to terms with the problems presented to them 
by separation, divorce and death. F 

Lora Tessman’s book provides some practical 
guidelines for the practitioner in the recognition and 
management ‘of the problems of loss of parents. She 
sets her comments against a background of ably- 
collected and illustrated clinical material from over 
fifty children and their parting parents. The clinical 
material 1s analytically reviewed from detailed and 
necessarily heavily edited accounts of unstructured 
interviews carried out by the author with both the 
parents and the children. These range from single 
interviews to therapies of several yeara’ duration. 
Initially Lora Tessman extensively reviews the 
literature available on this subject and in particular 
the effects of the disruption of the child’s relationship 
with a primary attachment figure in situations which 
are not of the child’s choosing.’ The clinical content of 
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this book covers a large quantity of personal work by 
the author in the American clinical field while the 
research element of the work is lighter ın content and 
thoroughness—with random anecdotal references to 
her clinical work with selected, small samples of 
children and adolescents and their families. The size 
of this book—604 pages—in no way correlates with 
its likely importance or impact on the reader. Much 
of the material could have been presented with 
more precision, theetext shows little evidence of 
restraint or calculation in the use of words and often 
two words are used where one would suffice. How- 
ever, the author has clearly identified and attempted 
to fill an important gap in the range of clinical/ 
research material available to us in this important 
field and she has provided us with guidelines for the 
management of the common problems affecting the 
children of parting parents. 


Martyn Gay, Consultant Child Psychiatrist, 
Bristol Royal Hospital for Suck Children 


Annual Progress in Child Psychiatry and Child 
Development. Edited by STELLA CHESS „and 
ALEXANDER THomas. New York: Brunner/Mazel. 
1977. Pp 782. $20.00. 


It is just ten years since the first volume of this 
series appeared, presenting to the reader a selection 
of articles, reprinted in their entirety, from a wide 
varicty of sources. We are indebted once again to the 
co-authors both for the breadth of their search, and 
the astuteness of their selection. It must be admitted 
that contributions from the U.S.A. predominate, but 
they do cover a wide variety of disciplines and 
theoretical orientations, and are conveniently grouped 
into thirteen topical sections. Under ‘Infancy 
Studies’ I noted particularly papers on the develop- 
ment of colour vision, and on the effects of pre-natal 
addiction. In the biochemistry field there is a vivid 
account of the Lesch-Nyhan Syndrome by Nyhan 
himself. There are excellent review articles on 
Childhood Hyperkinesis, on School Phobia, and on 
Autism. Particularly valuable are the sections 
devoted to ‘Psycho-sexual Development’ and to ‘Sex 
Differences in Young Children’. Here as elsewhere 
there 1s a nice balance between biological, 
behavioural, and psycho-social viewpoints. Rutter 
and his colleagues summarize the Isle of Wight 
Studies, including some previously unpublished data. 
There are also sections devoted to ‘Twin Studies’, 
‘Adolescence’, ‘Cultural and Legal Issues’, and to 
mark this Tenth Edition a cumulative subject and 
author index. The volume is attractively produced, 
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is good value for. money, essential for the depart- 
mental library, and a useful addition to one’s 
private book-shelf. : : 


F. H. STONE, Professor of Child and Family Psychiatry, 
Royal Hospital for Sick Children, Glasgow 


Handbook `of Adolescence: Psychopathology; 
Antisocial Development, Psychotherapy. 
By Cart Matmguist. New York: Jason Aronson. 
1978. Pp 910. $30.00. 

This massive work is aimed at ‘mental health 
professionals working or learning to work with 
adolescents’. The author emphasizes the necessity for , 
a clinical and developmental perspective in the 
understanding of adolescent behaviour, and his 
orientation 1s wholeheartedly and uncritically psycho- , 
analytical. There are chapters on ‘adolescent 
psychological development’, ‘the youth period’, 
biological aspects of adolescence, sexuality ‘the 
identity problem’, legal considerations, and ‘treat- 
ment of the adolescent’, and four chapters on anti- 
social behaviour. 

There is no mention of the wide range of psycho- 
somatic problems that result from adolescent psycho- 
pathology. Anorexia nervosa appears not to exist, 
and school problems are likewise omitted other than 
for a brief reference to the school as an influence on 
anti-social behaviour. 

Although this book is crammed with both factual 
and anecdotal detail, the literary style is so difficult to 
understand, that it ıs not possible to read more than a 
very short section at a time. Even ‘dipping-in’ is a 
frustrating experience. This reviewer being interested 
in the psychological conflicts in obesity (the only 
organic condition mentioned) was confronted with 
the following:—‘One theory has held some type of 
combined neuropsychological signalling mechanism 
may be awry. Impairment is hypothesized in the 
discriminatory awareness of signals indicating bodily 
awareness or a deviancy in a statistical sense of 
biological variation .. .’ (p. 188). This style pervades 
the whole text. - 

Although the author sees adolescent psychology 
in the context of family interactional process, family 
psychotherapy is hardly mentioned, let alone critically 
discussed. Behavioural approaches do receive a brief 
critical appraisal before they are dismissed. Indeed, 
treatment as a whole receives but one chapter, slightly 
less than one-tenth of the whole book. 

Only the committed psycho-dynamic psycho- 
therapist or psychoanalyst is likely to understand or 
learn much from this text and I do not recommend 
it to ‘mental health professionals’ in general, although 
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it may have a place for reference purposes in some 
libraries. 


Bryan Lask, Consultant Psychiatrist, 
The Hospital for Sick Children, London 


Principles and Practice of Child Psychiatry. 
By SreLLa CuHess and Maun Hass. New 
York: Plenum Press. 1978. Pp 456. $24.00. 

Stella Chess is one of America’s most respected 
child psychiatrists. The book she has written with her 
colleague, Mahin Hassibi, shows why this respect has 
been earned. The knowledge presented is wide- 
ranging and detailed. Personal bias is difficult to find 
unless it is to present information in an objective way 
which 1s at the same time warm and sympathetic to 
the individual needs of children. Many American 
books on psychiatry are not easily understood in this 
country but this one is an exception and is parti- 
cularly easy to read. Each area of child psychiatry is 
dealt with in a logical sequence and nothing of 
importance has been neglected. Everyone with an 
interest in child psychiatry should read this book. 
Few will fail to assimilate something new from the 
experience and practical understanding expressed in 
the author’s work. 


J. B. Pearce, Consultant Psychiatrist, Department of Child 
and Adolescent Psychiatry, Guy’s Hospital, London 


A Professional’s Guide to Working with the 
Learning Disabled Child. By Serma G. 
Sapir and Bernice Wizson. New York: Brunner/ 
Mazel. 1978. Pp 239. $13.50. 

This book claims to present ‘a holistic view of 
learning disabled children and of all the professions 
which work with them and their families’. What it 
actually presents is a beginner’s guide to educational 
psychology in a narrow field from a strictly American 
standpoint. The first part is a discussion of diagnostic 
techniques centred on formal tests, almost entirely of 
American origin. It is strange to see no mention of 
Reynell, Griffiths, Lowe or Bené and Anthony, all of 
whom have made major contributions to the field. 
Although the authors have a sensible, iconoclastic 
view of testing there is relatively little attention paid 
to alternative strategies and no mention at all of 
Russian work which has so much to offer. The 
second part is a rather pedestrian overview of 
remedial programmes and a chapter on recent 
American legislation. Apart from its description of 
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tests, which gives no information on their date or . 
standardization samples, this book has little to 
interest readers of this journal. 


RicHarp LANSDOWN, Principal Psychologist, 
The Hospital for Sick Children, London 


Minimal Brain Dysfunction: Fact or Fiction. 
Edited by A. F. KaALverBozr, H. M. van 
Praac and J. Menpiewiez. Basel: S. Karger. 
1978. Pp 109. U.S. $19.50. 

This slim volume contains a collection of papers 
that were presented at a symposium on Minimal 
Brain Dysfunction held during April, 1977, in 
Amsterdam. The individual chapters are scholarly 
pieces of work, each purporting to contribute to the 
clarification of the issue of MBD and each author 
drawing, naturally enough, from his own area of 
specialization. The collection is valuable, therefore, 
in that it contains much knowledge. However, the 
book is subtitled Fact or Fiction and ıt is not clear 
whether this is intended as a question to which the 
contents are addressed or as a comment on the 
variety of opinions it is possible to hold on the issue. 
Certainly, one would be disappomted if one expected 
from the papers a synthesis of existing knowledge and 
an answer to the question form of the title. On the 
other hand, most of the authors acknowledge the 
confusion that exists in the study of MBD by admit- 
ting that the notion can be either ‘fact or fiction’ 
according to how you wish to define it, but having 
done so, proceed to focus upon the definition that 
best suits their own expertise. Thus, we have con- 
tributions which include reviews of the literature and 
descriptions of current experimental work in the 
fields of pharmacology (both human and animal), 
neurology, and epidemiological and longitudinal 
studies of children exposed to circumstances that are 
associated with neurological damage. There is also a 
provocatively non-biological paper on the role of 
psychological assessment. All have tantalizing con- 
clusions concerning behaviour and yet one is left with 
the feeling that our knowledge of the behaviour is as 
fragmented as ever. It seems that having originally 
been cast as a suspected association with a variety of 
behavioural disorders, mmimal brain dysfunction 
(like its precursor, minimal brain damage) has 
prematurely grown apostrophes and become a 
syndrome. Armed with a little more knowledge of the 
symptomatology it may be possible to discard the 
MBD label altogéther, which would permit the 
biological search for the links between dysfunction of 
cerebral systems and homogeneous constellations of 
symptoms to continue against a less distracting 


background. 
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Having aired my own prejudice concerning the 
level of analysis that would be most fruitful both in 
terms of more effectively treating the individual child 
and in creating a better understanding of the aca- 
demic issues, I would recommend that all who share 
either or both of these ambitions should read this 
book. The contents are thoughtful and informative 
and notably European. Definitely a library book. 


Peter D. Ciark, Resarch Psychologist, 
Department of Child and Adolescent Psychiatry, 
Institute of Psychiatry, London 


Behavioral Neurology (2nd Edition). By Jona- 
THAN H. Pincus and Gary J. Tucker. Oxford 
University Press. 1978. Pp 276. £5.95. 

This book by an American Neurologist and 
Psychiatrist attempts to explore the traditional 
border zone between neurology and psychiatry. The 
concept of psychiatry as the province of ‘functional 
disturbances’ (i.e. ‘thought and behaviour disorders 
that cannot be correlated with alterations of brain 
structure or biological function’) is summarily 
dismissed because ‘thoughts, feelings and memories 
are as much the result of brain activity as movement, 
sensation, and speech’. There are six chapters, which 
do not appear to have any logical sequence. Following 
the initial chapter on seizure disorders, there is one 
on the limbic system. Schizophrenia is allotted a 


chapter of its own, followed by one on disorders of- 


intellectural functioning. Depression, however, is 
inserted into the chapter on movement disorders, 
psychosis and sleep, because the authors see a con- 
necting link through disturbances of catecholamine 
metabolism. The final chapter—headed ‘distinguish- 
ing neurological and psychiatric disorders’—consists 
of a discussion of hyperventilation, headache and 
hysteria. The most useful aspect of the book is that 
topics that would otherwise be found separately in 
texts of ‘organic’ psychiatry or ‘higher’ neurology are 
here included in the same volume. However, there is 
no significant discussion on the relationship between 
brain and mind or neurology and psychiatry, Rather, 
their view of the neurological basis of psychological 
disorders is assumed or hypothesized on the basis of 
selective evidence—such as EEG abnormaltties or 
minor neurological signs which have been reported in 
up to 70 per cent of schizophrenics, or catecholamine 
disturbances in depression. There are some curious 
imbalances or omissions. The pharmacotherapy of 
schizophrenia is skated over in three brief para- 
graphs, whereas ten pages are devoted to the drug 
treatment of Parkinsonism. Although they emphasize 
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catecholamine metabolism in depression, there is no 
mention of the equally voluminous (and some would 
argue more impressive) literature on disturbed 
indoleamine metabolism. There is no reference to 
behaviour therapy, or metabolic disorders of the 
nervous system, such as vitamin deficiencies or 
endocrine disturbances. The authors do not indicate 
for whom the book is intended, but it would seem to 
be most useful for medical students or general 
practitioners who need an introduction to these 
difficult areas. 


E. H. Reynos, Consultant Neurologist, 
King’s College Hospital, London 


Psychopathic Behaviour: Approaches to Re- 
search. Edited by R. D. Hare and D. 
ScHALLING. Chichester: John Wiley. 1978. Pp 
370. £13.25. 

Since the inclusion of ‘Psychopathic Disorder’ in 
the 1959 Mental Health Act there seems, paradoxi- 
cally, to have been a move amongst British psych- 
iatrists away from the concept. One of the medical 
journals described the term as an epithet rather than a 
diagnosis and the Butler Report discussed its removal. 
It is easier, however, to discard the term than the 
concept. 


This book is based on papers presented at a NATO 
Advanced Study Institute. Most of the material has 
been updated; further research has been stimulated 
and opinions modified to take into account the 
findings of the other researchers. There are linking 
chapters which help to make the work comprehensive 
and readable. The main theme is the psycho- 
physiology of some psychopaths; the editors have both 
researched in this field. Schalling attempts to link 
physiological and psychological findings into a 
bio-social approach. Eysenck’s paper discusses the 
E, N and P dimensions; Trasler concentrates on the 
cognitive aspects of social learning as against the 
conditioning to an early fear response. Sensory input 
and cerebral arousal are the topics of Blackburn’s 
work and there are papers by Zuckerman on 
sensation-secking, Mednick on genetic factors and 
Robins on social aetiology. Pichot compares the 
different national attitudes to psychopathy and goes 
some way to explaining the British muddle wherein 
the Schneiderian-based, German, psychological 
conception confounds the legacy of Pritchard and 
nineteenth century English social morality. The 
North Americans retain Cleckley’s descriptive 
formulation; however, they attempt to add psycho- 
logical and sociological substance to his largely 
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anecdotal account. There are some thought-provoking 
contributions such as Satterfield’s comparison with 
the hyperactive child; and Rotenberg’s suggestion 
that social insensitivity may be either functional 
(keeping cool) or dysfunctional (being callous). 
Psychopathy must now. be generally accepted as a 
dimension of personality. Two divisions of psycho- 
path exist: Karpman’s primary and secondary or a 
low and a high anxiety type. Gough’s sociological 
theory of psychopathy, based on the roles of self and 
others, bridges the physiological-psychological gap in 
theoretical formulation and research finding. 

A final chapter reviews treatment. Armed with the 
knowledge from this book treatment programmes can 
be more effectively planned. This is a major work 
which should be in every psychiatric library. 


J. Stuart WHITELEY, Consultant Psychiatrist, 
Henderson Hospital, Surrey 


Alternatives to Mental Hospital Treatment. 
Edited by Leonarp I. STEIN and Mary ANN 
Test. New York: Plenum Publishing. 1978. 
Pp 327. $33.00. 

The Psychiatric Halfway House: A Handbook 
of Theory and Practice. By Ricnarp D. 
Bupson. Pittsburgh: University of Pittsburgh 
Press. 1978. Pp 267. $10.95. 

Books based on conference proceedings are very 
numerous, but Alternatives to Mental Hospital Treatment 
is definitely above average for the genre. This is not 
to deny that some of its material is very poor and 
better editing would have narrowed the gap between 
jokey vernacular in one part and heavy sociological 
jargon in another. But in spite of these drawbacks, it 
contains much useful information—quite new to 
publication in certain cases—as well as comments 
which stimulate productive thought. Of particular 
interest are the descriptions of several highly inno- 
vative American programmes of psychiatric care, the 
most controversial of which is Soteria in San Fran- 
cisco (the meaning will be obvious to classical Greek 


scholars). This is a small unit in which young acute ` 


schizophrenics are treated along Laingian principles 
by non-professional staff and the results are stated to 
be at least equal to those of controls who received 
conventional hospital management. 

The trouble with this and similar schemes, such as 
the use in Denver of families as a substitute for 
hospital care, is revealed by Mechanic in the final 
paper—(they) ‘have yet to’ demonstrate that these 
programmes can maintain their early momentum over 
long periods of time or communicate their enthusiasm 
to others’. Nor is the problem faced of how standards 
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could be monitored if these facilities were reproduced 
on a large scale or enormous numbers of staff re- 
cruited for them outside professional boundaries. 
Mendel and Allen, seeking to replace a treatment 
model with a rehabilitation one, point out that 
‘Society which has found a way of coping with an 
unpleasant situation (mental illness) does not want 
to explore other ways of coping. Medicine and the 
medical model is a firmly established ritual in the 
majority culture . . .’, In othgr words, one would 
travel furthest by going slowly; two characteristically 
excellent papers by Wing and Bennett describe 
British experience, including epidemiological in- 
formation which is missing elsewhere in the book. 

A sample sentence in The Psychiatric Halfway House 
is ‘It is axiomatic . . . that there must be a rehabili- 
tative programmatic component for each resident’s 
deficiency’. This has got to be the most boring book of 
1978. 


Huon FREEMAN, Consultant Psychiatrist, 
Hope Hospital, Salford - : 


Annual Review of the Schizophrenic Syndrome. 
Volume 5. 1976-77. Edited by ROBERT CANCRO. 
New York: Brunner/Mazel. 1978. Pp 636. 
$27.50. 

This is Volume 5 of a series which, although 
originally published annually, now appears bien- 
nially. Nor is it strictly a review but rather a selection 
from the literature on schizophrenia published in 
1975 and 1976. The areas covered are diagnostic and 
theoretical considerations, attention, cognition and 
perception, biochemistry, psychophysiology, genetic 
and family studies, social developmental and 
existential aspects, therapy and prognosis. Parti- 
cularly commendable are the review of adoption, 
twin and family studies by Gottesman and Shields for 
its lucid objectivity; Leff’s discussion of the effects of 
the family environment on schizophrenic. patients 
for its practical applications and Holland’s first-hand 
account of the Soviet concept and treatment of 
schizophrenia for its illumination of recent contro- 
versy. There are, however, other articles to suit a 
variety of interests and together they provide a 
comprehensive review of current progress in our 
understanding of the enigma that is schizophrenia. 

The impression gained is of a gradual advance on a 
broad front rather than an imminent breakthrough. 
This is a useful compilation for those who lack the 
time or energy to look up the originals—but at a not 
inconsiderable price. 


KENNETH Davison, Consultant Psychiatrist, 
Newcastle General Hospital 
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Neurochemical and Immunologic Com- 
ponents in Schizophrenia. Edited by D. 
Bercema, A. L. Gorpstem, B. Haser and 
G. H. Comen. New York: Allan R. Liss. 1978. 
Pp 450. $46.00. 

This most interesting book is the fruit of an 
mternational symposium on immunologic com- 
ponents in schizophrenia organised by the members of 
the Research Program on Mental Health at the 
University of Texas gt Galveston. They succeeded in 
assembling a group of workers whose views on the 
pathogenesis of the illness include some provocative 
and original formulations. 

Seymour Kety’s statutory introduction outlining 
the genetic evidence and some other biological 
aspects is followed by an entertaining essay by 
Himmelhoch on ‘What is Schizophrenia?’ Spitzer 
and Endicott on diagnosis and Erlenmeyer-Kimling 
on genetic approaches are two of the more conven- 
tional chapters. No current textbook will have 
prepared the reader for the chapter by D. C. Gaj- 
dusek on “The Possible Role of Slow Virus Infection in 
Chrome Schizophrenic Dementia’. Followers of 
E. Bleuler will be at a loss to identify the illness he 
refers to. The Matthysses then outline how bacterio- 
phage attachment mechanisms provide a model of 
the chemical selectivity for particular cell surfaces 
which would be necessary for an infective agent to 
attach to specific target cells in the CNS. In the same 
vein Segal and Hotchin show how herpes simplex 
virus infection in mice leads to changes in cate- 
cholamine turnover and changed responses to 
amphetamine. 

The section on immunology includes a useful and 
up-to-date review of the neuropsychiatric mani- 
festations of SLE (by Carr and colleagues), and 
Lampert and Brostoff give an account of the possible 
relevance of immune complex disease and experi- 
mental allergic encephalomyelitis respectively. There 
are chapters on immunoglobulins ın CSF by Bock, 
including evidence for low IgM concentrations, and 
by Anavi and co-workers on curious findings on sheep 
cell agglutination. Several papers on abnormalities 
of lymphocytic and immunological functions in 
schizophrenia precede important studies by Ferguson 
on the effects of neuroleptic drugs on lymphocyte 
activation, and by Lovett on effects of chlorpromazine 
on antibody production tn ottro. Such studies demon- 
strate the difficulties of work in this area, and are 
essential reading for anyone embarking on investi- 
gations of immunological function in schizophrenia. 

It does not seem too far fetched to suppose that the 
genetic and epidemiological approaches to schizo- 
phrenia that have been so extensively exploited in the 
past 20 years or so have reached the limits of their 
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potential, and that quite different research tech- 
nologies and theories, such as those outlined in this 
book, should be brought to bear upon this intractable 
problem. 


T. J. Crow, Head, Dision of Psychiatry, 
Clinical Research Centre, Harrow, London 


Handbook of Psychopharmacology. Volume 13. 
Biology of Mood and Antianxiety Drugs. 
Edited by LEsLIE L. Iversen, Susan D. Iversen 
and Sotomon H. Snyper. New York: Plenum 
Press. 1978. Pp 427. $39.00. j 


The Benzodiazepines: Use, Overuse, Misuse, 
Abuse. By Joun Marks. Lancaster: MTP 
Press. 1978. Pp 99. £4.95. 


In volumes 13 and 14 of the Handbook of Psycho- 
pharmacology the editors aim to link basic bio- 
logical research and clinical applications in affective 
disorders and anxiety. In volume 13 there is plenty 
for the psychiatrist. The most substantial chapters are 
reviews, by Wan Praag of the ‘Amine Hypotheses of 
Affective Disorders’, and by Post and Goodwin of 
‘Studies of Amines ın the CSF of Psychiatric Patients’. 
There is a consensus among the various workers on 
the alterations that occur in metabolites of nor- 
adrenaline and serotonin in the CSF in affective 
illness; unfortunately, attempts to reconcile the data 
with the amine hypotheses seem at times to drift 
towards brain mythology. Such is the complexity 
of synaptic mechanisms in the brain; but these are the 
beginnings of a biologically based axis for classifica- 
tion and treatment of affective illness. A review of 
"The Limbic-Hypothalamic-Pituitary-Adrenal System 
and Human Behaviour’, is excellent although the 
authors should perhaps indicate that the hypothala- 
mic mechanisms in humans appear different even 
from other primates. Elegant animal experiments and 
clmical work suggest that small peptides may be of 
great importance in psychiatry, and may interact 
with biogenic amine-pathways; Prange and his 
colleagues review these. A short chapter on clinical 
pharmacokinetics contains clinically useful informa- 
tion about tricyclics, lithium, benzodiazepines, 
chlorpromazine and amphetamines. Rickels and his 
colleagues describe studies in Pennsylvania of the 
clinical uses of anxiolytic drugs; severely anxious 
patients may require larger doses of benzodiazepines 
than they are sometimes given, but many ‘neurotic’ 
complaints are not relieved by these drugs. This 
volume would certainly be welcomed in hbraries, by 
biologically-interested psychiatrists and psycho- 
pharmacologists. 
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John Marks’ book analyses the evidence concerning 
the prescribing and abuse of benzodiazepines: few 
reports of dependence on these drugs have been 
published and compared to other psychotropic drugs 
they are less toxic. In some clinical situations however, 
they may be counter-therapeutic, for instance 
throughout the phenomenon of state-dependent 
learning, or through disinhibition. Little discussion 
is given to underlying disturbances in personal and 
social relationships as the source of symptoms and the 
focus of treatment, and the author’s conclusion that 
benzodiazepines are not generally over-prescribed 
seems controversial. 


Joun Cookson, Lecturer in Psychiatry, 
St Bartholomew’s Hospital, London 


Psychobiology and Human Disease. By HERBERT 
WEINER. New York: Elsevier. 1977. Pp 665. 
$42.50. 

This book aims to draw general conclusions about 
psychosomatic medicine from detailed chapters 
reviewing evidence on the aetiology of seven medical 
conditions (peptic ulcer, hypertension, asthma, 
Graves’ disease, rheumatoid arthritis, ulcerative 
colitis, and Crohn’s disease) and ıt is umpressive ın 
its breadth of interest, its documentation and its 
total impact. All readers more familiar with psych- 
iatry than with general medicine will welcome Dr 
Weiner’s very thorough review of endocrinology, 
genetics, physiology and particularly immunological 
mechanisms. 

Whilst the solid medical basis of this massive review 
is in itself a worthwhile achievement we must turn 
to the discussion of psychological research to judge 
the current state of psychosomatic medicine. The 
author admits that evidence is less than convincing 
and that he is aware of the criticisms: research has 
usually been retrospective and lacking controls, 
patient groups have been heterogeneous and there 
are no satisfactory psychological measures. However, 
Dr Weiner 1s perhaps over-generous in his discussion 
of theories (notably those of Franz Alexander) and of 
evidence. No reasonable sceptic can be umpressed by 
more than a very small proportion of the psychological 
evidence reviewed, and he will find little to define the 
directions for further investigation. It is evident that 
more rigorous measures and research design are 
essential first to demonstrate and then analyse 
precisely the role of psychological factors in the 
fundamental causation, in the onset and in the 
course of illness. The intuitive speculation which has 
so dominated psychosomatic medicine could become 
a rich source of hypotheses rather than continue to 
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divert attention from new ideas and methods: 

» The substantial value of this book lies in its 
breadth of approach, viewing all physical illness as 
having multiple aetiology and recognising the 
essential need for a sound understanding of medicine. 
It is an encouraging sign that psychosomatic medicine 
is at last recovering from a prolonged phase of 
obscurantism, dissension and naivety. 


e 
RicHarp Mayou, Clinical Reader, 
University Department of Psychiatry, Oxford 


Modern Perspectives in the Psychiatric Aspects 
of Surgery. Edited by Joun G. Howe ts. 
London: Macmillan. 1978. Pp 756. £15.00. 

This is the seventh and latest volume in the series 
Modern Perspectives in Psychiatry, encompassing 
child psychiatry, adolescent psychiatry, world psych- 
iatry, psychiatry of old age, and psycho-obstetrics. 
This volume 1s addressed to surgeons and psychiatrists, 
and it attempts to bridge the massive conceptual and 
information gap between them. In practice, of course, 
the two disciplines have diverged to such an extent 
that ıt ıs no longer possible to write at a level which is 
equally informative for both. It has therefore not been 
possible to build this bridge on equally firm bastions in 
both surgery and psychiatry and it has been much 
more a matter of slinging information and insights 
over from psychiatry to surgical practice. Of the 
46 authors, 31 are psychiatrists, 4 psychologists, 
3 physicians, and only 7 are surgeons. Of the 36 
chapters, 22 are written exclusively by psychiatrists. 

This is therefore a psychiatric perspective of 
surgery and the human problems involved with and 
even created by surgery. There are three sections in 
the book; a general survey of problems common to 
surgery and psychiatry, chapters on specific body 
systems and a section on management. The general 
section has chapters on ethical objectives ın surgery, 
body image in relation to surgery, the psycho- 
pathology of cancer, the accident-prone syndrome, 
delay in surgery and an interesting discussion on the 
psychological aspects of pain. 

The section on the surgery of body systems wanders 
virtually all over the body mcluding brain tumours 
and head injury, deafness, and the psychiatric aspects 
of ophthalmology and dentistry. There 1s discussion of 
surgery of the heart, the liver, the kidneys, the large 
and small intestines. There are chapters on the 
psychiatric aspects of mastectomy, hysterectomy and 
surgery for transsexualism, and also on the emotional 
effects of burns in children, cosmetic surgery, and 
psychological reactions to amputation of a limb, 

The discourse on management includes a diverse 
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collection of essays. These range from discussion of 
the psychological milieu ın surgery to treatment of 
the individual patient. The former includes the 
psychiatric aspects of an accident service, an intensive 
care unit, the operating suite, and the surgical ward. 
There 1s discussion of psychological aspects of general 
anaesthesia and the use of hypnosis in surgery. 
Accident neurosis, surgical delirium and the experi- 
ence of surviving dgath are considered. There are 
chapters on the surgeon(s) psychological manage- 
ment of his patient, on the care of the child patient 
and the dying child and hus relatives. 

There are many interesting insights from the wealth 
of distinguished and experienced authors. The 
survival value of denial of severity of their symptoms 
for many surgical patients is stressed. The psychiatrist 
may sometimes have a useful role on behalf of surgical 
patients by interviewing them and recommending 
that the surgeon does not reject them on psychiatric 
grounds; the situation that has occasionally occurred 
for example with renal transplantation. An ophthal- 
mologist makes the perceptive comment that ‘many 
opthalmologists themselves experienced low-grade 
psychosomatic manifestations’. This is a book which 
one can recommend to all involved in liaison psych- 
iatry. The authors offer a unique range of experience 
in many highly specialized fields. This volume makes 
an heroic attempt to cross the increasingly closed 
frontiers of medical specialization and it has been 
successful to a greater extent than could have been 
expected. 


ANDREW Sims, Professor of Psychiatry, 
St James’s University Hospital, Leeds 


Stress and Anxiety. Volume 5. Edited by CHARLES 
D. SPIELBERGER and Irwin G. SARASON. 


Chichester: John Wiley. 1978. Pp 421. £13.35. 


This book is a record of the proceedings of an 
advanced symposium in July 1976. It is a typical 
specimen of the genre: some papers will turn out to 
be ephemeral while others are valuable; there 1s 
considerable overlap between some of the dis- 
cussions; and the book is expensive, even for libraries. 

There is more development of theory than experi- 
ment, and much discussion of definitions and models 
of stress and anxiety. Spielberger’s theory of trait 
and situation anxiety is much in evidence, and 
Bastiaans also develops theory in a well-written 
short essay. A major theme 1s the increasing interest 
in cognitive rather than affective processes, in theory 
and also in applications in behaviour therapy of a 
broadly-based kind: ‘view the participants as fellow 
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personal scientists who are experimenting in finding 
the best coping techniques’. There is also a paper by 
Dohrenwend on life events and whether people cause 
them. 


ANDREW C. Smitu, Consultant Psychiatrist, 
Guy’s Hospital, London 


Basic Principles and Techniques in Short-Term 
Dynamic Psychotherapy. Edited by H. 
Davan_oo. London: S.P. Medical and Scientific 
Books. 1978. Pp 580. Price £21.00. 


The bulk of this book consists of transcripts of 
videotaped interviews with patients to demonstrate 
facets of brief psychotherapy. Separate chapters deal 
with the assessment of patients, therapeutic technique, 
termination etc. Mostly these are too brief to be 
helpful to anyone not already familiar with previous 
writing in the field. For psychotherapists who learn 
from the minute consideration of case material, this 
book will be helpful. Others may be better advised 
to turn to the clear and effective writings of Malan 
and Sifneos published elsewhere. The comparison 
between these two pioneers is interesting. Malan 
seems the appropriate model with his gentle but 
definite interviewing technique, his non-dogmatic 
dynamic assessment of psychotherapeutic potential 
and clear guidelines for action. 


The Psychology of Pain. Edited by Rictarp A. 
STERNBACH. New York: Raven Press. 1978. 
Pp 271. $25.35. 

The diagnostic and therapeutic problems posed by 
chronic pain are formidable. This book contains a 
collection of comprehensive and learned reviews of 
virtually all relevant pain theory. There are out- 
standing contributions on basic neurophysiology and 
neurochemistry; and a comprehensive discussion of 
methods of pain measurement for the potential 
researcher. Other chapters cover personality, psycho- 
dynamic, social and learning influences. Fordyces’ 
concept of operant pain is potentially valuable because 
of its therapeutic potential. Perceptual aspects of pain 
and the place of hypnosis are considered. Therapy is, 
as everyone knows, unrewarding. A careful assessment 
of the relevant physical, psychological and social 
influences in any particular patient should lead to a 
multimodal therapeutic approach. An outstanding 
book. 


Sipngy Crown, Consultant Psychiatrist, 
The London Hospital (Whitechapel) 
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The Scientific Evaluation of Freud’s Theories 
and Therapy. Edited by Szvmour FisHer and 
Rocer P. GreENBERG. Hassocks, Sussex: Har- 
vester Press. 1978. Pp 446. £13.50. 

This book contains 41 readings (research reports 
previously published elsewhere) to complement these 
authors’ previous survey of the field: The Sctentific 
Credibility of Freud’s Theories and Therapy. The point 
of such a complementary collection of readings 
should be to enable the reader, by allowing him to 
sample the best of the research, to evaluate the 
assertion that certain aspects of Freudian theory were 
supported by research evidence. Thus we should 
expect the readings in this book to be the best of their 
kind, and certainly of a high quality technically. 
Unfortunately this is not always the case. For example, 
in the section on anal character (not really a topic 
important enough to merit 5 researches) three of 
them use the Blacky pictures, a method which few 
academic psychologists would regard as valid. 
Similarly in their section on oral character studies 
are to be found which use scales with no demon- 
strated validity. This book of readings reinforces the 
criticism of Fisher and Greenberg’s earlier book that 
they were assiduous in their collation of research but 
far too uncritical in their acceptance of its findings. 
However, for workers interested in this area of 
psychology, this collection of readings is a useful 
source book. 


PauL Kume, Reader in Psychometrics, 
University of Exeter 


Explorations in Psychoanalysis. By RaLpy R. 
Greenson. New York: International Universities 
Press. 1978. Pp 578. $22.50. 

This is a selection of 32 of Greenson’s scientific 
writings, 1947-74. Some of the papers should be of 
general interest—‘On Gambling 1947’, ‘On Boredom 
1953’, ‘Disidentifying from Mother—its Special 
Importance for the Boy 1968’, “The Personal Meaning 
of Perfection 1973’. Others would fall into the 
specialist/psychoanalyst category begged by the 
book’s titlk—‘On Screen Defences’, ‘Screen Hunger 
and Screen Identity 1958’, ‘That Impossible Pro- 
fessional 1966’, ‘Beyond Transference and Inter- 
pretation 1972’. Some analysts might find Greenson 
superficial and/or anti Kleinian; some non-analysts 
might find his topographical theorizing too frequent 
and laboured. At the price one is torn between 
reading selected papers from journals and investing 
time and money in this book. 


T. Prrr-Arkens, Consultant Psychiatrist. 
Cassel Hospital, Surrey 
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Videotape Techniques in Psychiatric Training 
and Treatment. Edited by MiLTon M. BERGER. 
New York: Brunner/Mazel. 1978. Pp 264. 
$16.95. 


The first section of this book is concerned with the 
use of television as a method of confronting patients 
with their own behaviour. Section two is concerned 
with training psychiatrists in interviewing and 
counselling and in individual, and group psycho- 
therapy. The third section is on using television as an 
adjunct to treatment. Section four deals with the 
legal, moral and ethical implications of using tele- 
vision but concerns itself wholly with North America. 
Section five on technical matters limits itself to 
American equipment. The final section covers the 
literature on the use of television but ignores the 
European contribution. The preface suggests that this 
book might be of interest to both those involved in the 
training of psychiatrists and those who wish to use it 
in treatment. It argues that the period of covered 
wagons and isolated settlements has gone and this 
new technology has passed the pioneer stage. Un- 
fortunately for this reader it would have been better 
if they had continued to huddle in their wagons 
before braving the outside world to make extravagant 
claims about the value of television with few syste- 
matic studies to support them. Moreover, the book is 
very repetitive and is not helped by the tendency of 
the editor to introduce certain chapters with reviews 
of their contents. Many chapters are simply rewrites 
or reprints of articles published before, in some 
cases, many years ago. Consequently, the few good 
chapters tend to be lost amongst the more frequent 
rambling and anecdotal contributions. Perhaps the 
most telling comment in the book is the stateraent by 
the Editor in his introduction to the section on 
treatment where he states that ‘any attempt to 
assess the role of videotape self-confrontation may be 
of interest scientifically but it is not the intent of 
skilled psychotherapists who integrate video self- 
confrontation with their other psychotherapeutic 
approaches to insist on defining the values of video 
self-confrontation as a separate entity’. This kind of 
uncritical attitude has forestalled the proper evalu- 
ation of the psychotherapies. These limitations are 
such that those who are uncertain about the use of 
television will find enough to confirm their view. 
Those who are enthusiastic will probably be pre- 
pared to wade through it to pick up the few crumbs 
that exist. It just about deserves a place in the 
library. 


R. Macutre, Senior Lecturer in Psychiatry, 
Withington Hospital, Manchester 
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Feelings about Childbirth. By Brice Prrr. London: 
Sheldon Press. 1978. Pp 150. £1.95. 

This book is written primarily to help pregnant 
women with the sensations, emotions and anxieties 
which may accompany pregnancy and childbirth. 
The author has clearly acquired considerable 
knowledge of womens’ feelings in this situation from 
his research and the book is full of good sense. It also 
contains a great deal of information about what 
happens in pregnandy, labour and the puerperium 
which greatly increases its value. Some details can 
be criticized; for example the advice about inter- 
course which misses the point that once the uterus is 
enlarging the abdomen alternatives to the missionary 
position are advisable; and the mention of the use of 
valium in labour which is potentially harmful because 
of its prolonged effect on the fetus. It would be 
helpful if the author gave stronger encouragement to 
women to „ask doctors and midwives about their 
problems. This is a valuable book for patients 
though sadly it will probably be read largely by the 
more enquirmg and informed section of society. 
Enlightened midwives and obstetricians will be 
aware of the need for this book but it should be 
read by doctors, midwives, health visitors, students 
and pupils because it indicates very clearly the need 
for emotional support and understanding, proper 
communication and humane care in modern obstetric 
practice. 


S. J. STEELE, Consultant Gynaecologist, 
The Middlesex Hospital, London 


Research Advances in Alcohol and Drug 
Problems. Vol. 4. By ISRAEL YEDI, FREDERICK 
B. Graser, Harotp Karant, Roserr E. 
PopHAM, WoLrFGANG Scummpr and REGINALD 
G. Smart. New York: Plenum Press. 1978. Pp 
497. $147.40. 

This 1s the fourth volume in an important series of 
critical reviews ın the alcohol and drug fields. The 
range of topics is wide and evaluates biological 
significance of endogenous opiate peptides and opiate 
receptors, brain reinforcement centres and psycho- 
active drugs, studies of alcohol withdrawal states in 
animals, the metabolism and role of acetaldehyde in 
the actions of alcohol, sociological (the social history of 
the tavern, the level of consumption and social 
consequences of drinking alcohol amongst North 
American Blacks, the aetiological relationshisp be- 
tween drug use and community), and treatment topics 
(characteristics of patients as predictors of treatment 
outcome in drug and alcohol patients and treatment 
of cigarette dependence). In addition there is a 
section on the decriminalization of public drunken- 
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ness. The contributions are indeed critical reviews 
and of a very high standard. Some subjects are of 
unique interest (e.g. the social history of the tavern). 
Some are of timely importance to readers in this 
country (e.g. decriminalization of public drunken- 
ness). Still others are on subjects not easily found 
elsewhere (e.g. patient characteristics as treatment 
predictors). Whilst the price of this book renders it 
primarily a library purchase it will be an invaluable 
reference source to a wide audience. The editor and 
authors are to be congratulated on such an excellent 
volume. 


B. D. Hore, Consultant Psychiatrist, 
Withington. Hospital, Manchester 


Advances in Parapsychological Research: 
Extrasensory Perception. Edited by STANLEY 
Krippnzer. New York and London: Plenum 
Press. 1978. Pp 308. £14.17. 

Extrasensory perception is probably of marginal 
interest to most psychiatrists, but those who are 
interested in it will find this an excellent introduction 
and survey. There are three main chapters, the first 
constituting a survey of methods and issues in ESP 
research, the second summamnzing research findings 
(much the longest chapter), and the third dealing 
with theories of Psi. There are good and workable 
indexes, and the book is written in a reasonably free 
style, with only a minimum of jargon. The book 1s not 
uncritical, but I think that few scientists who are 
familiar with the literature would still be willing to 
contradict the main conclusion, namely that certain 
events provisionally called ‘extrasensory’ do occur 
with sufficient frequency in experimentally controlled 
situations, for which no normal or ordinary scientific 
explanation is satisfactory. Beyond that I don’t think 
we can go; the ‘theories’ canvassed in the last chapter 
are not really theories of the kind we normally 
encounter in science, and they are mostly untestable. 
Altogether the book can be read with advantage by 
all those interested in the topic. 


H. J. Evsencx, Professor of Psychology, 
Institute of Psychiatry, London 


Sexual Disorders: A Practical Guide to Diag- 
nosis and Treatment for the Non-specialist. 
By M. T. Haslam. Tunbridge Wells: Piman 
Medical. 1978. Pp 259. £5.95. 

This book ıs written as a simple straight forward 
guide to sexual problems for the general practitioner, 
the health visitor and others. The first 50 pages deal 
with the assessment of sexual problems, the next 150 
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pages give a detailed account of management tech- 
niques for psychosexual disorders. The rest of the 
book contains a number of useful chapters dealing 
with sexual problems of the handicapped, sexual 
identity difficulties and sexual deviations. The 
section on management is comprehensive and 
detailed but it has nothing new to offer. Two chapters 
deal adequately and simply with drugs, and the use 
of sexual aids in the management of sexual dys- 
function. There is a useful plan of action for assessing 
sexual disorders. This plan could be applied to the 
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investigation of all sexual difficulties. Prolactin as a 
cause of sexual dysfunction is frequently referred to. 
Although research into the role of prolactin in sexual 
dysfunction is a promising one I felt 1t was overstated 
in a book written as a simple guide to the general 
practitioner, psychologist or marriage guidance 
counsellor. 


Eruna C. O'Gorman, Consultan® Psychiatrist and 
Lecturer in Mental Health, The Queen’s Umwersity of Belfast 
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PSYCHIATRY 


The Psychiatric Foundations of Medicine. Edited by 
Leon WurMSER and ELLEN McDantgt. Georce U. 
Baus (Editor ın Chief) and Rosert G. GRENELL 
(Consulting Editor). Sevenoaks: The Butterworth 
Group. Volume 1. Dimensions of Behaviour. 
£16.70. Volume 2. The Behavioural and Social 
Sciences and the Practice of Medicine. £22.20. 
Volume 3. Basic Psychopathology. £16.70. 
Volume 4. Clinical Psychopathology. £19.40. 
Volume 5. Psychiatric Clinical Skills in Medical 
Practice. £19.40. Volume 6. Psychiatric Problems 
in Medical Practice. £19.40. 

Current Themes in Psychiatry. By Racuu N. Gainp 
and Barsara L. Hupson. London: Macmillan Press. 
£12.00, 

Notes on Psychiatry. Fourth Edition. By I. M. INGRAM, 
G. C. Trupury and R. M. Mowsray. Edinburgh: 
Churchill Luingstone. No price stated. 

Psychiatry for Lawyers. Revised edition. By ANDREW 
S. Watson. New York: International Universities Press. 
$20.00. 

The Unconscious Before Freud. By L. L. WHYTE. 
London: Julhan Friedmann. £8.95. 

Mood Disorders: The World’s Major Public Health 
Problem. Edited by Frank J. Ayp Jr. Baltimore: 
Ayd Medical Publicatzons. $18.50. 

Psychoanalysis and Language. Edited by Josepn H. 
Smrru. London: Yale Uniwersity Press. £14.40. 


SCHIZOPHRENIA 


Beyond the Double Blind: Communication and 
Family Systems, Theories and Techniques with 
Schizophrenics. Edited by Mitton M. BERGER. 
New York: Brunner] Mazel. $16.95. 

The Biological Basis of Schizophrenia. Edited by 
GwynneTtH Hemmanos and W. A. Hesaanes. Lan- 
caster, Lancs: MTP Press. £12.95. 

Schizophrenia: Towards a New Synthesis. Edited by 
J. K. Wine. London: Academic Press. £8.00. 


PSYCHOPHARMACOLOGY 


The Art of Medicating Psychiatric Patients. By 
Joun R. Lion. Baltimore: Williams & Wilkins. 
$15.25. 

Principles of Psychopharmacology. Second Edition. 
Edited by Wriiutam G. Ciarx and Josepn Det 
Grupice. London: Academic Press. £17.85. 


RESEARCH 


Twin Research. Part A: Psychology and Methodo- 
logy. Part B: Biology and Epidemiology. Part C: 
Clinical Studies. Edited by WALTER NANCE. 
New York: Alan R. Lass. $80.00 (set). 

The Rorschach: A Comprehensive System. Volume 
2: Current Research and Advanced Inter- 
pretation. By Joun E. Exner. Chichester: John 
Wiley. £23.25. 


546 


ALCOHOLISM 


The Diagnosis and Treatment of Alcoholism. Second 
Edition. By Gary G. Forrest. Springfield, Illinois: 
Charles C. Thomas. $17.50, $12.95 (paperback). 

Is Alcoholism Hereditary? By Donatp Goopww. 
Oxford University Press. £1.95 (paperback). 


CHILDREN AND ADOLESCENCE 


The Maltreatment of Children. Edited by SELwyn M. 
Smıra. Lancaster, Lancs: MTP Press. £12.95. 

Physical and Sexual Abuse of Children: Causes and 
Treatment. By Davm R. Watters. Bloomington, 
Indiana: Indiana Unwersity Press. £3.50. 


STUDIES AND REVIEWS 

Unilateral and Bilateral ECT: A Psychiatric and 
Psychological Study of Therapeutic Effect and 
Side Effects. By Jorncen Hesuz, Errk RODER and 
AuiceE THEILGAARD. Copenhagen, Denmark: Acta 
Psychiatrica Scandinavica. No price stated. 

Aspects of Community Psychiatry: Review and 
Preview. Edited by Josr M. Drvic and MICHAEL 
Dmorr. London: American Uniwersity Publishers Group. 
£8.95. 

When I Went Home: A Study of Patients Discharged 
from Hospital. By Par Gay and JILL PITKEATHLEY. 
London: King Edward’s Hospital Fund. £3.00. 


THE THERAPIES 


Adults and Their Parents in Family Therapy: 
‘A New Direction in Treatment. By Lee HEADLEY. 
New York: Plenum. £9.41. 

The Power of Human Imagination: New Methods in 
Psychotherapy. Edited by Jerome L. SINGER and 
Kennet S. Pore, New York: Plenum. $15.75. 

Family and Marital Psychotherapy: A Critical 
Approach. Edited by Suz WALROND-SKINNER. 
Henley-on-Thames: Routledge V Kegan Paul. £4.75. 
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Group Approaches in Psychiatry. By J. STUART 
, WurreLey and Jonn Gorpon. Henley-on-Thames: 
Routledge B Kegan Paul. £6.95. 

Handbook of Psychotherapy and Behaviour Change: 
An Empirical Analysis. Second Edition. Edited by 
SoL L. GARFELD and ALLEN E. Berain. Chichester: 
John Wiley. £24.50. 

Behavioural Treatment of Obsessional States. By 
H. R. Becca and M. Vauonan. Chichester: John 
Wiley. £7.50. i 


MISCELLANEOUS 


Hypnosis and its Bicentennial: Selected Papers. 
Edited by Frep H. Franke, and Harop S. 
ZaAMANSKY. New York: Plenum. $17.32. 


Tackling Vandalism. A Home Office Research Unit 
Report. Edited by R. V. G. Crarxs. London: 
HMSO. £1.00. 

Creating Community Acceptance for Handicapped 
People. By Roszrra NELSON. Springfield, Illinois: 
Charles C. Thomas. $14.75. 

Perspectives in Epilepsy. Compiled by the British 
Epilepsy Association, Crowthorne House, New Woking- 
ham Road, Wokingham, Berkshire. £1.00 members 
(plus 50p postage), £2.00 non-members (plus 50p 
postage). 

Neurotransmitter Systems and their Clinical 
Disorders. Edited by N. J. Leac. London: Academic 
Press. £7.60. 

Mental [ness in Pregnancy and the Puerperium. 
Edited by MERTON SANDLER. Oxford University Press. 
£6.00. 

Why Not Say It Clearly: A Guide to Scientific 
Writing. By Lester S. Kino. Boston: Little Brown. 
$5.95. 

Management of Chronic Illness. Edited by Marx 
McCarruy and Perer Mruarp. King Edward's 
Hospital Fund for London. £3.00. 
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CYCLES IN THE CARE OF THE INSANE 


Dear Sir, 

I should like to offer some observations on Patricia 
Allderidge’s admirable Squibb Lecture (Journal, 
April 1979, 134, 321-34). 

Miss Allderidge has convincingly demonstrated 
how false is the notion, still widespread and copied 
from book to book, of ‘demoniacal possession’ as 
having been the universal explanation of mental 


disorder up to the seventeenth or even the eighteenth | 


century. She has shown that mental illness was 
provided for and treated—whether medically or by 
religious means—as other illnesses. She has pointed 
out the important distinction between ‘demoniacal 
possession’ and disease (of any kind) said to be caused 
by devils—or, she might have added, by witchcraft. 
She has given fresh examples of how the mentally 
afflicted were given ‘relief? under the Poor Law— 
practices which were first brought to light by Dr A. 
Fessler in 1956; and for the first time she has shown 
us how the Common Law of England governed what 
might and what might not be done in a case of 
mental disorder, long before there was any specific 
legislation. 

Mass Allderidge has also mentioned the strange case 
of Mary Lamb, who never had to stand trial for the 
murder of her mother. It seems so unlikely that this 
should have been a unique instance of leniency, or 
rather of the law turning a blind eye on a crime 
because of the offender’s mental state—yet no one 
has so far been able to find a parallel case. Surely 
further research is needed to solve this mystery. 
Incidentally, Muss Allderidge has not ventured to 
name Mary’s place of confinement; I am pretty 
certain that it was Fisher House in Essex Road, 
Islington, which was at the time licensed to a Mrs 
Ann Holmes. 

On one point Miss Allderidge has—I think 
unfortunately—followed the ‘received version’ which 
elsewhere she has so vigorously disputed. This is 
where she repeats the cliché that the Lunacy Act of 
1890 hamstrung any real advance for seventy years. 
Now the Act, in spite of its bulk, made only two 
changes of any consequence: it imposed a Magis- 
trate’s order for the detention of private patients 
(which had long since been required for ‘paupers’), 
and it required the recertification of detained 
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patients at stated intervals. The objections our 
predecessors raised were, firstlf, that the Magistrate’s 
order inflicted a stigma which would deter the 
patient’s family from seeking in-patient care for him; 
and, secondly, that no provision was made for 
voluntary admission to public asylums. The assump- 
tion in both cases was that early admission was 
beneficial, or even essential, to recovery. This belief 
was based entirely on the simple finding that more 
recoveries occurred among patients whose illness was 
of recent onset; but this finding could and probably 
did mean only that mental disorders of acute onset 
have a better natural prognosis than those with a 
more insidious course. There is no reason to suppose 
that in those years the early admission to an asylum 
of, say, a case of slowly progressing schizophrenia 
could have been of any benefit. 

Voluntary admission had been allowed to licensed 
houses and registered hospitals since the 1860s and 
was actually made easier by the 1890 Act, but the 
facility was little used before the First World War, 
and does not seem to have made any notable impact. 

There was nothing in the Lunacy Act to prevent the 
treatment of uncertifiable cases in nursing homes, 
general hospitals or special clinics, or as out-patients. 
The painfully slow development of such provision 
had many causes—voluntary hospitals were in- 
different to the need or lacking in resources, and 
Poor Law authorities were too restricted in their 
powers—but the want of progress cannot be blamed 
on to ‘1890’. 

ALEXANDER WALK 
8 Avenue St Nicholas (Flat 1), 
Harpenden, Herts. 


EPILEPTIC HOMICIDE: DRUG-INDUCED 


~ 


Dear Sr, 

I have read with interest the case report and 
commentary by John Gunn (Journal, May 1978, 132, 
510-13) and the consequent correspondence (Colin 
Brewer, August 1978, 133, 188; Bartholomew et al 
and Gunn, December 1978, 133, 564-5). John Gunn 
refers to the proposal of the Butler Committee (Home 
Office/(DHSS, 1975) that the uncertainty between 
non-insane automatism and insanity should be 
clarified by reformulating the special verdict of ‘not. 
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guilty by reason of mental disorder’, thus allowing a 
sentencing Court discretion in disposal. This would 
avoid such a verdict resulting automatically in the 
detention in hospital of the accused at the direction of 
the Secretary of State for an unlimited period of time. 
- Gunn goes on to describe mental disorder as including 
those conditions at present defined as insanity and 
embracing all forms of automatism except those 
transient states caused by drugs, alcohol, or physical 
injury. It is with this if mind that the following case 
report is considered of interest. ` 

A single man aged 35, the elder of two children 
attacked -his widowed mother, aged 71, late on the 
evening of February 11, 1978. The mother received 
serious facial injuries and some few weeks later died 
of a pulmonary embolism. The accused was initially 
seen in custody on March 11,.charged with inflicting 
grievous bodily harm—but later with murder—and 
could .give an’ accurate and detailed account of his 


behaviour over the weeks preceding the assault, and. 


similarly details of his behaviour up to 10.30 p.m. on 
the night of the assault; but he had no clear: recol- 
lection of events from‘then on until his mind cleared 
-some few days later whilst in custody. `. 

Witness statements described how the victim sent 
for her neighbour about 10.30 p.m. because the 
accused was behaving oddly, and this.was later 
confirmed by the neighbour, who stated that the 
accused was unable to recognize him. The neighbour 
sought help and while he was absent from the house 
the assault took place. The’ arresting police officers 
found the accused calm but bewildered. en 

He had previously received psychiatric treatrhent 
as both in-patient and out-patient over many years, 
with diagnoses of depression or of inadequacy, and 
he. had both threatened suicide and taken overdoses 
on several occasions. There had been no suggestion 
at any time that he had suffered from epilepsy. Over 
many years he had taken Mandrax (methaqualone 
and diphenhydramine) and latterly was receiving 
lorazepam 2.5 mg and maprotiline 75 mg, both three 
times per day and Mandrax 2 tablets at night. 

The possibility of organic cerebral dysfunction as a 
cause for an aggressive act ın a man said to be non- 
aggressive and known to have no previous criminal 
record led to an electroencephalographic study. 
Within the right temporal lobe there were regular 
high-voltage slow waves during the slow, phase, and 
during the fast phase spike ard spike-and-wave 
activity occurred, consistent with the presence of a 
right temporal lobe epilepsy of indefinite but prob- 
ably long duration, without overt seizures except 
perhaps at the time of the offence. Tricyclic drugs, 
including maprotiline can produce epilepsy (Shep- 
herd, 1978, B.M.7., ù, 10 June, 1523 and Adverse 
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Reaction Information Service 1976. C.S.M. FO6, 
p. 140). 

Counsel for the accused decided on the defence of 
automatism, and in legal argument before Mr Justice 
R. Smith defined automatism as'a lack of mens rea 
due to some failure of the mind not caused by disease, 
accepting that failure of the mind caused by disease 
comes within the McNaughton rules. This argument 
was ‘essentially based on the decision of the Court 
of Appeal in R. v. Quick (1973) 3 A., E.R. 347— 
the case of a diabetic committing an assault during a 
hypoglycaemic episode following an injection of 
insulin. It was held that the malfunctioning of his 
mind had not been caused by his diabetes but by. the - 
use of insulin prescribed by his own doctor. Lord 
Justice Lawton said (at page 356) “Our task has been 
to decide what the law means now by the words 


_ ‘disease of the mind’. In our judgement the funda- 


mental concept is of a malfunctioning of the. mind 
caused by disease. A malfunctioning of the mind of 
transitory effect caused by the application to the 
body of some external factor such as violence, drugs 
including anaesthetics, alcohol, and hypnotic in- 
fluences cannot fairly be said to be due to disease. 
Such malfunctioning unlike that caused by a-defect ° 
of reason from disease of the mind will not always 
relieve an accused from criminal responsibility. A 
self-induced incapacity will not excuse nor will one 
which could have reasonably been foreseen as a result 
of either doing or omitting to do something, as for 
example, taking alcohol against medical advice.after 
using certain prescribed. drugs, or failing to have 
regular meals whilst taking insulin”. 

The defence, therefore, argued that the mal- 
functioning of the mind of the accused was caused not 
by his epilepsy but by the taking of maprotiline in 
accordance with his doctor’s prescription. The Crown 
offered no medical evidence and His Lordship 
directed the jury to acquit the accused. 

While in'custody no medication was exhibited, but 
since acquittal and for the following four months 
the patient has received carbamazepine in a dosage 
controlled by serum levels, and serial EEG recordings 
have shown a progressive improvement in pattern of 
rhythm. At no time since the offence has there been 
evidence of overt epilepsy. It must be rare to find a 
case with a defence. of automatism based on- ~mal- 
functioning of the mind rather than disease of ‘the 
mind leading to acquittal. 


H. B. MILNE 


Waddiloves Hospital, 
Queens Road, 
Bradford BD8 7B T 
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QUESTIONNAIRE. ON SEVERE TARDIVE. 
DYSKINESIA - 


DEAR SR, 

While irreversible movements of the lower face and 
tongue are common in patients receiving long-term 
neuroleptic treatment, generalized choreoathetosis is 
a rare complication (by the’ end of 1975 the Com- 
mittee on Safety of Drugs’ had Ser cred reports of 
12 cases). 

In a prospective study of patients receiving depot 
neuroleptics (Gibson, 1978), 6 out of 167 developed 


generalized choréa within months of starting” flupen-. 


thixol. Dr P. Snaith suggested that in view of the 
-~ rarity of this form of tardive dyskinesia (T.D.) it 
would be worthwhile asking other psychiatrists if 
they had had a similar experience. A simple question- 
naire was devised which read as follows :— 

Have you any schizophrenic patients receiving 
antipsychotic medication who have developed 
generalized body chorea, with or without involve- 
ment of the lower face or tongue? If so; could you 
please indicate the numbers involved, and the 

- drug(s) they were receiving at the time the 
» abnormal movements were first observed ? ; 
: Number 
Flüpheńazinė (Modecate)- 
Flupenthixol (Depixol) 
Fluspirilene (Redeptin) 
Oral neuroleptic of any kind ; 
The questionnaire was sent to .827 ‘consultant 
psychiatrists: this number included specialists in 
mental handicap and psychotherapy. It was hoped 
that in view of the rarity and bizarre nature of the 
syndrome doctors would be. able to recall cases 
without undertaking research: One hundréd- and 
_twelve doctors reported 279 cases in all, and a further 
263 said they’ had seen’ none. One hopes that the 
positive reports cover the majority of cases that exist 
in the country. Two doctors said they could not 
answer the questions as the condition. was so common 
that they had scores of cases. Their diagnostic 
criteria must differ from the majority, and it is agreed 
that many patients show slight twitching movements 
of the extremities without the whole body being 
affected. 
It'was then realised that, if the number of doses of 
„all neuroleptic drugs prescribed in a particular -year 
could be: discovered, the number of'cases receiving 
„cach medication might be deduced.. The DHSS and 


all the regional pharmacists but one-were extremely. 


‘helpful and provided the information for 1976. An 
adjustment was made for the missing one, baséd on its 

population. Typical doses and time intervals. ‘of 
injections had to be assumed. 


‘549 


The actual quantities of various drugs prescribed is 
a commercial secret, but the proportion of cases 
reported. as developing chorea: can be. disclosed 
without prejudice. ` , ee 


Depot ‘flupenthixol i in 230 
Depot fluphenazine l in 400 
Oral neuroleptics 1 in 1800 


Figures concerning fluspirilene were not available 
from some regional health authorities. These figures 
assume that every case receiving neuroleptic medi- 
cation suffers from schizophrenia, and while this may 
approximate to the truth so far as flupenthixol and 
fluphenazine injections are concerned; one can only 
guess at the proportion of oral neuroleptics that are 
prescribed for schizophrenics. If one assumes that this 
figure is one-half, the number of cases of treated 
schizophrenia in England and Wales works out at 
150,000, probably a realistic figure; and the incidence 


‘of generalized chorea in’ treated schizophrenics not 


receiving injections would work out at 1 in 900. 

‘Crane (1973) has emphasized_ that it is the sum of 
neuroleptic medication takén over the years that 
causes T.D. and while Turek (1972) has challenged 
this point of view the simple investigation -reported 


-here, with no information concerning ;previous 


medication, use of anticholinergic drugs, age of the 


` patient ‘or, duration, of illness; can be criticized. 


Unfortunately, answers to such questions would have 
involved the persons replying to the questionnaire in a 


mammoth task. To set up a-prospective study with 


previously untreated patients would take a decade to 
get results, and psychiatrists need to get all the clues 
they can to know if depot drugs might be more likely 
than oral preparations to cause T.D. 

Patients receiving injections must adhere to their 
treatment programme, and injections by-pass the 
vagaries of intestinal absorption and hepatic destruc- 
tion, which could make them more prone to produce 
neurological. damage as time goes by. Flupenthixol 


_may be almost twice as likely to produce chorea as’ 


fluphenazine, but there is no suggestion that it is more 
likely to produce the bucco-linguo-masticatory 
syndrome. Moreover, generalized chorea seems to be ` 
a sufficiently rare complication of these-medications 


‘for it not to be necessary for anybody to change his 


‘prescribing habits in the: light of the above inform- 


ation. Perhaps all one should do is to emphasize the 


- need to monitor regularly all cases on neuroleptic 


drugs, particularly injections, for early. signs of T.D. 
and be, prepared .to. discontinue the neuroleptic 
until the dyskinesia, goes, and then give ıt inter- 
mittently.” 

I-would like to thank all those psychiatrists who 
were kind enough to complete the questionnaire, the 
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regional pharmacists dnd their staffs and specially 
Mrs M. J. Roberts of the DHSS who went to such 
great trouble to let me know the number of doses of 
the drugs prescribed. I am also indebted to. the 
Schizophrenia Association of Great Britain for paying 
for the postal and secretarial expenses involved. 

ALAN C. GIBSON 
St Ann’s Hospital, 
Canford Cliffs, 
Pools, Dorset ° 
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TARDIVE DYSKINESIA AND 
DEPOT FLUPHENAZINE 


Dear SIR, i 

There have been several reports of an increase in 
tardive dyskinesia with depot fluphenazine treatment 
(Chouinard et al, 1977; Gardos et al, 1977; Smith et al, 
1978). The report by Gibson (Journal, October 1978, 
132, 361-5) is an important prospective study which 
shows a progressive increase in the prevalence of 
tardive dyskinesia in chronic schizophrenic patients 
maintained on depot fluphenazine and flupenthixol. 

Based on our studies with fluphenazine plasma 
concentrations following depot injections of flu- 
phenazine decanoate (Nasrallah et al, 1978) I would 
like to propose that the increased occurrence of 
tardive dyskinesia with depot fluphenazine treatment 
might be related to the wide fluctuations in plasma 
concentrations of fluphenazine after an injection of 
the depot. Our findings show that after a dose of 
50 mg i.m. of the decanoate ester in schizophrenic 
patients with or without ongoing cycles of depot 
injections, daily fasting plasma levels fluctuated 
widely between trace and over 100 ng/ml, suggesting 
an irregular release pattern of fluphenazine from the 
depot site. For several patients, no plasma fluphena- 
zine could be detected for one or more days after 
the injection, and higher values (usually between 
3-16 ng/ml) could be measured on other days. 
Different patients achieved different peaks at different 
times, and no intra- or enpad kinetic pattern 
could be observed. 

Given the model of dopaminergic receptor hyper- 
sensitivity following the withdrawal of neuroleptic 
drugs (Tarsy and Baldessarini, 1974), it is possible 
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that chronic fluctuations in fluphenazine plasma 
concentrations with depot maintenance /could have 
the effect of ‘repeated withdrawals’, resulting in 
‘withdrawal’ dyskinesia, which may or may not be 
reversible. 

With orally administered neuroleptics, the greatest 
fluctuation in plasma concentrations occurs with 
once-a-day dosage’ schedules. Jeste/et al (1977) 
reported that four-times a day a istration of 
chlorpromazine masked the symptoms of tardive 
dyskinesia, whereas these were clinically evident 
with once-a-day administration of the same total 
daily dose. 

Obviously, the above ‘hypothesis’ needs validation 
with well designed prospective studies, since the 
implications are important for better maintenance 
treatment of chronic schizophrenic patients. 

, ; Henry A. NASRALLAH 
Department of Psychiatry, 

University of California, San Diego, 
La Jolla, California 92093, USA 
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CANCER IN THE LONG-STAY HOSPITALS 
Dear SIR, 

I read with great interest Dr Rice’s letter (Journal, 
January 1979, 134, 128), in which he states that he 
cannot recall during 35 years of psychiatric practice a 
sıngle case of a chronic schizophrenic patient dying of 
bronchial carcinoma. 

In our recent survey of 1,125 mentally handicapped 
patients who died during the past 40 years in four 
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long-stay hospitals (Jancar and Jancar, 1977) we 
found that only three patients (2 males and | female) 
had died from lung cancer out of a total of 81 cases 
of cancer deaths. All the patients had had, as a 
preventative measure against pulmonary tuberculosis, 
an annual medical examination and regular chest 
x-rays, and more recently, frequent mass radio- 
graphy; therefore, very few pathological processes of 
the lungs would remain undetected. A number of our 
patients are smokers—some very heavy—smoking 
both manufactured and home made cigarettes. 


The number of deaths from cancer of the gastro- 
intestinal tract in our study was much higher (47 
cases out of 81); above the incidence in the outside 
population; and increased from 1 per cent to 8 per 
cent over the past two decades. Increased longevity of 
the patients, due to antibiotics and to better care and 
treatment, is an obvious factor contributing to this 
increase in cancer mortality rate, but diet, drugs, 
genetics, biochemical and biophysical factors have 
to be taken into consideration when researching the 
causes of cancer. 


In a consultative document by the Medical 
Research Council (M.R.C., 1977) ‘Review of Gastric 
and Colo-rectal Cancers’, it is suggested that in 
institutions such as mental hospitals, with long-stay 
patients and uniform well-documented diets, interest- 
ing studies could be carried out. It also comments on 
suggested correlations between gastro-intestinal can- 
cer, smoking and peptic ulcer. 


Giel and his co-workers studied mortality in the 
long-stay population of all Dutch mental hospitals, 
including those for the mentally retarded, 1,506 
deaths reported over a period of 2 years (1970 and 
1971). They grouped known causes of deaths and 
compared them with death ratea in the general 
population. They stated that malignancies, except in 
females aged 40-64 years, appeared less common in 
long-stay patients. They recorded a total of 108 
malignancies in their study (53 males and 55 females). 
The authors were surprised to find 15 cases of ileus 
amongst 36 people dying of a condition of the gastro- 
intestinal system. Gastro-intestinal conditions’ were 
much more common in long-stay patients than would 
be expected. The same applied to hepatic diseases; 
there we.e 19 cases, of which four were of cirrhosis of 
the liver. After listing a number of contributing 
factors to the mortality of the patients they concluded 
the paper: ‘It would be interesting to compare 
in-patient death rates from before, during and well 
after the introduction of phenothiazine derivatives. 
We feel that our findings warrant a screening of 
individual records to identify the various and 
collaborating factors’. (Giel et al, 1978). 
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Modrzewska and Bédk (1979) reported a study of 
‘Schizophrenia and Malignant Neoplasms in a North 
Swedish population’. They found that during 1950-70 
deaths in this population numbered 1,359, and 166 
were caused by malignant neoplasms, corresponding 
to a ratio of 122 per 1000 deaths as compared with 
163 per 1000 in the general swedish population. The 
types and sites of the malignant tumours were not 
significantly different in the two populations. How- 
ever, because of the character#tics of the population, 
they conclude that ‘a biochemical and genetic link 
between schizophrenia as well as certain carriers and 
reduced liability for the development of malignant 
neoplasms is an interesting possibility’. 

Miller, in his James Ewing Lecture ‘Psycho- 
physiologic Aspects of Cancer’ advocates that, in 
order to improve the prevention and treatment of 
cancer, much more knowledge must be acquired 
about the psychologic history and psychodynamics 
of the individual. (Miller, 1977). 

J. JANcar 
Stoke Park Hospital, 
Stapleton, 
Bristol BS161QU 
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A CONTRACT NEEDS A GOAL 


Dear SR, 

The article ‘Written Treatment Contracts: Their 
Use in Planning Treatment Pro es for In- 
patients’ (Journal, November 1978, 133, 410-15), 
illustrates a clear discrepancy between the author’s 
statement of intent and his actual practice. This 
discrepancy could have very serious negative con- 
sequences for the client and his or her relationship 
with the therapist. I say this because the author 
stipulates that in a written treatment contract the 
goals of treatment must be ‘defined operationally’ 
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(p. 410) and written down (protocol of contract 
p. 414). However, although in the illustrative cases 
the author meets some of his own criteria for written 
treatment contracts, in neither case are there clear 
statements of the goals of treatment. It is necessary 
that the proposer of a procedure should at least 
demonstrate that he himself has been able to follow all 
the steps in the procedure. For such illustrations the 
reader is referred to cases described in Schwartz 
and Goldiamond (1976). 
JOHN SrH 
Health Care Evaluation Research Team, 

Dawn House, Sleepers Hill, 

Winchester SO22 4NG 
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BRAIN DAMAGE WITH 
LITHIUM/HALOPERIDOL 
Dear Sir, 

The possibility of a combination of hthium and 
haloperidol causing brain damage was first suggested 
by Cohen and Cohen (1), who reported 4 patients 
with severe extrapyramidal signs and gross con- 
fusional states. A further 7 cases were reported by 
Loudon and Waring (2) with a similar syndrome. In 
all of these cases the organic syndrome occurred 
shortly after the combination of lithium and halo- 
peridol was used for the first ttime. - 

I would like to report a further case of brain 
damage which differs in that the patient had experi- 
enced previous exposure to a lithium and haloperidol 
combination. 

A 58-year-old woman with a ten year history of 
manic-depressive psychosis was started on prophy- 
lactic lithium seven years ago. This had always been 
maintained since that time within the normal 
therapeutic range. Three years ago, during a manic 
episode, she was treated with haloperidol 5 mgms 
q.d.s. for three weeks whilst still receiving lithium, and 
suffered no adverse effects. In July of last year she 
was again treated with haloperidol 1.5 mgms t.d.s. 
for a hypomanic swing. Within two days of starting 
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the combination she developed gross extrapyramidal 
symptoms with marked rigidity, which made walking 
unaided impossible, and continual oro-facial dys- 
kinesia. Associated with this was a severe confusional 
state with total disorientation. During this period all 
laboratory investigations, including lumbar puncture, 
gave normal results. An EEG during the episode 
revealed diffuse slow waves. Both drugs were stopped 
when the symptoms occurred, and over the following 
three months the patient has gradually lost all the 
severe extrapyramidal signs. Unfortunately, however, 
there is still evidence of severe organic brain damage 
with considerable disorientation and impairment of 
memory. 

I believe that the course of this patient’s illness was 
due to the haloperidol-lithium combination, as it 
came on so rapidly after the drugs had been started 
and so closely resembled the previously reported 
cases. The only difference was that the patient 
reported here had experienced the combination 
previously without developing this syndrome. The 
possible adverse effect of long-term lithium on 
psychological memory testing, but without obvious 
chnical impairment, has been reported (Journal, 131, 
453-7) and it is therefore possible that in some 
patients the addition of haloperidol. may result in a 
subclinical organic impairment being made clinical. 

C. J. THomas 
Department of Psychiatry, 
Oldham and District General Hospital, 
Rochdale Road, OL1 27H 
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CORRECTION 


In the paper Vulnerability Factors and Depression in 
Women by Alec Roy (Journal, 133, 106-10) page 108, 
column 2, line 5 should read 46.4 per cent and not 
41.7 per cent; page 109, column 2, line 22 should read 
26.1 per cent and not 13 per cent, line 25 should read 
11.9 per cent and not 5.9 per cent, and line 27 should 
read 39.2 per cent and not 29.7 per cent. 
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inhibitors. Trancopal is a registered trade mark. Further information 

available from: Winthrop Laboratories, Surbiton-upon-Thames, Surrey KT6 4PH. winTHROP 
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The addition of Disipal to phenothiazine therapy enables optimum therapeutic response to be achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 
often associated with major tranquillizer therapy. 

Drug of choice 

LP rere, hoe: mae OTEN EN ther, “orphenadrine is the drug 
of choice in the treatment of drug-induced extra-pyramidal reactions and depression”! 


Increased response 
Furthermore, the authors postulate that “the introduction of orphenadrine in the treatment of a patient whose 
response to phenothiazines is not maintained, might well result in further benefit”* 


For patients on major tranquillizer therapy 


* controls extra-pyramidal reactions 
* elevates patient mood. 


1. Capstick N, J Int. Med. Res, 1976,4 (6), 435. Disipal, orphenadrine hydrochloride B.P, is a registered trade mark. 
Full prescribing information on request from:— 


O Brocades Great BritainiLitd 


Brocades House. Pyrford Road, West Byfiee!, Weybndge. Suey KT!4 GRA 
Telechone Bytwet 45536/42291 Telex 91730! 
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SENIOR PSYCHIATRIST 
NOVA SCOTIA, CANADA 





The Nova Scotia Hospital invites applications for the position of Senior Psychiatrist. 
This is an excellent opportunity for a psychiatrist to direct a multi-disciplinary 
professional t@am. 

Located in the Halifax-Dartmouth metropolitan area, this fully accredited hospital 
with a rapidly developing Community Mental Health Program and affiliated with 
Dalhousie University is the principle psychiatric facility for the Province. 

Candidates must have Canadian Fellowship or equivalent qualifications. 
Assistance with licensure in the Province of Nova Scotia is provided. A limited private 
practice is officially approved for all full-time psychiatrists. 

There is a liberal range of Civil Service benefits including four weeks annual 
vacation after five years, sick leave benefits, groups life insurance, relocation 
assistance, etc. 


Salary up to $46,135 (under review for 1979) 


Enquiries may be directed to: 


Dr. H. P. Poulos, Medical Director, Nova Scotia Hospital, Drawer 1004, 
Dartmouth, Nova Scotia B2Y 329 













PSYCHIATRIST 
NEW ZEALAND 


Applications are invited from Medical Practitioners with a higher qualification for the position of 
whole-time Psychiatrist to the Taranaki Hospital Board. Applications for a part-time appointment 
will be considered. 


The appointee will work mainly at the Base Hospital in New Plymouth. This Hospital has 410 
general beds and appropriate specialist services. There is a 31-bed acute psychiatric unit with out- 
patient and day hospital facilities. The staff establishment is 3 Psychiatrists, a Psychologist and 2 
Psychiatric Social Workers, in addition to nursing personnel. A new 56-bed unit with an out-patient 
department and day hospital is in the planning Stages. There are also smaller general hospitals at 
Hawera and Stratford and the total population served by the Board is 100,000. 


New Plymouth is an attractive city of 40,000 with an active port and developing industry. It is sup- 
ported by extensive cattle and sheep farming and has an equable climate. There are good recrea- 
tional and educational facilities and good road and air connections to Auckland and Wellington. 


Basic salary scale NZ$19, 621/$25, 364, plus wage order allowance of $365 a year. Full details in 
Conditions of Appointment. 


Full particulars, application forms and details of assistance are available on air mailed request from 
‘the undersigned with whom applications close on 4 July 1979: 


The Chief Executive 
Taranaki Hospital Board 
Private Bag 

New Plymouth 

New Zealand 
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ST. JOHN OF GOD BROTHERS’ 
CHILD & FAMILY 
GUIDANCE SERVICES 


e 
Applications are invited for the position of 


CONSULTANT 
CHILD 


PSYCHIATRIST 
IRELAND 


The St. John of God Service in Ireland provides a 
comprehensive Child Psychiatric Service for a 
catchment area of over 500,000, including South 
Dublin and Wicklow. 


The following professional qualifications and ex- 
perience are required for this appointment, which 
carries a salary of £12,360 per annum: 


1. Possession of the M.D.* degree in Psychiatry of 
a recognised university, or the M.R.C.P.1. in 
psychiatry, or membership of the Royal College 
of Psychiatrists, or the Diploma in Psychologi- 
cal Medicine awarded before February 1972, 
or a professional qualification at least equi- 
valent to one of these. 

*Other than a primary degree. 


2. At least seven years satisfactory experience in 
the practice of the medical profession, in- 
cluding not less than five years satisfactory 
experience in psychiatry, of which not less than 
three years was in child psychiatry. 


Applications should be addressed to: 


The Reverend Brother Director, St 
John of God Brothers’ Child & Family 
Guidance Services, 59 Orwell Road, 
Rathgar, Dublin 6, Ireland. Telephone: 
(01) 977596. 


SCHIZOPHRENIA: 
An international Follow-Up Study 
World Health Organization, Geneva. 


This volume reports on the two-year follow-up 
of patients included in the International Pilot 
Study of Schizophrenia, a pioneering trans- 
cultural collaborative study of one of the most 
frequent, disabling and distressing mental 
disorders. The findings from nine countries 
reported here indicate important differences 
between the prognosis of schizophrenia in 
developing and developed countries, as welt 
as the relation of these differences to psycho- 
social factors. 


April 1979 456 pages 
0471 99623 8 $34.00/£16.00 


BRAIN DAMAGE, BEHAVIOUR, 
AND THE MIND 


by Moyra Williams, Department of Clinical 
Psychology, Cambridge Area Health Authority. 


This book analyzes the mental functions 
through a study of their breakdown in various 
conditions causing damage to the brain 
through disease, injury or ageing. It describes 
how mental behaviour can be assessed and 
how disorders arising from brain damage can 
be distinguished from those due to other . 
causes such as stress, fatigue and deprivation. 


February 1979 202 pages 
0471 99704 8 $18.00/£8.50 


PSYCHOPATHOLOGICAL 
hire Pata OF CHILDHOOD 
nd Ed. 


edited by H.C. Quay, 

University of Miami. Florida 

and J.S. Werry, University of Auckland, 
New Zealand. 


Leading researchers critically review empir- 
ical psychological and medical literature on 
children and adolescent psychopathology. 
Updated and expanded, with new chapters on 
epidemiology and residential treatment, it 
includes many new references. 


In Press approx. 575 pages 
0471 04268 4 approx. $23.70/£12.65 
Available from all good booksellers or from 
Wiley. I you wish to use American Express, 
Diners Club, Barclaycard/Visa, Access, please 
quote your card and number. 


John Wiley & Sons Limited 


Baffins Lane - Chichester - Sussex - England 
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Announcing 
Volumes 1 and 2 in an exciting new series: 


Developments in Psychiatry 


Psychiatry has undergone considerable expansion over the past decade, and this expansion has been accompanied 
by an urgent need for the cohesive and authoritative coverage of major developments in the area. 

DEVELOPMENTS IN PSYCHIATRY aims to fulfill this need. With production technology now geared to the extremely 
rapid publication of major international meetings, the series offers the clinician or researcher the most up-to-date and 
coordinated information on progress in an rapidly moving area. Volumes 1 and 2 are now available and in accordance 
with the aims of the series present syntheses of some of the most exciting aspects of psychiatric research. 


Volume 1 


Modern Concepts in Psychiatric Surgery 


Proceedings of the Vth Worid Congress of Psychiatric Surgery held in Boston, Massachusetts. United States of 
America on the 21st - 25th August 1978. 


edited by E.R. HITCHCOCK, H.T. BALLANTINE Jr. and B.A. MEYERSON 
1979 vi+368 pages US $54.75/Dfi. 112.00 ISBN 0-444-80108-1 


This volume contains a selection of the papers presented at the Vth World Congress of Psychiatric Surgery and 
discusses the most modern concepts of psychiatric surgery, revealing in particular an increasing awareness of the 
relationship between biogenic amines and ablative and stimulative surgery. 


The book will be of considerable interest to all psychiatrists, neurosurgeons, psychologists and biochemists working 
in this area. 


CONTENTS: Preface. Biochemical and Stimulation Studies. Epilepsy, Personality and the Limbic System. Target 
Management and Assessment Studies. Society and Psychiatric Surgery. Author Index. 


Volume 2 


Biological Psychiatry Today, Volumes A and B 


Proceedings of the 2nd World Congress on Biological Psychiatry held from August 31st to September 6th, 1978 in 
Barcelona, Spain. 


edited by J. OBIOLS, C. BALLUS, E. GONZALEZ MONCLUS and J. PUJOL. 
1979 xvili+1680 pages (in two volumes) US $151.25/Dfl. 310.00 ISBN 0-444-80117-0 


This monumental work, published in two volumes, which gathers together the results and ideas of over 700 experts 
from a variety of disciplines, and from 62 countries, represents a truly international effort to emancipate psychiatry 
from its purely clinical tradition and make possible the birth of a “new psychiatry” very different to the one inherited 
from our predecessors. 


Compiling the most recent world-wide investigations in biological psychiatry, the five plenary sessions were devoted 
to topics which have recently made fundamental advances within their fields of study, and include areas such as 
experimental aspects of the biology of schizophrenia, neurophysiology and psychiatry, genetics, neurochemistry, 
immunogenetics, psychopharmacology and research techniques and methods. 


Not only offering a most valuable synthesis of the present ‘state of the art’ in biological psychiatry but also suggesting 
promising approaches for future research, this work will be of the greatest interest to both researchers and clinical 
psychiatrists. 


CONTENTS: Genetics and Psychiatry. Neurochemistry. Behaviour, Memory Traces and New Protein Synthesis. 
Limbic System. Biological Rhythms and Psychopathology. Biology of Schizophrenia. Depression. Miscellaneous 
Psychiatric Topics. Psychoneuroendocrinology. Psychopharmacology. Non Pharmacological Therapies. Studies on 
Aggressivity. Interhemispheric Differences in Psychiatry. Applied Neurophysiology. Miscellaneous Topics. 


| ELSEVIER/NORTH HOLLAND BOVEDCAL PRESS 


P.O. Box 211, Amsterdam; The Netherlands 
Distributor in the U.S.A. and Canada: ELSEVIER NORTH-HOLLAND, INC., 52 Vanderbilt Ave., New York, NY 10017 


The Dutoh guilder price is definitive. US $ puces are subject 10 exchange rate Puctuatians. 
2285 BMP % 
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Oxford University Press 





Community Care for the Mentally Disabled 
Edited by J. K. Wirfg and R. Olsen 


Since the war there has been a gradual recognition that segregating the mentally 
disabled in institutions is not an adequate solution for the sufferers or indeed their 
families, yet community care presupposes adequate, integrated, services. This book 
is written for those who are involved in running the social, medical, and voluntary 
services and will be of special interest to psychiatrists, psychiatric nurses, and social 
workers. £10 paper covers £4.50 Oxford Medical Publications 


Sexual Deviation 
Edited by Ismond Rosen 


This second edition, with a team of distinguished, international contributors, presents 
a good objective account of the various syndromes involved in sexual deviation. It 
contains additional chapters on the role of aggression in sexual deviation, therapies, 
the law and sexual deviation, and biological factors in sexual behaviour. Second 
edition £17.50 Oxford Medical Publications 


Psychopharmacology of Affective Disorders 
Edited by E. S. Paykel and A. Coppen 


This book discusses the diverse disciplines, experimental and clinical, involved in the 
study of the psychopharmacology of affective disorders. Advances in knowledge of 
underlying brain mechanisms and in the development of pharmacological treatments 
are examined and re-evaluated. £12.50 Oxford Medical Publications 


Thomas Szasz 


Thomas Szasz's attack on the very concept of ‘mental illness’, and thus on the 
psychiatric profession as a whole, has given rise to bitter controversy, but in America 
he has been recognized as a social thinker of major importance. Oxford University 
Press have just published three of his books: The Myth of Psychotherapy, £5.95; 
Schizophrenia: The Sacred Symbol of Psychiatry, £5.95; and The Theology of 
Medicine, £5.75. 


amano neneniereenimnanmael 





NOW AVAILABLE 





journal of 
AFFECTIVE 


integrates and coordinates disciplines to 
growing medical and social significance. 


DISORDERS 


provide unique coverage of a subject of 
e 





Aims and Scope 

This new journal will provide a medium for publications 
in all areas of research into the affective disorders 

i.e. depression, mania and anxiety. The journal will be 
interdisciplinary and will aim to bring together different 
approaches. Papers of high scientific quality and 
interest will be accepted dealing with any aspect of 
affective disorders including biochemistry, pharma- 
cology, endocrinology, statistics, epidemiology, 
genetics, psycho-dynamics, and clinical studies 
including ail types of treatment. 


The JOURNAL OF AFFECTIVE DISORDERS wili 
primarily publish full length articles describing original 
work but will also accept, where appropriate, short 
communications and review articies. 


Publication schedule and subscription information. 


1979 - Volume 1 

(one volume in 4 quarterly issues } 

US $ 75.50/Dfl. 155.00 including postage 
ISSN 0165-0327 


Editors-in-chief 
E.S. PAYKEL 
Department of Psychiatry, 
St. George's Hospital Medical School, 
University of London, 
: Clare House, 
Blackshaw Road, 
LONDON S.W. 17, UK. 


G. WINOKUR 

Department of Psychiatry, 

University of lowa Hospitals and Clinics, 
The University of lowa, 

IOWA CITY, lowa 52242, U S.A. 


Editorial Board 
R. Abrams, Chicago, ILL., U.S.A. J. Angst, Zurich, 
Switzerland G. Brown, London, U.K. G.D. Burrows, 


Melbourne, Vic., Australia B. Carroll, Ann Arbor, MI., 
U.S.A. A. Coppen, Epsom, Surrey, U.K. P. Clayton, 

St. Louis, MO., U.S.A. B. Cronhoim, Stockhoim, 
Sweden D. Dunner, New York, NY. U.S.A. J. Fawcett, 
Chicago, ILL., U.S.A. E. Gershon, Bethesda, MD., U.S.A. 
T. Hackett, Boston, MA., U.S.A. R.E. Kendell, 
Edinburgh, Scotland D. Kupfer, Pittsburgh, PA. U.S.A. 
J. Maas, New Haven, CT.: U.S.A. J. Mendiewiez, 
Brussels, Belgium P.J; Pichot, Paris, France M. Roth, 
Cambridge, U.K. N. Sartorius, Geneva, Switzerland 
E.H. Uhienhuth, Chicago, ILL., U.S.A. H.M. van Praag, 
Utrecht, The Netherlands D. von Zerssen, Munich, 
W. Germany M. Weissman, New Haven, CT, U S.A. 


An international journal that will appeal to investigators 
from a wide range of disciplines, the Journal of 
Affective Disorders offers unique coverage of a field 
growing in medical and social significance - a feature 
that is fully reflected in the following list of papers 
included in the first issue: 


R. Abrams, M.A. Taylor, M.A. Hayman and 

N.R. Krishna (Chicago, IL and Stony Brook, NY, U.S.A): 
Unipolar mania revisited. 

W. Coryell and M.T, Tsuang (fowa City, IA, U.S.A): 
Should “non-Feighner schizophrenia” be classified 
with affective disorder? 

J. Mendiewicz, P. Linkowski and E. Van Cauter 
(Brussels, Beigium): Some neuro-endocrine para- 
meters in bipolar and unipolar depression. 

L. Dennerstein and G.D. Burrows (Melbourne, Vict., 
Australia): Affect and the menstrual cycle. 

R.S. Lipman, L. Covi and A.K: Shapiro (Rockville, MD, 
U.S.A.): The Hopkins Symptom Checklist (HSCL) - 
Factors derived from the HSCL-90. 

G.W. Kraemer and W.T. McKinney (Madison, WI, 
U.S.A.): Interactions of pharmacological agents which 
alter biogenic amine metabolism depression - An 
analysis of contributing factors within a primate model. 
E.L. Gullick and LJ. King (Richmond, VA, U.S.A.): 
Appropriateness of drugs prescribed by primary care 
physicians for depressed outpatients. 





ELSEVIER/NORTH HOLLAND BOMEDICAL PRESS 


For further information and/or free sample copy please 
write to: 

inthe U.S.A. and Canada 

JOURNAL INFORMATION CENTER 

Elsevier's Science Division 

52 Vanderbilt Ave., 

New York, NY 10017 


Please send your orders to the Amsterdam address. 


The Dutch guilder price is definitive, USS prices are subject to exchange rate fluctuations. 


in all other countries: 
ELSEVIER/NORTH-HOLLAND 
BIOMEDICAL PRESS 

P.O. Box 211, Amsterdam, 
1000 AE, The Netherlands 


$447 BMP 
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Prothiaden works beneath the disguises 
HYDROCHLORIDE BP) of depression 


The disguises of depression and the new Calendar Pack gives your patients every 
patient's brave face may fool everyone but his assistance to comply with your 
doctor. To a growing number of doctors instructions. 










the benefits of Prothiaden are also j , 

obvious. In trials, Prothiaden ' ae) References: 

has shown superiority to n PIA 1.Rees,j.A.& CryerPC,Cum Med 
amitriptyline and with less 4 Res Opin, 1976, 4, 416, f 

side effects: Ina group TÆ A “ume A J Mad 

of patients who are likely to 3.Lipsedge, M.S, Linford Rees, W.& Pike, D J, 
be tired and confused the Psychopharmacologia (Ber!) 1971,19,153 


..With a new Calendar Pack to increase patient compliance 
Prothiaden 75mg 
asimple, evening dosage regimen treats the underlying depressive illness 


Abbreviated Prescribing Information Precautions and Contra-indications Side Effects | hese are usually mild and 
Presentation Prothiaden is dothiepin Prothiaden has anti-cholinergic properties. normally controlled by reducing the dosage. 
hydrochloride, an anti-depressant of the therefore, it may precipitate urinary retention The following have been reported: dryness of 
tricylic group, It is available as 25 mg in susceptible individuals and its use should mouth, constipation, disturbed accommodation, 
capsules and 75 mg tablets. be avoided in patients with existing or orthostatic hypotension, palpitations, 
Dosage Prothiaden should be given ina potential urinary retention. Prothiaden should somnolence, tremor, headache. 

dosage of 75 to 150 mg daily, based on not be used in patients with closed-angle Basic NHS. Price 28 x 75 mg £1.39. 


response and severity. This may betakenas glaucoma. Caution is advised when treating Product Licence Numbers PL 0014/5941, 
a single evening dose. in certain circumstances, epileptic patients and those with cardiovascular PL 0014/0209. 

Le in hospital use, Prothiaden has been given disorders. Prothiaden should not be used Full information is available on request 

in dosages up to 225 mg daily. with MAO inhibitors The Boots Company Ltd., Nottingham, England 
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Review Article 


On the Transmission of Dementia 


A personal view of the slow virus problem e 


By J. A. N. CORSELLIS 


I came across Creutzfeldt-Jakob disease with- 
in a few weeks of starting work in the neuro- 
pathological laboratories at the Maudsley 
Hospital. The time was the 1940’s, and Alfred 
Meyer, who had known both Creutzfeldt and 
Jakob in Germany, had already published his 
study on the possible link between amyotrophic 
lateral sclerosis and Creutzfeldt-Jakob disease 
(or spastic pseudosclerosis of Jakob as it was 
then called). Meyer’s interest in the condition 
was therefore well known to British psychiatrists 
and neurologists, and patients who were thought 
to be suffering from this illness were referred to 
him. Routine post-mortem examinations would 
be duly carried out, perhaps by the psychiatric 
staff, and the brain, sometimes with the spinal 
cord, would be hardened in formalin and sent 
in a parcel to the Maudsley laboratories. 

The disease, sometimes occurring in families, 
was considered then, as it is now, to be one of 
the rarer forms of dementia in adult life and 
I doubt whether more than one or two cases 
were confirmed histologically in a year. In 
some cases the diagnosis proved to be wrong 
and in others it could not be established 
unequivocally. Nevertheless, although often 
controversial and always obscure, the neuro- 
pathological findings were those of a degenera- 
tive disease of the nervous system, in which 
there is a tendency for nerve cells to vacuolate 
and to die, for astrocytes to swell and to pro- 
liferate and for the grey matter, with the cerebral 
cortex in particular to reflect the neuronal and 
glial changes by developing a spongy look. As 
in the other, commoner, forms of organic 
dementia like Alzheimer’s disease, Huntington’s 
chorea and the rarer Pick’s disease, the histo- 
logical picture was neither reminiscent of an 
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inflammatory reaction nor did it point to the 
possibility of an infection. 

Creutzfeldt-Jakob disease, therefore, with all 
its variants and synonyms, remained for many 
years after it was first described in the early 
1920’s an esoteric and a baffling problem. This 
was soon to change. 

The first suspicion that, in spite of the 
appearances, a cerebral degenerative process of 
this kind might have an infective origin came 
after Gajdusek and Zigas had identified in 1957 
the condition called Kuru. This was described 
by them as a ‘degenerative disease of the central 
nervous system in certain tribes of New Guinea’. 
There appeared to be a strong genetic factor at 
work but beyond this no explanation of the 
illness could be uncovered. 

Hadlow (1959), however, found that Karu 
reminded him of the disease in sheep known us 
Scrapie. This condition, although having the 
appearances under the microscope of a dege- 
nerative process, had already been shown to 
be transmissible by injecting brain tissue taken 
from an affected animal into that of a healthy 
one, not necessarily of the same species. Hadlow 
surmised that the same might apply to Kuru. 
Gajdusek took this up, and within a few years 
he and his team (1966) had found that brain 
tissue from a dead Kuru patient, when injected 
into the brain of a chimpanzee would induce 
within a couple of years a degenerative process 
without the signs of inflammation that would be 
expected to follow a virus infection. Observa- 
tions like this soon led to the suspicion that the 
spread of Kuru was at least partly through 
abraded skin during ritual cannibalism. 

In the same year that Hadlow had compared 
Kuru with Scrapie, Klatzo, with Gajdusek and 
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Zigas (1959) drew a similar comparison 
between Kuru and Creutzfeldt-Jakob disease. 
The resemblances which they had noticed in 
these human conditions became even clearer 
after Beck et al (1966) had studied the brains of 
Kuru-infected animals. The picture of experi- 
mental Kuru in chimpanzees was then found to 
be so reminiscent of that of Creutzfeldt-Jakob 
disease in man thateDaniel, Beck and Matthews 
lost no time in sending frozen biopsy tissue 
from a patient in this country with Creutzfeldt- 
Jakob disease to Gajdusek and Gibbs in the 
United States. Four months later the patient 
died and the diagnosis was confirmed. A new 
transmission experiment was started and the 
chimpanzee into whose brain the biopsy tissue 
was placed went down 13 months after the 
injection with a neurological disorder (Gibbs 
et al, 1968; Beck et al, 1969). Following the 
animal’s death two months later, the brain 
showed the histological features which are 
common to Scrapie, to Kuru, and to Creutzfeldt- 
Jakob disease, and it is because of the tendency 
for these three conditions to develop the spongy 
state already mentioned that they have been 
grouped together (with Mink Encephalopathy) 
as the “Transmissible Spongiform Encephalo- 
pathies’. The precise nature of the transmissible 
agents in these diseases is still not known but 
they are often grouped together as ‘slow viruses’ 
even though they behave differently and have a 
different chemical make-up from ‘conventional’ 
viruses. They are perhaps, as Gajdusek observed, 
better looked on as ‘something new to micro- 
biology’ (1972). 

Whatever the agents may prove to be, the 
important fact is that cerebral degeneration 
comparable to Creutzfeldt-Jakob disease has 
been transmitted to animals by the injection of 
tissue taken from a patient with this condition. 
Such a discovery must raise the question whether 
a patient with Creutzfeldt-Jakob disease might 
not be infectious to other people. 

For some years the possibility seemed remote. 
It became easier to imagine, however, after two 
separate episodes in which apparent transmission 
from person to person were reported. The first 
was the development in 1974 of Creutzfeldt- 
Jakob disease in a 55-year-old man eighteen 
months after he had received a cornea trans- 
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planted from the eye of a patient who had died 
from the same illness (Duffy et al, 1974). The 
second report (Bernoulli et al, 1977) concerned 
two patients with psychomotor epilepsy. The 
first was a woman of 23 whose attacks had 
followed convulsions in infancy; the other was 
a boy of 17 in whom ‘an organic psycho- 
syndrome with marked disturbance of memory’ 
was thought to be part of a post-encephalitic 
state. Silver electrodes were inserted temporarily 
into the brains of both patients. Two months 
after their removal from the woman, a temporal 
lobectomy was carried out; a year elapsed after 
their removal from the boy before he underwent 
the same operation. Neither of the resected 
lobes showed histological evidence of a ‘spongi- 
form encephalopathy’. Both patients, however, 
began to show signs of this condition about 
18 months after the insertion of the electrodes. 
The diagnosis in the first was supported by 
EEG studies; it was confirmed histologically 
in the second after the boy died at the age of 
19. Several of the electrodes used in the two 
cases were subsequently found to have been 
implanted previously in the brain of a 69-year- 
old woman with confirmed Creutzfeldt-Jakob 
disease. Because of the sensitivity of the elec- 
trodes to heat they had been ‘sterilized’ 
chemically before re-use. This had been done 
according to accepted practice at the time but 
in a way that is now thought to be ineffective. 
It seems reasonable to conclude from this 
evidence that Creutzfeldt-Jakob disease has 
been transmitted from person to person as a 
result of direct surgical intervention. 

This inevitably raises the further question 
whether Creutzfeldt-Jakob disease is the only 
condition to carry the risk of transmission, for 
if one form of cerebral degeneration can be 
attributed to a slow virus others might also be. 
This is a disturbing possibility, particularly 
for those of us in hospitals and laboratories 
who have been doing necropsies on demented 
patients for many years and cutting up diseased 
human nervous tissue, fresh or fixed, unaware 
of the risk of any hidden agent. 

Gajdusek and Gibbs were quick to appreciate 
these broader implications and soon began to 
include in their transmission studies a wider 
range of nervous diseases and in particular the 
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various senile and pre-senile dementias. These 
included Alzheimer’s disease, Huntington’s 
chorea, and a number of other diagnosed and 
undiagnosed conditions. Two hundred and 
twenty or so cases were included in the study; 
78 had transmitted to experimental animals 
by the time of the report (Traub et al, 1977). 
All but three of the 78 were considered to have 
been examples of Creutzfeldt-Jakob disease 
although some were complicated by other 
cerebral conditions. 

The three exceptions constitute a small but 
important group since two of them were cases 
of familial Aizheimer’s disease. One had been 
diagnosed histologically on the brain after 
death; the diagnosis in the other was based on 
a biopsy, for the patient was still alive in the 
autumn of last year (Rewcastle et al, 1978). As 
a result of this intriguing but limited evidence 
the sporadic or non-familial form of Alzheimer’s 
disease, which is far from uncommon, is also 
being suspected as transmissible from person to 
person. If this were proved to be so, the implica- 
tions would be formidable for although the 
degenerative process, which consists of senile 
plaque formation, neurofibrillary change and 
neuronal loss can be particularly severe in people 
with pre-senile or senile dementia of the 
Alzheimer type, it is found to a milder degree in 
the brains of many, if not most, people as they 
get into the sixties or over. In other words, if 
this form of degeneration becomes incriminated 
as transmissible, everyone on getting old 
becomes a potential hazard. 

My impression, however, is that the evidence 
for the transmissibility of Alzheimer’s disease is 
far from conclusive. Apart from the two familial 
cases just mentioned, tissue from at least 35 
non-familial cases has not so far transmitted. 
As Traub et al (1977) wrote ‘the classical cases 
of sporadic Alzheimer’s disease without promi- 
nent myoclonus and with typical neuropatho- 
logical changes but without spongiform change 
in grey matter have not transmitted to the 
chimpanzee or monkey in spite of several 
years since inoculation’. Again, they com- 
mented ‘we feel at present that Creutzfeldt- 
Jakob disease and Alzheimer’s disease represent 
distinct entities but that the Creutzfeldt-Jakob 
agent may perhaps infect a brain damaged by 
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Alzheimer’s disease’. It is also worth noting 
that when the inoculated animal goes down with 
a cerebral disease the neurohistological picture 
is always that of a spongiform encephalopathy. 
Familial Alzheimer’s disease has not transmitted 
as Alzheimer’s disease. In a similar way 
cerebral tissue from one of five patients with 
progressive supranuclear palsy induced a spongi- 
form encephalopathy in a monkey two and a 
half years after inoculation. None of the other 
conditions such as Pick’s disease, Huntington’s 
chorea or myoclonus epilepsy has induced a 
spongy brain in a laboratory animal. Nor, as 
far as I know, has cerebral tissue taken from a 
person with any other neurological or psychiatric 
illness, organic or functional, achieved this. 
On present evidence therefore it would seem 
to me unjustifiable to accept Alzheimer’s or 
any other brain disorder into the same category 
as Creutzfeldt-Jakob disease, for apart from 
Kuru, which is obsolescent, it is only the 
Creutzfeldt-Jakob complex that has so far been 
shown conclusively to be transmissible. Even this 
statement needs qualification for not all forms 
may prove eventually to contain the agent. 
For example, in their 1979 report Masters and 
his colleagues emphasized that the amyotrophic 
form, described by Meyer (1929), has not yet 
transmitted. It is nevertheless Creutzfeldt-Jakob 
disease that is the main, if not the only hazard. 
All the direct evidence that has so far 
appeared of its passage from man to man is 
that provided by the two surgical incidents 
which have already been summarized. Also 
relevant, but less conclusive, are the observa- 
tions of Masters et al (1979) of an unusual 
frequency of cranial or ocular surgery in people 
who have later developed Creutzfeldt-Jakob 
disease. From the practical point of view, how- 
ever, it is even more important to ask whether 
transmission from person to person can occur 
naturally. Some epidemiological evidence of 
geographic clustering of cases in England has 
been reported by Matthews (1975) but most of 
the cases were scattered over the country. 
Nevertheless five had lived in a group of small 
villages and may have met occasionally. A 
similar tendency to the occasional loose cluster 
has also been recorded from several other 
countries, but none seems striking enough to 
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confirm the view that transmission from person 
to person had manifestly occurred. It is also 
true that the disease has twice been reported in 
married couples (Garzuly et al, 1971; Matthews, 
1975) and there is the single report of a man 
developing the disease only a few months after 
a visit to the Eastern Highlands of New Guinea 
(Grabow et al, 1976). Since it is Kuru that is 
endemic there and not Creutzfeldt-Jakob disease 
the implication is that the two conditions might 
share a common agent. This hypothesis is an 
extension of the idea that the Creutzfeldt-Jakob 
agent might be so closely related to the Scrapie 
one that the human disease might derive from 
handling sheep and eating mutton. In spite of 
widespread enquiries into the mutton trade in 
the United States, including the fate of butchers, 
shepherds and consumers of sheep, Masters et al 
(1979) failed to find any startling prevalence of 
Creutzfeldt-Jakob disease. In this connection it 
was at one time surmised that the curiously 
high incidence of Creutzfeldt-Jakob disease in 
one ethnic group in Israel (immigrants from 
Libya) might be related to a diet which included 
lightly cooked sheep’s eye-balls (Kahana et al, 
1974). This suspicion, however, seems no longer 
to be generally accepted and more recently a 
marked familial element in the same population 
has been identified (Alter et al, 1978). This 
comes as no great surprise since Creutzfeldt- 
Jakob disease has long been known to occur in 
families (Kirschbaum, 1968) and eleven of the 
cases which have transmitted to animals were 
familial (Masters et al, 1979). 

To my mind, therefore, there is still no 
convincing example of Creutzfeldt-Jakob disease 
having spread naturally from person to person 
other than on a genetic basis. In particular, 
although as would be expected by chance, a 
few hospital workers have died sporadically 
from the disease over the years, there is no 
positive evidence that anyone has ever con- 
tracted it from some one else either socially or 
by medical (as distinct from surgical) contact 
either in a hospital, a laboratory or a mortuary 
setting. Moreover pathologists and neuro- 
pathologists, together with their scientific and 
technical colleagues, have been carrying out 
autopsies and handling and processing brain 
and other tissues and fluids from affected 
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patients for many years without taking any 
special precautions. As far as I am aware no 
tendency has been identified for such people 
to dement more often than those working in 
other fields of medicine. It is of course possible 
that such a tendency might be missed because 
of the length of the incubation period, but this 
seems a little unlikely, for the illness has been 
known to exist for nearly sixty years. 

The next question, therefore, is what precau- 
tions should be taken at home, in the community 
or in hospital to avoid the risk of a transmission 
that has so far been shown only to occur within 
the highly specialized environment of an 
operating theatre or a cannibal society. Put 
another way, transmission of Creutzfeldt- 
Jakob disease has only occurred when affected 
brain or corneal tissue has been ‘transplanted’ 
as a highly sophisticated but innocent act 
into the brain or eye of another person. The 
likelihood of something like this happening in 
everyday life or by accident in a hospital ward 
would seem to be remote enough to argue 
against any Draconian regulations about the 
day to day care of an affected patient. Such a 
view is re-inforced by Masters et al (1979) who 
concluded from their vast experience with 
transmission experiments that ‘the potential 
for infection by non-invasive bodily contact... 
must be very low’. In other words, transmissi- 
bility by ‘slow virus’ is of an entirely different 
order from that of the acute viral or bacterial 
infections, This new class of transmissible agent 
differs both in its nature and in its effects from 
conventional viruses. One of the crucial 
differences is the fact that it produces no anti- 
body response nor are there any diagnostic 
tests for Creutzfeldt-Jakob disease of value 
during life other than EEG and cerebral 
biopsy. Neither of these investigations, however, 
always produces an answer (although both are 
often necessary for diagnosis and in case any 
evidence of a treatable condition is to be found). 
The diagnosis of Creutzfeldt-Jakob disease 
therefore depends mainly on clinical acumen, 
and since it is a complex illness it will not 
usually be identified with the same speed or 
accuracy as for most acute and many chronic 
infections. This does not mean though that all 
relatives, friends, staff, fellow patients and 
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any other contact go in peril as soon as the 
diagnosis is made. After all, the condition had 
presumably occurred from time to time long 
before it was identified by Creutzfeldt and 
Jakob in the 1920’s. It was also presumably 
transmissible during that period and it certainly 
did not become so only after the discovery of the 
slow virus story. According to the latest figures 
from Masters et al (1979) the disease now 
accounts for about one death every year for 
every two to four million of the population in 
the United States and the figures are not 
materially different in other countries. Matthews 
(1975) was able to trace 46 confirmed cases in 
England and Wales between 1964 and 1973 
and he calculated that about one new patient 
a year was being identified for every ten million 
of the population. These estimates may be 
rough and on the low side but they scarcely 
point to the development of any major, or even 
minor, epidemic. 

The patient with Creutzfeldt-Jakob disease 
must not therefore be allowed to become the 
modern leper, and it would be neither reason- 
able nor humane to insist on his or her isolation. 
The condition carries no known risk of trans- 
mission either from the breath, the skin, the 
various external secretions or from urine and 
faeces (Masters et al, 1979), and a sense of 
proportion is badly needed. This is particularly 
true for a country with such well-ordered safety 
precautions in the community that 75,000 
people could be killed on the roads while, 
during the same period, 46 had died in hospitals 
from Creutzfeldt-Jakob disease. It seems to me 
improbable that this tiny number would have 
been appreciably reduced if a more stringent 
code of practice to prevent infections in hospitals 
had been in force at the time. 

It is nevertheless essential to avoid risks that 
are recognized, even if their prevention is far 
from fully understood. The problem in hospitals 
is not the customary one of having to destroy 
organisms that are highly infectious but easy 
to kill; the paradox of the ‘slow virus’ lies not 
so much in its ability to infect, but more in its 
ability to survive—a talent which is well- 
illustrated by its remarkable resistance to 
disinfectants like formalin, ultraviolet light and 
ionizing radiation. Moreover, some of the 
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methods of sterilization now being recommended 
derive from experience with the Scrapie agent, 
and although it is probable, there is no certainty 
that the Creutzfeldt-Jakob agent will always 
prove to respond in the same way. 

The only practical solution at the moment 
therefore is to introduce precautions to cover 
the known hazards and to apply common sense 
where there is uncertainty. For example, it is 
sometimes recommended that the blood of a 
suspected patient should be taken with special 
care and all contaminated materials or equip- 
ment sterilized immediately, regardless of 
whether any item is later to be re-used or is 
to be incinerated. This seems sensible, for even 
though transmission to animals using the blood 
of affected patients has not ‘so far been achieved 
(Masters et al, 1979), the blood of affected 
guinea-pigs has been shown to transmit 
(Manuelides et al, 1978). It is important to 
realise that cerebro-spinal fluid has been 
found, according to Masters et al (1979), to 
carry the transmissible agent, and proper care 
in handling it must always be enforced. To 
be on the safe side, similar precautions should 
also apply when any other technique is used 
which is likely to break the skin or mucosa 
of a patient, including the neurologist’s pin 
and the scalp electrode. 

The more far-reaching risks, however, are 
due to the proven transmissible content of 
nervous tissue as well as that of liver, kidney, 
lung, lymph node and of course, cornea (Masters 
et al, 1979). Any patient even suspected of 
having the disease should not therefore be 
accepted as a blood, tissue or organ donor. 
Dental, surgical, and above all neurosurgical 
operations must be undertaken with particular 
regard to the methods of sterilization of instru- 
ments. There is also the risk of a quantity of 
the patient’s tissues being accidentally intro- 
duced through the broken skin of those in the 
theatre. The same provisos apply to those 
working in laboratories; they too should be 
aware of the safest ways to handle biopsy 
tissue, brain, cerebro-spinal fluid and blood. 

Finally, the transmissible agent of Creutzfeldt- 
Jakob disease does not die when the patient 
dies. The hazards during life remain after death 
and they need to be taken neither more nor less 
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seriously. Carrying out a post-mortem examina- 
tion and preparing tissue for microscopy are 
activities comparable to those in the operating 
theatre or in the diagnostic and clinical labora- 
tories. The first thing therefore is to prevent 
any fragment of a patient with Creutzfeldt- 
Jakob disease being allowed to penetrate the 
skin of anybody else. Fortunately feeding 
‘susceptible non-hufman primates’ with ‘huge 
infectious doses’ has failed to transmit the illness 
(Masters et al, 1979) and inhalation should 
also not be a cause for special concern (Gajdusek 
et al, 1977). The second thing is to ensure the 
sterility of any contaminated substance and 
equipment. For general use autoclaving at 
121 °C for one hour is effective, while several 
disinfectants, such as 10 per cent hypochlorite 
solution, are also considered reliable. 

Brief generalizations of this kind, however, 
are not enough; they must be supplemented by 
the more detailed recommendations of the 
experts. Two codes of practice have been 
published. The first was by Gajdusek et al in 
1977; the second is the recent report of the 
Howie Working Party entitled ‘Code of Practice 
for the Prevention of Infection in Clinical 
Laboratories and Post-mortem Rooms’ (HMSO, 
1978). Both start with reassurances like “epide- 
miological evidence does not suggest an unusual 
risk of Creutzfeldt-Jakob disease for medical 
workers’ or ‘no case of accidental infection 
among pathologists, medical laboratory scientific 
officers or mortuary staff has ever been recorded’. 
Indeed, the ‘Howie Report’ specifically states 
that ‘the Working Party certainly would not 
wish to discourage work on such conditions . . .’. 

And yet it seems to me that this is already 
happening. Hospitals are now worrying about 
risks of caring for patients suspected of having 
Creutzfeldt-Jakob disease. Neurosurgeons may 
hesitate to take a biopsy and pathologists to do 
an autopsy. To my mind, at least this last 
negation of medical practice is a result of the 
way spongiform encephalopathy (Creutzfeldt- 
Jakob disease) has been grouped together, for 
post-mortem purposes, with typhoid fever, 
tuberculosis, acute hepatitis and anthrax as a 
dangerous infection. The disease is of course 
dangerous to the patient for, as far as is known, 
it is virtually always fatal. On the other hand, 
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if the evidence has been correctly assessed in the 
present review, we should not be brought to a 
standstill by the fear of a cross-infection so rare 
in man that it has never yet been shown to occur 
other than through surgery. Even then trans- 
mission has been reported on only two occasions 
and since the reasons for both are known neither 
should happen again. Obviously all reasonable 
precautions must be taken and these may well be 
better defined as more is learned. In the 
meantime, it would be disastrous if work on 
cerebral degeneration, which has for so long 
been considered a barren field, should come to 


a halt just when it seems at last to be coming to 
life. 
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Women who Kill their Children 


_ By P. T. d@ ORBAN 


SUMMARY During a 6 year period (1970-75) 89 women charged with 
the killing or attempted murder of their children were examined ina 
female remand prison. Six types of maternal filicide were distinguished: 
battering mothers (36 cases), mentally ill mothers (24 cases), neo- 
naticides (11 cases), retaliating mothers (9 cases), women who killed 
unwanted children (8 cases) and mercy killing (1 case). Types of 
filicide were compared on a number of social and psychiatric char- 
acteristics and on their offence patterns and court disposals. The 
operation of the Infanticide Act is discussed in the light of these findings. 


About one quarter of all victims of homicide 
in England and Wales are children aged under 
16 years and 81 per cent of them are killed by 
their parents (Gibson, 1975). Children aged 
under one year are especially vulnerable and 
are at much greater risk of becoming the victim 
of homicide than any other age group (Criminal 
Statistics, 1976). Sixty per cent of victims in this 
age group are killed by their mothers and in 
90 per cent of these maternal filicides the court’s 
verdict (usually Infanticide) formally recognizes 
that psychiatric disorder was thought.to be 
responsible for the offence (Gibson, 1975). 

The present study is a retrospective review of 

all women charged with the killing or attempted 
“murder of their children, who were admitted to 
Holloway Prison during a six year period, 1970 
to 1975. It aims to describe the patterns of 
maternal filicide seen in this setting, to compare 
their characteristics and to explore the role of 
psychiatric disorder and other factors in these 
offences. 


Subjects and Methods 

During the six year period from Ist January 
1970 to 3lst December 1975 104 women were 
admitted to the prison on charges of killing or 
attempting to kill their natural children. 
Fifteen subjects were excluded from the study: 
in 4 cases the victim was aged 16 years or over 
and in 11 cases the available information was 
insufficient; thus the study is based on 89 cases. 
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At the time of their initial remand in prison 
76 subjects (85 per cent) were charged with a 
homicide offence: 60 (67 per cent) with murder, 
12 (13 per cent) with manslaughter and 4 
(5 per cent) with Infanticide. The remaining 
13 subjects (15 per cent) were charged with 
attempted murder. Women on these charges are 
routinely admitted to the hospital section of the 
prison for psychiatric observation and their 
case histories are usually fully documented. In 
addition to the prison medical officer they are 
usually examined by one or more psychiatrists 
on behalf of the Defence and the Crown. The 
depositions are available and often there is 
information about their previous history from 
psychiatric hospitals, probation officers, police 
and relatives. Data were extracted from the 
case records. Forty-one of the subjects (46 per 
cent) were personally examined. Where data 
were unavailable for some subjects the number 
of cases from which percentages were calculated 
is stated; otherwise percentages refer to the 
total sample of 89 subjects. In statistical cal- 
culations the chi-square test is used with Yates’ 
correction. 


Classification 


The most complete classifications of parental 
filicide are by Resnick (1969, 1970) and by 
Scott (1973a). The problems of classification are 
discussed in Scotts paper. While Resnick’s 
system is based on motive, Scott bases his on the 
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source of the impulse to kill and he distinguishes 
5 categories of filicide: 1. Parents who eliminate 
an unwanted child. 2. Mercy killing. 3. Aggres- 
sion attributable to gross mental pathology. 
4. Stimulus arising outside the victim (dis- 
placement of anger, avoidance of censure, loss 
of status or loss of love object). 5. Stimulus 
arising from the victim (the battering parent). 
I have used Scott’s five categories with minor 
modifications. A sixth category, neonaticide as 
defined by Resnick (1970) has been added in 
view of its special characteristics and its medico- 
legal interest from the point of view of the 
Infanticide Act. The criteria for the six cate- 
gories in order of their frequency in the present 
sample and the number of cases in each category 
were as follows: 

l. Battering mothers (36 subjects). This group 
includes all cases where the killing occurred 
as a sudden impulsive act characterized by 
loss of temper and the immediate 
stimulus to aggression arose from the 
victim. This category is equivalent to 
Scott’s group 5. 

2. Mentally ill mothers (24 subjects). This 
group includes all cases suffering from 
psychotic illness, cases of acute reactive 
depression associated with a suicidal 
attempt and cases of personality disorder 
with depressive symptoms of sufficient 
severity to require admission to psych- 
iatric hospital and who did not meet the 
criteria of the other categories. This 
category is equivalent to Scott’s group 3 
and the acute depressive reactions in his 
group 4 precipitated by loss of love object 
or avoidance of censure. 

3. Neonaticides (11 subjects). Women who 
killed or attempted to kill their children 
within 24 hours of birth (Resnick, 1970). 

4. Retaliating women (9 subjects). In these 
cases aggression directed against the 
spouse was displaced onto the child: the 
Medea Situation of Stern (1948). This 
category is equivalent to cases in Scott’s 
group 4 where the stimulus to kill was 
revenge, and the ‘spouse revenge’ filicides 
of Resnick (1969). 

5. Unwanted children (8 subjects). Women who 
killed an unwanted child, by passive 
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neglect (4 cases) or by active aggression 
(4 cases). This category is equivalent to 
Scott’s group L. 

6. Mercy killing (1 subject). Cases in which 
there is a real degree of suffering in the 
victim and an absence of secondary gain 
for the mother. This category is equivalent 
to Scott’s group 2. 


Results 
The offenders 
Demographic characteristics 


Of 87 subjects, 48 (55 per cent) were married, 
19 (22 per cent) were single, 19 (22 per cent) 
were separated or divorced and one was 
widowed (in 2 cases the marital status was not 
known). Married status was commonest among 
the mentally ill (17, 71 per cent) compared with 
23 (64 per cent) of the battering mothers. None 
of the neonaticides were married: 8 were 
single women and 3 were separated. 

The age of the subjects is shown in Table I. 
Neonaticides were the youngest group (modal 
age 21) followed by the battering mothers 
(modal age 22). The mentally ill mothers 
(modal age 26) were on average 4 years older 
than the batterers but the difference is not 
significant. In the unwanted child group there 
was a marked difference between mothers whose 
children died by neglect (modal age 21) and 


Taste I 
Maternal age at the time of the offence 











Mean 

Type of filicide N age S.D. 
Battering mothers 36 22.4 2.9 
Mentally ill 24 26.8 4.5 
Neonaticides l1 21.1 2.9 
Retaliating mothers 9 28.4 5.6 
Mothers of unwanted 

children 8 26.3 10.1 
Mercy killing l 40 — 
Total sample 89 24.6 5.6 
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those who killed their child by an aggressive act 
(modal age 32). 

Nineteen (21 per cent) of the subjects were 
born outside the United Kingdom. The batter- 
ing mothers were a particularly cosmopolitan 
group, with 11 (31 per cent) born overseas 
compared with 8 (15 per cent) of the remaining 
groups, but the difference is not significant. 

° 


Family history 

Battering mothers tended to come from large 
families: their mean family size of origin was 
5.2 compared with 3.8 for neonaticides, 3.0 for 
the mentally ill and 2.3 for mothers of unwanted 
children. There was a family history of psych- 
jatric disorder (mental illness, mental handicap, 
or alcoholism) in 17 of 69 cases (25 per cent) and 
of criminality in 6 of 68 cases (9 per cent) with 
no significant inter-group differences, though 
battering mothers tended to have more family 
history of crime. A history of parental discord 
was noted in 19 of 66 cases, 29 per cent (10 of 
28 cases, 36 per cent, in the battering group) 
and of severe parental maltreatment in 11 of 70 
cases, 16 per cent (6 of 28 cases, 21 per cent, 
in the battering group). Separation from one or 
both parents before the age of 15 occurred in 
30 of 70 cases (43 per cent); among battering 
mothers separation was significantly more 
frequent than in the remaining groups (17 of 
28 cases, 61 per cent; y? = 4.9, d.f. 1, p <.05). 


Psychiatric aspects 


There was a previous history of psychiatric 
illness requiring in-patient or out-patient treat- 
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commonest among retaliating women (8 cases, 
89 per cent) and the mentally ill (13 cases, 
54 per cent). Of 35 battering mothers 11 (31 per 
cent) had such a history, but only | of 10 neo- 
naticides had previously suffered from psych- 
iatric illness. 

The psychiatric diagnosis at the time of the 
offence is shown in Table II. Personality 
disorder was the largest diagnostic category 
(43 per cent). Using the ICD classification 
(WHO, 1974) 13 subjects were classed as 
asthenic (301.6), 10 as antisocial (301.7), 8 as 
hysterical (301.5), 6 as explosive (301.3) and 1 
as paranoid personality (301.0). Reactive 
depression was the next commonest category 
(21 per cent). Psychotic illness was diagnosed in 
16 per cent; of the 14 cases 7 had puerperal 
psychoses with mixed schizo-affective sympto- 
matology, 4 were schizophrenics, 2 had paranoid 
psychoses and 1 had a depressive psychosis. 
Subnormality was diagnosed in 4 subjects 
(4 per cent) who had WAIS IQ below 70. 

No routine psychological testing was done, 
but WAIS 1Q’s were measured where there were 
clinical indications of low intelligence. IQ’s 
were available for 22 subjects, of whom 17 had 
an IQ of less than 90. Low intelligence was 
commonest among battering mothers: 12 of this 
group had 1Q’s of less than 90 and of the 4 
subjects formally diagnosed as subnormal 3 were 
battering mothers. 

An EEG was available for 18 subjects; only 
4 showed non-specific abnormalities in their 
record, 

Eighteen subjects (20 per cent) had a 














ment in 35 of 85 cases (41 per cent), This was criminal record. Battering and retaliating 
Taste II 
Psychiatric diagnosis 
Personality Reactive Psychotic Subnormal No Total 

Type of filicide disorder depression illness abnormality 

Battering 17 12 — 3 4 36 
Mentally ill 4 6 14 -l —- 24 
Neonaticide 2 — — l 8 11 
Retaliating 8 1 — — —- 9 
Unwanted child 7 — — = I 8 
Mercy killing — -= — — i 1 
Total No. (%) 38 (43) 19 (21) 14 (16) 4 (4) 14 (16) 89 (100) 
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mothers had a criminal record more often 
(9 cases, 25 per cent, and 2 cases, 22 per cent) 
than the mentally ill (4 cases, 17 per cent) and 
the neonaticides (1 case, 9 per cent), but the 
inter-group differences were not significant. 
Most previous convictions were for shoplifting, 
theft or soliciting. Only 2 women (both in the 
battering group) had a previous record of 
violence; both had been convicted of assaulting 
their children. One woman in the retaliating 
group had a history of stabbing her husband 
but no criminal proceedings were taken against 
her. 

Eight subjects had a history of alcoholism or 
drug dependence (1 was dependent on heroin). 
Three of these women were intoxicated at the 
time of the offence. 


Sources of stress 


The commonest source of stress was severe 
marital discord with the husband or cohabitee 
(58 of 82 subjects, 71 per cent). Compared with 
the other five groups the mentally ill women 
suffered significantly less marital stress (11 of 
23 subjects, 48 .per cent; x? = 6.7, d.f. 1, 
P <.01). A history of marital violence was 
commonest in the battering group; 11 of the 
battering mothers (31 per cent) had themselves 
been physically assaulted by their husbands or 
cohabitees compared with 6 (11 per cent) of the 
remaining subjects (y? = 3.9, d.f. 1, P <0.05). 

Housing problems (inadequate or over- 
crowded accommodation, living with in-laws or 
in a temporary reception centre, or being 
threatened with eviction) were present in 26 of 
82 cases (32 per cent). Such problems were 
significantly more common in the battering 
group compared with the remaining subjects 
(18 of 34 cases, 53 per cent; y? = 10.4, d.f. 1, 
P <0.005). Of 83 subjects 16 (19 per cent) were 
living alone with their children at the time of 
the offence. 

Financial difficulties were noted in 24 of 81 
subjects (30 per cent). This too was a sig- 
nificantly more common source of stress in 
battering mothers (17 of 33, 52 per cent) 
compared with the remaining groups (x? = 
11.0, d.f. 1, P <.001). 

Youthful parenthood was found in all 
groups. The mean maternal age at the birth of 


563 


their first child was 16.5 years for the mothers 
of unwanted children (for 6 of 8 cases), 19.1 
years for the neonaticides and the battering 
mothers, 20.0 years for the retaliating group and 
21.9 years for the mentally ill, compared with 
the national average of 23.3 years (Registrar 
General, 1972). 

Of the battering mothers 8 were pregnant at 
the time of their offence compared with only 1 
mentally ill mother of the remaining 42 subjects 
at risk (y? = 5.7, df. 1, P <0.02). Of the 
battering mothers 5 had a child aged under 
6 months at the time of the offence other than 
the victim, compared with none in the other 
four groups at risk (y? = 4.2, d.f. 1, P <.05). 
The neonaticides were not at risk and were 
excluded from both these comparisons. _ 

Although most women in the study were 
subject to multiple adversity, the sources of 
stress varied considerably between different 
groups. An estimate of the frequency of types of 
stress was arrived at by grouping stressful 
factors into three categories (family, social and 
psychiatric). Indicators of family stress included 
a family history of mental illness and of crime, 
parental discord, parental maltreatment and 
separation from one or both parents before the 
age of 15 years. Social stress was measured by 
the presence of financial problems, housing 
problems, marital discord, a criminal record and 
living alone. Measures of psychiatric stress were 
a history of psychiatric symptoms at the time of 
the offence, a formal diagnosis of psychiatric 
disorder, a previous history of psychiatric 
disorder and a suicidal attempt after the offence. 
Each of these stress factors was assigned a 
score of one if present and 0 if absent, and the 
totals for each factor were divided by the 
number of subjects in each category of filicide. 
The scores for each of the three categories of 
stress were then added to derive a score for 
family, social and psychiatric stress. The 
combined scores on all factors were 5.34 for the 
retaliating group, 5.02 for battering mothers, 
4.80 for the mentally ill, 4.51 for mothers of 
unwanted children and 1.82 for the neonaticides 
(the single case of mercy killing was excluded). 
Battering mothers had the highest scores on 
social stress (2.08) and family stress (1.19) but 
ranked third on psychiatric stress. The mentally 
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Taste III 
Age of victims 
Age of victim Battering Ment. ill Neonatic. Retaliating Unwanted Mercy Total 
(N = 36) (N=24) (N=11) (N=9) (N=8) (N=) 
Under 6 months il 9 ll 3 2 — 36 
6 months—under | year 4 5 — — 2 l 12 
1 year—under 2 years 10 5 — 3 1 — 19 
2 years—under 3 yearg 7 9 — — 1 — 17 
3 years—under 4 years 2 2 — 1 — — 5 
4 years—under 5 years l 5 — 2 — — 8 
5 years and over 1 6 — 3 2 — 12 
Total no. of victims 36 41 11 12 8 l 109 





ill scored highest on psychiatric stress (2.96) but 
ranked fourth on family and on social stress. The 
neonaticides scored lowest on all three cate- 
gories. 


The victims 


The 89 offenders had 109 victims. Their 
ages are shown in Table III. 

Forty-eight of the victims (44 per cent) were 
aged under | year. Only 12 victims (11 per cent) 
were aged over 5 years; the eldest was aged 
12 years. The battering mothers tended to 
kill young children; 89 per cent of their victims 
were aged under 3 years. By contrast, the ages 
of the victims of mentally ill and retaliating 
mothers were more evenly distributed and most 
of the older children were the victims of these 
two groups. 

The mean number of children in the victims’ 
families was similar in four of the groups (2.38 in 
the batterers, 2.29 in the mentally ill, 2.77 in the 
retaliating and 2.75 in the unwanted) but 1.72 
in the neonaticide group. The ordinal position 
of the victim did not differ significantly in any of 
the groups: 39 per cent of the battered children, 
41 per cent of the victims of mentally ill mothers 
and 45 per cent of the neonaticides were first- 
born children. In 24 cases (27 per cent) the 
victim was an illegitimate child. All but one of 
the victims of neonaticide were born illegitimate. 


The offence 

Of the 109 victims 83 (76 per cent) died. All 
the 36 battering cases and the single case of 
mercy killing had a fatal outcome. Survival was 
commonest in the mentally ill group (19 of 41 





victims) and the retaliating group (5 of 12 
victims). One victim survived in the unwanted 
child and one in the neonaticide groups. The 
13 subjects whose victims survived and who 
were initially charged with attempted murder 
did not differ from those who were charged with 
a homicide offence. Eight of these attempted 
murders occurred in the mentally ill group and 
3 in the retaliating group. Survival of the victim 
in these cases was quite fortuitous and usually 
occurred as a result of the mother attempting to 
poison or to gas herself and her children and 
being rescued in time. The one victim of 
neonaticide who survived had been wrapped in 
a plastic bag and thrown down a rubbish chute 
from the third floor; yet the child was found 
alive by a dustman and subsequently recovered. 

Table III shows that multiple victims 
occurred only in the mentally ill and the 
retaliating groups. Of the mentally ill mothers 
14 had multiple victims (11 had 2, 2 had 3 and 
l had 5 victims) and a further 6 killed their 
only child. In the retaliating group 3 of the 
women had multiple victims (2 each) and 2 
women killed their only child. Thus 20 of the 
24 mentally ill and 5 of the 9 retaliating 
mothers killed or attempted to kill all their 
children. 

None of the subjects attacked their husbands 
or cohabitees and in only one case was there an 
additional victim who was not their child; 
a retaliating mother set fire to a house as a result 
of which an adult relative as well as her child 
died. 

The method of assault is shown in Table IV. 
The victims of battering mothers all died as a 
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Tase IV 
Method of assault 
g 
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Method T a a A Za O ó E d B m 
meaa oo IaM 
Battering 35 — — 1 2 me l — 39 
Ment. ill — 7 5 6 — 4 3 2 — l 28 
Neonatic. 2 4 — 3 2 — —_ — — — l 
Retaliat. — 2 4 2 — — l 1 — — 10 
Unwanted — — 3 1 5 — — — — — 9 
Mercy — — l — — — l 
Total 37 13 13 13 9 4 4 3 l 1 98 








(In 9 cases more than one method was used). 


result of severe physical assault usually from 
blows or by being thrown against a wall or to 
the ground. The cause of death was usually 
intra-abdominal injury, skull fracture or intra- 
cranial haemorrhage. These assaults always 
‘occurred in a state of exasperation and loss 
of temper and there were no instances of 
planned, deliberate cruelty. In 7 battering cases 
(but in none of the other groups) the husband 
or cohabitee was also charged. In contrast to 
the batterers, the mentally ill and the retaliating 
women used a variety of methods such as 
drowning, gas, suffocation with a pillow, or 
poisoning (usually with diazepam or tricyclic 
antidepressants prescribed for them). Contrary 
to expectation most neonaticides killed their 
children by some form of aggressive act (drown- 
ing, suffocation or battering) rather than by 
passive neglect or abandonment. Death from 
neglect or starvation was commonest among 
unwanted children. 

A deliberate attempt to conceal the offence 
occurred in 14 of 84 cases (17 per cent) and was 
characteristic of neonaticides (all 10 cases in 
which details were available). The neonaticides 
hid the body of their victim (e.g. in cupboards, 
dustbins or rubbish dumps) and the remains 
were often discovered after a considerable 
interval of time. One of the battering mothers 
buried the body of her victim and reported the 
child as missing, but most battering mothers 
promptly sought medical aid although at first 


they usually denied responsibility for the 
injuries. Overt remorse for the offence and 
distress over their childrens’ death was shown by 
37 subjects (42 per cent) and there was no 
notable difference between the groups in this 
respect. By contrast, the majority showed 
marked dissociative reactions. 

Eighteen subjects attempted suicide at the 
time of the offence or immediately afterwards. 
Characteristically, such attempts were made by 
the mentally ill mothers: 13 of the 24 attempted 
suicide and a further 3 had planned suicide but 
were unable to carry through their attempt. In 
these cases the murder and suicide were 
usually simultaneous acts. For example, the 
mothers would administer drugs to their 
children and then themselves take an overdose, 
or they would attempt to drown themselves 
together with their child. In the majority of the 
mentally ill group the conscious motive was 
primarily self-destruction and the killing was an 
extension of the suicidal act, on the grounds that 
‘there would be no one to care for the children’. 
Less often the primary motive was altruistic 
killing due to delusional ideas (in order to save 
the child from some terrible fate) and the 
suicidal attempt could be regarded as an 
extension of the killing. For example, a puer- 
peral psychotic mother killed her two children 
‘to save them from a violent world’ and another 
killed her child ‘to prevent him from becoming 
schizophrenic’, 
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Of the five suicide attempts in the other 
groups three occurred in retaliating women and 
two in battering mothers. These attempts 
differed from the extended suicides of the 
mentally ill. Except for one retaliating mother 
who took an overdose immediately after 
administering drugs to her children, in the other 
four cases the suicide attempt followed after an 
interval of time an@ was motivated by remorse 
for the offence rather than forming part of a 
pre-conceived plan for murder-suicide. 


The court procedure 


Despite the seriousness of the charges 32 of the 
subjects (36 per cent) were allowed bail prior 
to trial, often after a psychiatric report indicated 
that there was no suicidal risk or that a hospital 
was willing to admit the patient pending trial. 
Bail was most frequently granted to the neo- 
naticides (in 9 cases), all without a condition of 
hospital admission. Of the mentally ill, 5 subjects 
were bailed to hospital. Only one subject was 
dealt with under section 73 of the Mental 
Health Act. 

The court verdicts are shown in Table V. 
Although 60 subjects were initially charged with 
murder, only 2 were convicted of this offence. 
Both killed older children: one in the retaliating 
group drowned her 6-year-old child in the bath 
and one in the unwanted child group suffocated 
her 7-year-old child with a pillow. Man- 
slaughter on the grounds of substantially 
diminished responsibility (under section 2 of 
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the Homicide Act 1957) was the most frequent 
verdict in the whole sample (24 cases, 27 per 
cent) and in the mentally ill group (9 cases, 
38 per cent), but a substantial proportion 
particularly of the battering mothers offered no 
‘psychiatric’ defence and were convicted of 
ordinary manslaughter on the grounds of lack 
of intent to kill (16 subjects, 18 per cent of the 
whole sample, and 10 subjects, 28 per cent of 
the battering group). 

The Infanticide verdicts are of interest as they 
illustrate the operation of the Infanticide Act 
1938 and the types of cases dealt with under the 
Act. All except one neonaticide (whose victim 
survived) was convicted of Infanticide. This 
was also the verdict in 10 of the battering cases; 
of 15 battering mothers whose victim was aged 
under 12 months (as required by the Act) 10 
were dealt with in this way. Only 2 of the 
mentally ill mothers were convicted of Infanti- 
cide. 

The sentence of the court in the 84 subjects 
found guilty is shown in Table VI. There was a 
medical disposal in half the cases, most com- 
monly a Probation Order with a condition of 
treatment under section 4 of the Criminal 
Justice Act 1948 (now superseded by section 3 
of the Powers of the Criminal Courts Act 1973). 
A quarter of these section 4 orders were for 
out-patient treatment, as the patients had 
either not been suffering from illness severe 
enough to necessitate admission or they had 
largely recovered by the time they came to 

















Taste V 
Verdicts 
Att. 
Man- Unfit murder. Extra- 
Man- slaughter to or lesser dition 
Murder slaughter dim. resp. plead Infanticide offence* order Acquittal Total 

Battering — 10 12 =— 10 2 — 2 36 
Ment. ill — l 9 2 2 8 — 2 24 
Neonatic. — — — — 10 l = = H 
Retaliat. l 1 3 — I 3 —- 9 
Unwanted 1 3 — — — 2 l l 8 
Mercy — 1 — -— —— 1 
Total 2 16 24 2 23 89 


16 l 5 





* Cruelty, Neglect, Wounding, Administering a noxious substance. 
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Tase VI 
Sentences in 84 subjects found guilty 
Medical disposal Penal disposal Other 
N = 42 (50%) N = 11 (13%) N = 8 (10%) 
Crim. Prison 
Proc. Probation** 18 mths 
Sec. Sec. Insan. Sec. N = 23 Life to Susp. Other Not 
60 65 Act 4* (27%) Imp. 3yr Borstal sent. 3** known Total 
Battering 2 2 — 15 7 -—- 6 l — — l 34 
Ment. ill 7 1 2 7 4 — — _ — l — 22 
Neonatic. — — — l 8 2 — I 
Retaliat. 2 l — 1 3 1 — — l — — 9 
Unwanted — — — 1 —— l 2 — l l l 7 
Mercy — S = — 1 a — == = — — l 
Total 11 4 2 25 23 2 8 1 2 4 2 84 








* Probation orders with a condition of psychiatric treatment. 


** Probation orders without psychiatric treatment. 


*** 2 conditionally discharged, 1 extradition order, 1 nominal imprisonment (for | day). 


trial. There were only 4 admissions to Special 
Hospitals: 2 schizophrenics who were found 
unfit to plead were admitted to Broadmoor 
Hospital under the Criminal Procedure (In- 
sanity) Act 1964 and 2 of the battering mothers 
were admitted to Rampton Hospital under 
section 65 of the Mental Health Act (1 for 
subnormality and | for psychopathic disorder). 
A Restriction Order under section 65 was 
imposed in only 2 further cases; one was a 
schizophrenic with 9 previous admissions who 
invariably failed to continue out-patient treat- 
ment after discharge, and one was a retaliating 
mother with a severe personality disorder who 
had made repeated previous threats to strangle 
her baby until she finally did so. 

The Probation Service plays a prominent 
part in the management of maternal filicides. 
In addition to the 25 section 4 orders, 23 
subjects were put on an ordinary Probation 
Order. Thus a Probation Officer was involved in 
treatment and rehabilitation somewhat more 
frequently than a psychiatrist (Probation 
Officers in 57 per cent, psychiatrists in 50 per 
cent, both in 30 per cent). 

Apart from the 2 mandatory life sentences for 
murder only 9 other women received a penal 
disposal (8 prison, 1 borstal). The prison 
sentences were remarkably uniform in length, 


ranging from 18 months to 3 years, with a mean 
of 26 months. Of the 9 penal sentences 7 were 
imposed on battering mothers. 

Of the 23 subjects convicted of Infanticide 18 
were put on probation (7 with a condition of 
treatment under section 4). Two (both battering 
mothers) were sentenced to imprisonment (for 
18 months and 2} years). Of the remaining 
3 subjects one was given a nominal | day 
sentence, another was conditionally discharged 
and the third (suffering from a puerperal 
depressive illness) was admitted to hospital 
under section 60. 


Preventive aspects 

An attempt was made to examine factors that 
might have served as warning signals of the 
offence. Fifty subjects (56 per cent) suffered 
from minor psychiatric symptoms (e.g. depres- 
sion, irritability, exhaustion or apathy) prior to 
the offence. As expected, symptoms were most 
frequent in the mentally ill group (21 subjects, 
88 per cent). Half of the women in the re- 
taliating, battering and unwanted child groups 
complained of such symptoms, but only 2 of the 
neonaticides had symptoms prior to the offence. 
At the time of the offence 47 of 78 subjects (60 
per cent) were in contact, in order of frequency, 
with a general practitioner, psychiatrist, social 
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worker or health visitor. Seventeen women (10 
in the mentally ill group) were under psychiatric 
treatment at the time of their offence. However, 
none of the neonaticides were under any 
treatment or professional supervision. 

In the battering group, there was a previous 
history of battering in 17 cases (47 per cent). 
In 10 of these cases the previous battering 
incident was known to those concerned with 
their care. A previous child was battered in 10 
cases and the present victim in 7 cases. The 
latter children had all at one time been admitted 
to hospital as suspected cases of battering or 
neglect. In several cases the victim was already 
the subject of a Care Order. 

Illness in the child might also have served as a 
warning signal in a number of cases, parti- 
cularly in the battering and the unwanted child 
groups. In 15 of the battering cases the child 
suffered from ill-health at the time of the 
offence compared with 6 of the remaining 42 
cases at risk of having a sick child (y? = 6.0, 
d.f. 1, p <0.02). Of the 15 children 6 were 
premature, 6 suffered from retarded develop- 
ment (including 2 who had severe brain 
damage), 2 had a respiratory infection and 1 
was jaundiced. In a further two battering cases a 
younger sibling of the victim was ill. In 20 of 32 
battering cases (63 per cent) the child’s be- 
habiour (often due to illness) was the immediate 
precipitating stimulus for the offence. These 
triggering factors in order of frequency were 
persistent crying or screaming (8 cases) ; feeding 
problems or vomiting (5 cases); and incon- 
tinence or ‘messy’ behaviour (3 cases); the 
child’s behaviour was perceived as disobedient 
or provocative (2 cases) or as emotionally 
unresponsive after a period of separation (2 
cases). 

In the unwanted child group 4 of the 8 
victims suffered from illness (1 each from 
gastroenteritis, respiratory infection, mental 
retardation and severe behaviour disorder). The 
single mercy killing also occurred in a case 
where the victim suffered from severe brain 
damage. By contrast among the victims of 
mentally ill mothers -only one was ill (with 
congenital oesophageal atresia). None of the 
victims of retaliating mothers suffered from 
illness and the victims of neonaticide were not at 
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risk (except of congenital malformations) but 
none had such a history. 


Discussion 

` Previous British studies of maternal filicide 
deal with selected samples which are unlikely to 
be representative of the whole spectrum of 
filicide. Early reports described large series 
admitted to Broadmoor Hospital (Baker, 1902; 
Hopwood, 1927) and to Holloway Prison 
(Morton, 1934). These studies are of consider- 
able clinical and historical interest, but since 
they were written there have been major 
changes in the concepts of psychiatric disorder, 
in social conditions, and in homicide legislation 
and the disposal of offenders. More recent 
studies describe smaller series of maternal 
filicides in a special context, e.g. depressive 
murder (Batt, 1948); murder followed by 
suicide (West, 1965) and child battering 
(Oliver et al, 1974; Smith, 1975). Gillies (1976) 
included 11 cases of maternal filicide in his 
study of homicide in the West of Scotland, and 
Lukianowicz (1971) reported 3 cases from 
Northern Ireland. 

Because of the serious nature of the charge 
cases of maternal filicide are remanded in 
custody for at least some period prior to trial. 
Since Holloway is the only female remand 
prison in South-Eastern England, the present 
sample is likely to be representative of the 
pattern of maternal filicide in London and the 
South-East, with the exception of filicides 
who commit suicide prior to arrest. For a 
previous 6 year period (1955-60) Gibson and 
Klein (1961) reported that, of 113 women who 
killed their children, 70 (62 per cent) committed 
suicide before trial. West (1965) found that 
most maternal filicides who commit suicide 
suffer from depressive illness, and in the present 
study also most suicide attempts occurred in 
the mentally ill women. It is therefore likely that 
the mentally ill group are under-represented in 
this study. However, of those who are charged 
with an offence and come to trial, battering 
mothers form the major category, 40 per cent of 
maternal filicides, 

Mercy killing is an uncommon cause of 
filicide; only one case occurred in the present 
series, and Scott (1973a) also found only one 
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case among maternal filicides reported in 
A Calendar of Murder by Morris and Blom- 
Cooper (1964). 

The retaliating women were a highly un- 
stable and disturbed group who had the highest 
combined score on measures of stress. All but 
one of this group had severe personality dis- 
orders characterized by aggressive or impulsive 
behaviour and suicidal attempts leading to 
frequent previous psychiatric hospital admis- 
sions. They had chaotic and hostile marital 
relationships and used their children to mani- 
pulate their spouses. . 

In the unwanted child group 4 women killed 
their children by passive neglect and 4 by 
active aggression. The former were passive, 
immature personalities separated from their 
spouses and beset by social problems with 
which they were unable to cope. The latter were 
impulsive, anti-social personalities with a history 
of delinquency, and 3 of the 4 were dependent 
on drugs. Unusually early parenthood was a 
feature common to both types. In half the 
cases in this group illness in the child contributed 
to its rejection. 

The battering mothers showed characteristics 
similar to the battering parents described by 
Smith, Hanson and Noble (1974) who noted 
that battering occurs alongside a constellation of 
other social inadequacies or failures of adapta- 
tion rather than in isolation. However, the cases 
in the present series were more severe, since all 
had a fatal outcome compared with only 16 per 
cent in the Birmingham study (Smith, 1975). 
The psychiatric problems associated with batter- 
ing were personality disorder, reactive depres- 
sion and low intelligence. However, the 
outstanding feature of this group was their 
chaotic and often violent home background and 
the accumulation of a variety of stressful 
factors in their lives. Compared with other types 
of filicide they had experienced significantly 
more parental separation, marital violence, 
financial and housing problems, and at the 
time of the offence they were significantly more 
often pregnant, had other young children to 
care for, or had children who were ill. Although 
not reaching statistical significance, most other 
indices of social and family disturbance were 
commoner in the battering mothers than 
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‘among other filicides. The batterers tended to 


come from large families and more frequently 
had a history of maltreatment in childhood, 
parental discord, a family history of crime and a 
criminal record. There was also some asso- 
ciation with ethnic origin: of the 36 battering 
mothers 11 were immigrants (5 Asian, 3 West- 
Indian, and 1 each from Africa, the United 
States and Europe). Scott (4973b) noted a high 
proportion of Irish among battering fathers, and 
Smith et al (1974) also found that immigrants 
were over-represented in their study. Among 
Asian families in the present series notable 
problems were social isolation due to cultural 
differences and language difficulties, and marital 
stress associated with unsuccessful arranged 
marriages. In other immigrants absence of the 
spouse and lack of kinship support were notable 
features. 

Despite the fatal outcome in all cases of 
battering none of these women were convicted of 
murder. Eighty per cent received a non- 
custodial sentence, 56 per cent received a 
medical disposal, and a Probation Order (with 
or without a condition of treatment) was the 
usual sentence (in 65 per cent). This is in 
marked contrast to the sentences received by 
29 battering fathers who killed their children 
(Scott, 1973b). In Scott’s study 86 per cent of 
the fathers were given a prison sentence, only 
one Probation Order was made (without a 
treatment condition) and none of the men 
received a medical disposal. 

The mentally ill mothers were older and were 
more often married but compared with other 
types of filicides they suffered from significantly 
less marital stress. As. expected, the predominant 
aetiological factors in this group were psychiatric 
problems rather than social stress or family 
disturbance. Two thirds of these women 
attempted or contemplated suicide simul- 
taneously with the homicidal act. They usually 
had multiple victims, and 83 per cent of the 
group killed or attempted to kill all their 
children. Two thirds of their victims were aged 
over 1 year and in only half the psychotic 
women did the illness occur in the puerperium. 
Thus, contrary to medico-legal tradition these 
filicides were not especially associated with the 
puerperium, when women are thought to be 
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particularly liable to kill their children. West 
(1965) reached the same conclusion about 
depressive filicides in his study of murder- 
suicide. In the present study, of the 36 children 
aged under 6 months only one quarter were the 
victims of mentally ill mothers. The two major 
types of filicide in this age group were battering 
and neonaticide, each accounting for 31 per cent 
of victims aged under 6 months. 

The neonaticides scored lowest on indices of 
family, social and psychiatric disturbance. 
Only 3 of the 1] subjects in this group were 
diagnosed as sufferthg from psychiatric disorder 
(2 cases of personality disorder and 1 of sub- 
normality) and only 2 of the subjects suffered 
from minor psychiatric symptoms at the time of 
their offence. The neonaticides were the 
youngest group and were all single women or 
separated from their husbands; all but one of 
their victims were illegitimate children. These 
findings are in keeping with the view of Resnick 
(1970). that neonaticide is committed pre- 
dominantly by young women of immature 
personality who do not suffer from psychiatric 
illness; they kill their new-born children for 
social reasons, usually in order to avoid the 
stigma of illegitimate childbirth. 

Compared with other types of filicide, 
neonaticide appeared the least likely to be 
‘preventable. These women concealed their 
pregnancy and they did not seek medical aid 
antenatally or at the time of birth. None of them 
were in contact with doctors or social workers 
at the time of their offence. 

Despite the infrequency of psychiatric dis- 

` order among neonaticides, all but one (whose 
child survived) were dealt with under the 
Infanticide Act 1938. The Act requires that 
there should be a ‘disturbance of the balance of 
mind’ resulting from the effects of childbirth or 
lactation. In practice this disturbance is clearly 
not interpreted by medical witnesses and by the 
courts as a severe abnormality amounting to 
psychiatric disorder; the degree of abnormality 
is much less than that required to substantiate 
‘abnormality of mind’ amounting to sub- 
‘stantially diminished responsibility under section 
2 of the Homicide Act 1957. This point is of 
interest in view of recent debate about whether 
there is any need to retain special legislation for 


sary. As a second choice the 
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Infanticide. The Report of the Committee on 
Mentally Abnormal Offenders (1975) favoured 
abolition of the mandatory sentence of life 
imprisonment for murder, leaving the judge 
free to suit the sentence and disposal to the 
circumstances of the case; in that event the 
Committee suggested that provisions for a plea 
of diminished responsibility and for a special 
offence of Infanticide would become unneces- 
Committee 
recommended that, if the mandatory sentence 
for murder is retained, diminished responsibility 
should be re-defined and limited to the forms of 
mental disorder specified in section 4 of the 
Mental Health Act 1959. They considered that 
such a concept of diminished responsibility 
would be wide enough to encompass all offences 
at present dealt with under the Infanticide Act. 
However, the present findings suggest that this 
is not the case. Even by the most generous 
criteria, 9 of the 23 women convicted of Infanti- 
cide (8 neonaticides and | battering mother) 
could not have been regarded as suffering from 
mental disorder as defined in section 4 of the 
Mental Health Act. The Working Party on 
Infanticide of the Royal College of Psychiatrists 
(Bluglass, 1978) recognized this difficulty and 
considered that a re-defined section 2 of the 
Homicide Act would be too restrictive and 
would exclude some cases that are at present 
dealt with as Infanticide. The Working Party 
therefore recommended that unless the manda- 
tory life sentence for murder is abolished 
Infanticide should remain as a separate offence. 


The opinions expressed are the author’s and do not 
necessarily represent the views of the Home Office. 
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Depressive Classification and Prediction of Response 


to Phenelzine 


By E. S. PAYKEL, R. R. PARKER, R. J. J. PENROSE and E. R. RASSABY 


SUMMARY A variety of depressive classifications were used to 
predict response to four weeks’ treatment with phenelzine. Better 
response was found in outpatients rather than inpatients, in atypical 
depressives, in less severe depressives with a pattern of anxiety and 
other neurotic symptoms, and in groups characterized as hostile and 
agitated. The findings, although a little patchy, gave clear support to 
the concept of a specific clinical group responsive to MAO inhibitors. 


The precise place of monoamine oxidase 
(MAO) inhibitors in the treatment of depression 
is still open to debate. Although placebo- 
controlled trials show evidence of efficacy 
(Tyrer, 1976), some large-scale studies have 
been negative (Medical Research Council, 
1965; Greenblatt et al, 1964; Raskin et al, 1974 ; 
Overall et al, 1962). 

A probable reason for this is that MAO 
inhibitors are only effective in certain specific 
syndromes. A considerable body of psychiatric 
opinion holds the view that the best response is 
in atypical or neurotic depressions and phobic 
anxiety states (Sargant, 1961; Tyrer, 1976). 
However, there have been comparatively few 
studies which have used statistical methods to 
examine the features which predict response to 
MAO inhibitors. 

The task is made more complex by the 
confused state of the nosology of depression, in 
which a number of competing classifications 
have been developed in the last 10-15 years 
(Kendell, 1976). Neurotic depressives tend not 
to emerge as a single group (Kendell, 1976; 
Paykel, 1971), but appear heterogeneous and 
may be further divisible. It is not clear to what 
extent patients responsive to MAO inhibitors 
form a sub-group separate from the remainder 
of neurotic depressives. 

This paper will report a study of a varied 
sample of depressed patients treated with 
phenelzine. Prediction of outcome was exa- 
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mined, using a number of different but over- 
lapping clinical classifications of depression. 


Methods 
Subjects 


Subjects were 64 depressed patients, aged 
18-70, treated at St George’s Hospital or 
Springfield Hospital, London. The depression 
was of at least two weeks’ duration and suffi- 
ciently severe to reach a rating of 7 or more on a 
scale (range 3-15) made by summing separate 
ratings of 1-5 for verbal report of depression, 
depressed appearance and secondary symptoms 
of depression (Raskin ef al, 1970). Patients with 
mixed depression and anxiety or phobic states 
were included, but otherwise those in whom the 
depression appeared secondary to another 
syndrome were excluded. Also excluded were 
those who were alcoholic, mentally handi- 
capped, brain damaged, or too unreliable to co- 
operate; and those who showed evidence of 
hypertension, liver disease or other physical 
disease contraindicating use of an MAO 
inhibitor, 

The sample was moderately heterogeneous. 
Thirty-five patients (55 per cent) were treated 
as out-patients, 11 as day-patients, and 18 as 
in-patients. Fifty-two (8l per cent) were 
female, and 12 male. The mean age was 36.8 
years (SD = 14.2); the median length of 
illness six months. Thirty-two (50 per cent) 
had previously suffered from depression, but 
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none had experienced a clear previous attack of 
manic illness. 


Treatment 


Patients were treated for four weeks with 
phenelzine, 30 mg daily in the first week, 45 mg 
daily in the second week, and 60 mg daily in 
the third and fourth weeks. A final dose of 45 
mg was permitted if side-effects were severe or 
the response already adequate. Five patients 
completed only three weeks’ treatment. Patients 
were questioned as to the extent to which they 
failed to take tablets and only 5 per cent 
acknowledged taking less than 75 per cent of 
the prescribed dose in any one week. No other 
medication was allowed, except night sedation 
with a benzodiazepine. 

An additional 15 patients entered the study, 
but dropped out, the majority (13) in the first 
week. Reasons for dropout were: failure to take 
medication or to re-attend 6; possible side- 
effects 4; worsening 2; other reasons 3. There 
were no hypertensive crises during the study, 
although two patients experienced anxiety 
after eating contraindicated foods. 


Outcome measures 


Assessments were made immediately before 
treatment and weekly thereafter. Four psych- 
iatrists treated the patients and were trained 
beforehand in the use of the rating instruments, 
until satisfactory concordance was achieved. 
The assessment instruments were the Clinical 
Interview for Depression (Paykel et al, 1970); 
the Brief Psychiatric Rating Scale (BPRS) 
(Overall and Gorham, 1962); a 7-point scale of 
global severity of illness; the 13-point three-area 
depression rating scale used as inclusion 
criterion (Raskin et al, 1970); and a 7-point 
global judgement of overall change (improved a 
great deal, improved moderately, improved a 
little, no change, and three similar points for 
worsening). In addition, details of psychiatric 
and social history were recorded systematically 
at initial interview. 

The outcome measures were the changes in 
scores from initial to final rating on the global 
illness scale, the three-area depression scale, and 
on total scores for the BPRS and Clinical 
Interview for Depression; together with the 
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judgement of global change at the final rating. 
In all these measures higher scores indicated 
greater improvement. 

On average, the sample showed moderate 
improvement over the four weeks. On the 
judgement of global change, 43 per cent were 
rated as improved a great deal at the end of the 
study, 27 per cent improved moderately, 16 per 
cent improved a little, 6 ptr cent showed no 
change, and 8 per cent were worse, 


Predictor analyses 


The predictor variables comprised classi- 
fications of depression which had been reported 
in the literature to be related to outcome of 
antidepressant treatment. For categorical (typo- 
logical) predictors, analysis of covariance was 
used to correct for differences between indivi- 
duals in initial scores, since higher initial 
severity in psychiatry usually predicts greater 
improvement but a higher final score. For 
continuous predictors, correlational analyses 
were employed, using partial correlation to 
correct for initial level. 

A separate set of multiple regressional analyses 
between predictor variables and outcome 
measures was also undertaken, but will not be 
presented. Multiple correlations were mostly not 
significant, in contrast to the findings to be 
presented for classifications. After initial level, 
the only individual variable contributing con- 
sistently to prediction was the number of 
previous depressive episodes, probably a non- 
specific reflection of worse outcome where 
illness is chronic. The predictor findings 
presented in this paper remained significant 
when number of previous depressive episodes 
was held constant by analysis of co-variance or 
partial correlation in a further set of analyses. 


Results 


Classificatory predictors 


Table I summarizes the classifications used in 
predictor analyses, and their utility as pre- 
dictors. Four classificatory systems gave sig- 
nificant prediction ; the first two were categorical, 






directly related to the psyghotiv- 
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tinction and the admixture of phobic symptoms. 
The significant predictors will be presented first. 


Overall’s typology 


Overall et al (1966) used a statistical classi- 
fying procedure to derive three types of de- 
pressive disorder: retarded, anxious, and 
hostile, and in a subsequent development a 
fourth group, agitated depression. Retarded 
depressives responded better to tricyclic anti- 
depressants, anxious depressives to pheno- 
thiazines (Overall et al, 1966; Hollister et al, 
1966, 1967). 

Patients were assigned to the four groups on 


Tase I 
Classificatory predictors examined 





No significant 
Significant prediction prediction 


Overall typology Four-group Cluster- 
Analytic typology 





Treatment setting 
Psychotic-Neurotic 
Nies-Robinson diagnostic diagnosis 
index 
Factor dimension 
Factor dimensions Endogenous-Neurotic 
Severity 
Depressed vs. Anxious Phobic symptoms 
Past 
Present 


Anergia 
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the basis of initial BPRS rating profiles. Find- 
ings are shown in Table II. After adjustment 
for initial scores, differences on two outcome 
measures were significant, with the others 
showing similar although non-significant trends. 
Hostile depressives showed the best outcome, 
closely followed by agitated depressives. Anxious 
depressives were intermediate in outcome and 
retarded depressives clearly came off worst. 


Treatment setting 


Review of controlled trials suggested differ- 
ences by treatment setting, with better response 
among out-patients. Out-patients are likely to 
show different characteristics to in-patients and 
treatment setting was therefore regarded as a 
classificatory category. Outcome was examined 
in three settings: in-patient, day hospital, and 
out-patient. Findings are shown in Table III. 
There was a consistent trend across outcome 
measures, reaching significance on two of them, 
for in-patients to do worst and out-patients 
best, with day patients closely comparable to 
out-patients. 


Nies-Robinson diagnostic index 


In a controlled trial of phenelzine, Robinson 
et al (1974) developed a dimensional diagnostic 
index of atypical and typical depression, 
depending on a weighted combination of 
symptom and history variables. The present 
study used different rating scales, but the items 








Taste IT 
Overall typology: mean change scores after adjustment for initial level by analysis of covariance 
> | a Retarded Anxious n Agitated Hostile 
Outcome measure (N = 10) (N = 28) (N = 13) (N = 12) F value 

Global illness scale i 1.33 1.57 L86 2.20 1.39 
Three area depression scale 2.43 3.89 4.52 4.68 2.28 
BPRS total —0.01 0.55 0.73 0.68 4,72** 
Clinical interview total 0.79 1.15 1.38 1.40 1,73 
Global change! 4.60 5.85 6.00 6.42 3.13* 





No adjustment for initial level. 
*p <.05 
** p <.01 
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Tase III 
Treatment setting: mean change scores after adjustment for initial level by analysis of covariance 
Out-patient Day patient In-patient 
Outcome measure (N = 35) (N = H) (N = 18) F value 
Global illness scale 1.81 1.71 . 1.56 o. 23o 
Three area depression scale 4.65 4.30 2.47 6.13** 
. 
BPRS total 0.59 0.61 0.34 1.25 
Clinical interview total 1.32 1.16 0.88 1.85 
Global change 6.12 6.18 5.00 3.97* 
*p <.05 
#*# p< .01 
covered were similar to those of Robinson et al. Taste IV 


A diagnostic index was derived by weighting 
variables in the same way, with adjustments 
where items were scored on different scale 
ranges. Negative scores on the index indicated 
atypical depression. 

Patients were scored on this index and scores 
correlated with outcome measures. Findings 
are shown in Table IV. With correction for 
variation in initial score level by partial corre- 
lation, there was significant prediction reaching 
the | per cent level on one variable and not far 
short of the 5 per cent level on two others. 
Atypical depressives showed greater improve- 
ment. A parallel set of analyses, dividing 
patients into four groups, revealed that the 
relationship was linear. 


Factor analysis 


In a previous study of a mixed sample of 
depressives (Paykel et al, 1971), three inter- 
pretable principal components were obtained 
from an analysis of symptoms and selected 
history items. In the present study, 29 of the 
same rating items were used. On principal 
component analysis, a moderately good repli- 
cation of the original analysis was obtained 
(Paykel and Rassaby, to be published). 

The first factor was a general factor reflecting 
severity. The second factor contrasted negative 
loadings on characteristic endogenous or psycho- 
tic features (greater age, psychomotor retar- 
dation, morning worsening), with positive 


Nies-Robinson diagnostic index* correlations with change 
scores 








Partial correlation 
with initial rating 


Outcome measure held constant 





Global illness scale -. 





15 
Three area depression scale — .38** 
BPRS total - 17 
Clinical interview total ~.21 
Global change — 22 





* Negative scores = atypical. 
** py < 01. 


loadings on some neurotic features. The third 
factor contrasted positive loadings on a pattern 
mainly of anxiety (psychic anxiety, somatic 
anxiety, agitation, minor obsessional symptoms, 
depersonalization), against negative loadings on 
hostility, irritability and mixed depressive 
symptoms, 

Patients were scored on these factors, and 
factor scores correlated with outcome measures. 
Findings are shown in Table V. Factors I 
(severity) and HI (anxiety vs. depression) 
predicted strongly. On all variables, findings 
were consistent in direction. Lower scores on 
Factor I, indicating less severe illness, and 
more positive scores on Factor III, indicating 
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TABLE V 
Correlations of factor dimensions with change scores 





Partial correlation with 
initial rating held constant 





Outcome measure Factor I Factor II Factor III 








Global illness scale — .31** +. 11 +.17 
e 
Three area 
depression scale —.40*** — Ol  +.22* 


BPRS total — .03 +.08 + .48*** 
Clinical interview 
total — .30** — .05 + .36** 


Global change —.17 +.14 +.30* 





*p <.05 
** py < 01 
*** p < 001 


presence of anxiety and other neurotic symp- 
toms, predicted greater improvement. 


Psychotte-Neurotic diagnosis 

Three of the classifications failing to predict 
outcome concerned the contrast between 
psychotic or endogenous and neurotic depres- 
sion. The first, a factor dimension, has already 
been presented. The second comprised ordinary 
clinical diagnoses made by the psychiatrists 
responsible for treatment according to the 
criteria of the English Glossary of the Inter- 
national Classification of Disease (Office of 
Population Censuses and Surveys, 1968). It 
proved impossible to use these, owing to 
unreliability. Most of the diagnoses of psychotic 
depression were due to one psychiatrist’s use of 
the diagnosis psychotic depressive reaction (298) 
in 90 per cent of his patients, as opposed to 
7 per cent, 19 per cent and 18 per cent respec- 
tively for the other raters, who covered an 
approximately similar spectrum of depressive 
illnesses, 


Four-group cluster-analytic typology 


The other classification concerning psychotic 
and neurotic depression was a four-group 
cluster-analytic typology into psychotic de- 
pressives, anxious depressives, hostile depressives, 
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and young depressives with personality disorder 
(Paykel, 1971). This had previously been 
found to predict outcome on treatment with 
amitriptyline in two samples (Paykel, 1972; 
Prusoff and Paykel, 1977). Patients were 
assigned by scores on discriminant functions. 
This typology failed to predict. After adjust- 
ment for initial scores, anxious depressives 
showed the least improvement, and hostile and 
young depressives the most improvement, but 
differences were small and not significant. 


Other classifications failing to predict outcome 


Two separate analyses concerned phobic 
symptoms. In the first, patients were divided 
into two groups—24 who showed at least mild 
phobic anxiety at initial assessment, and 40 
who did not. No differences in outcome were 
found. In the second analysis, patients were 
divided into 1] who had shown definite evi- 
dence of phobic symptoms in the past, and 53 
who had not. There was a trend on all measures 
for better outcome in patients with a previous 
history of phobic symptoms, but this did not 
reach significance. 

Sargant (1961) has suggested that MAO 
inhibitors with stimulant properties may be 
more effective in patients with marked anergia 
and increased sleep, while tricyclic anti- 
depressants, being more sedative, may be more 
effective in those with reduced sleep. In the 
present study, there was no rating of hyper- 
somnia. However, a small group of 11 patients 
was formed by taking those with no rating 
above 2 (borderline) on any of the three 1-7 
ratings for initial, middle or delayed insomnia, 
together with a rating of 4 or above on the 1-7 
rating for loss of energy. No significant differ- 
ences between this group and the rest were 
found on outcome measures. 


Interrelationships with predictors 


In an attempt to throw further light on the 
findings, interrelationships were examined 
among variables giving significant prediction. 
For the continuous variables, (the factors and 
the Nies-Robinson diagnostic index) product- 
moment correlations were employed. For cate- 
gorical variables, magnitude of association was 
examined by Cramer’s V statistic (Blalock, 
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Taste VI 
Relationships between predictors of outcome 








Overall! Treatment! Factor I° Factor HI? 

groups setting (severity) (Anxiety vs. Depression) 
Treatment setting i 24 = 
Factor I 16 .38* 
Factor IHI .32* 20 01 z 
Nies-Robinson atypical score 24 .41** . 70*** — .22 





1 Cramer’s V, with significance by chi square 
® Product-moment correlations 
*p < .05 
** py < 01 
*** p < 001 


1972), which resembles a correlation coefficient 
in that it reaches 1 with complete association. 
Each continuous variable was also divided into 
four approximately equal groups for this 
purpose. Findings are shown in Table VI. 

Overall’s group related significantly only to 
Factor III (anxiety vs. depression), with 
agitated and anxious groups scoring in the 
direction of most anxiety and the retarded 
group the least. In treatment setting, out- 
patients scored strikingly lowest on Factor I 
(severity) and in the most atypical direction on 
Nies and Robinson’s atypical index. This index 
also correlated highly with Factor I in the sense 
that atypical patients were less severely ill, but 
did not relate significantly to the anxious factor 
pattern. 


Discussion 
Previous studies 
Predictor studies of MAO inhibitors have 
been reviewed elsewhere (Paykel, 1979; 


Tyrer, 1976). Current views owe much to 
Sargant and his colleagues who early suggested 
that atypical depressives responded best (Sar- 
gant, 1961). The first clear published descrip- 
tion was in a retrospective study by West and 
Dally (1959) in which patients responding 
favourably to iproniazid were found to show an 
absence of self-reproach, morning worsening, 
and early wakening, but presence of evening 
worsening, hysterical symptoms, tremor, and a 
history of having deteriorated with ECT. West 


and Dally described a syndrome with additional 
features including anxiety, fatigue and a long 
duration of illness, which might give a mis- 
leading impression of personal inadequacy. 
These are features often ascribed to neurotic 
depressives in general; an unresolved issue is 
whether this atypical depression is different 
from other types of neurotic depression. 

Dally and Rohde (1961) compared a small 
group of responders to imipramine with 
responders to iproniazid; the former tended to 
be diagnosed as endogenous depressives, the 
latter not. Later papers laid more emphasis on 
anxiety and phobic states (Sargant and Dally, 
1962; Kelly eż al, 1970). Pollitt (1965) pointed 
out that the term ‘atypical’ may be used either 
to describe patients with marked anxiety and 
phobic symptoms in addition to depression, or 
to describe a pattern of diurnal variation, sleep 
and appetite disturbances opposite to that 
found in endogenous depression. 

All these papers emerged from one depart- 
ment with a strong cohesive view of the place 
of antidepressant drugs in treatment. Only the 
West and Dally paper compared ratings on 
responders and non-responders. Some early 
studies of endogenous depressives also reported a 
good response to MAO inhibitors (Pare and 
Sandler, 1959; Middlefell et al, 1960). 

There have been few predictor studies 
employing more sophisticated statistical pro- 
cedures. Kay et al (1973) reported a trial of 
amitriptyline and phenelzine. When predictive 
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features were examined in regressional analyses, 
ideas of reference and low Eysenck Personality 
Inventory (EPI) extraversion scores were asso- 
ciated with a poor response to both drugs. 
Blaming others was associated with a good 
response to phenelzine and a poor response to 
amitriptyline. A high EPI neuroticism score, 
pyknic build, clinical neurotic personality and 
subjective retardatfon indicated poor response 
to phenelzine, but did not predict response to 
amitriptyline; responsive mood, evening wor- 
sening, absence of irritability and of deper- 
sonalization indicated a good response to 
amitriptyline, but did not predict response to 
phenelzine. The results were interpreted as 
indicating different predictors for the two drugs. 

An alternative approach is to examine 
controlled trials for those groups of patients 
showing the largest drug-placebo differences. 
Among 12 controlled trials of phenelzine against 
placebo in depressed patients, reviewed in 
detail elsewhere (Paykel, 1979), five demon- 
strated clear superiority of the drug, three were 
equivocal, and four were negative. The re- 
lationship to diagnostic type was not very 
strong. Four of the clearly positive studies were 
in neurotic or atypical samples, but one was in 
endogenous depressives and the negative studies 
all were in mixed samples. However, all the 
positive studies except one were in out-patients 
and all the negative studies were in in-patients. 
In-patient status is certainly likely to reflect 
severity and out-patients may have a milder and 
more neurotic illness (Paykel et al, 1970), so 
that status may relate indirectly to clinical 
classification. 

Most of these studies did not look at inter- 
actions with diagnostic sub-type. Robinson, 
Nies et al (1974) using their diagnostic index on 
patients combined from two controlled studies 
found a tendency for those scoring at the 
atypical pole of the index to improve more on 
phenelzine, but not on placebo, although the 
differences were not significant. Two other 
in-patient studies found no significant differ- 
ences between psychotic and neurotic depres- 
sives however (Greenblatt et al, 1964; Raskin 
etal, 1974). 

Raskin ef al (1974), in one of the few MAO 
inhibitor studies to have used Overall’s sub- 
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types, found weak tendencies for hostile 
depressives to do better on phenelzine. Overall 
et al (1966) found that both drugs tended to 
produce more improvement in anxious and 
hostile depressives than in retarded depressives. 

Interest in the anxiety spectrum has been 
rekindled by reports of superiority of MAO 
inhibitors to placebo in phobics (Tyrer et al, 
1973; Solyom et al, 1973; Lipsedge et al, 1973). 
Tyrer ef al found a non-significant negative 
correlation of 0.30 between the severity of 
depression and improvement, and later sug- 
gested that the drugs should be regarded as 
delayed psychostimulants rather than anti- 
depressants (Tyrer, 1976). However, there 
clearly has been superiority over placebo in 
samples regarded as depressive. Pare (1977) 
reports his clinical view that although atypical 
depressives benefit more, the drugs are effective 
in a wide variety of patients, including some 
with typical endogenous depression, 

Previous response to treatment may also 
predict outcome, as may family history, 
acetylator phenotype, and degree of platelet 
MAO inhibition achieved (Paykel, in press). 
These are not relevant to the present study, 
which was only concerned with clinical classi- 
fication. 

Thus direct studies of the clinical groups 
which might be particularly responsive to MAO 
inhibitors have been surprisingly infrequent. 
If there is some suggestion that responsive 
patients are particularly at the atypical end of 
the depressive spectrum, there remains con- 
siderable ambiguity as to just who it is who 
responds. Severe typical psychotic depressives 
are not very common, comprising only 15 per 
cent of one large representative survey (Paykel 
et al, 1970). It is fairly clear that non-psychotic 
patients are heterogeneous and do not form one 
single clear-cut group. 


Present findings 


This study examined the relationships to 
outcome of a number of classificatory predictors, 
some categorical and some dimensional. Better 
outcome was found in Overall’s hostile and 
agitated groups, in out-patients and day- 
patients, in patients scoring in the direction of 
atypical depression on the Nies-Robinson 
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index, and in patients scoring low on the 
severity factor and high on a pattern of anxiety 
and other neurotic symptoms. These findings 
held up after correction for the regression of 
initial level on change score and for prior 
chronicity. 

There was a consistent trend for patients at 
the atypical, anxious, neurotic and less severe 
end of the spectrum to show greater improve- 
ment; those who were more typically depressed, 
severe, and retarded, or who were in-patients, 
did less well. Confirmation of the common 
clinical view emerged clearly, particularly in the 
two sets of dimensional predictors: Nies 
diagnostic index and the factorial dimensions. 
Among the typological predictors, Overall’s 
retarded group most clearly resemble typical or 
psychotic depressives, but the equation is not 
direct. The tendency for out-patients and day- 
patients to do better also provides indirect 
evidence. 

Direct measures of the psychotic-neurotic 
distinction itself did not predict. In the factorial 
dimensions, the factor which clearly mirrored 
endogenous depression gave no significant 
prediction; it was rather the factor which 
contrasted between two neurotic patterns 
which did so. 

Psychotic-neurotic clinical diagnoses also 
failed, but here the problem was unreliability. 
No training was given in the use of the schema, 
since it depends on ordinary clinical practice. 
The source of the unreliability merits comment. 
The English Glossary indicates that for neurotic 
depression, vegetative symptoms are absent. 
The description for manic-depressive psychosis 
includes a description of severe depression with 
marked vegetative symptoms and psychomotor 
retardation. The difficulty lies in the mildly ill 
patient who also shows some vegetative symp- 
toms, One rater assigned these to psychotic 
depression and, since there were usually 
precipitant stresses, reactive depressive psychosis. 
The other raters assigned them to depressive 
neurosis, but there are other well-trained 
psychiatrists who share the first rater’s point 
of view. Some greater consensus and more 
precise instructions need to be developed. 

Related to the psychotic-neurotic distinction, 
but depending on a precise statistical assign- 


ment procedure, was the four-group cluster- 
analytic typology. In this, the non-psychotic 
depressives divided further into three groups. 
In two previous samples, anxious depressives 
responded particularly badly to amitriptyline 
(Paykel, 1971; Prusoff and Paykel, 1977); they 
appeared candidates for phenelzine response, 
bu the typology did not predict. It is difficult 
to say, without a direct comparison of the two 
drugs, if the absence of prediction indicates 
differences between the responses to phenelzine 
and amitriptyline. 


The other notable failure to predict was from 
phobic symptoms. This is not necessarily 
inconsistent with the literature, which shows 
agoraphobics to improve more on MAO 
inhibitors than on placebo. It is still possible 
that among patients who are primarily depres- 
sive, mild agoraphobic symptoms might not 
predict response. Depression with additional 
general anxiety tended to respond favourably, 
most clearly on the anxious factor pattern. 


The study deliberately set out to employ a 
number of different classificatory systems, 
proposed by separate groups of workers. Inter- 
relationships between them were found to be 
patchy. Although when overlap was present it 
was in directions consistent with expectation, a 
number of expected relationships did not reach 
significance. The Overall typology related only 
to the anxiety factor; the Nies-Robinson index 
related mainly to milder severity. 


As a consequence of the patchiness of these 
relationships and of the predictor findings, the 
crucial element in the responsive patients 
cannot precisely be characterized. It was hoped 
to find a core sub-group responsive to MAO 
inhibitors, but this did not clearly emerge; it is 
easier to characterize the poor responders as 
severely ill, typical and retarded. The good 
responders still lie in a spectrum of which 
perhaps the clearest features are milder illness 
not requiring in-patient treatment, with some 
admixture of anxiety and other neurotic 
symptoms. 

The reasons for failure to find the crucial 
elements are not clear. Four weeks’ treatment 
should be adequate with a dose of 60 mg daily 
for depressives (Tyrer, 1976), although phobics 
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may be slower to respond (Tyrer et al, 1973). 
In 33 per cent of cases, the option to remain at 
45 mg was found to have been exercised, but 
this was mainly because of satisfactory response, 
and in a further analysis, these patients showed 
no difference in outcome from the remainder. 
It may be that spontaneous outcome added too 
much variability in the circumstances of the 
present study for thè drug-responsive group to 
stand completely clear. Alternatively, it may be 
that the clinical characteristics used as pre- 
dictors only weakly reflect some critical under- 
lying variable, either clinical or biochemical. 


An important limitation of this study lies in 
the absence of a control group. We cannot be 
sure that we have demonstrated drug effects, 
rather than spontaneous remission and response 
to non-specific treatment factors. The con- 
sistency with the previous literature does 
strongly suggest that non-specific effects are 
being revealed. Neither can we be sure that 
similar findings would not apply to tricyclic 
antidepressants. Although these appear more 
effective in endogenous depression, the most 
severe psychotic depressives with delusions 
respond badly (Bielski et al, 1976). Tricyclics are 
superior to placebo in at least some neurotic 
depressives (Friedman, 1975; Rogers and Clay, 
1975; Covi ef al, 1974; Wittenborn et al, 1962; 
Uhlenhuth and Park, 1964), and agoraphobics 
(Zitrin et al, 1976). 


The predictors isolated here for good response 
to phenelzine are not those commonly regarded 
as favourable to tricyclics, but in the long run 
the question can only be resolved, and the 
clear isolation of differentially responsive sub- 
groups accomplished, by studies employing both 
placebo- and tricyclic-treated control groups. 
Nevertheless, the general confirmation of views 
originally derived from clinical practice is 
reasonably striking. 
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Pre-Anaesthetic Assessment and the Prevention of 
Post-ECT Morbidity 


s By J. A. ABRAMCZUK and N. M. ROSE 


SUMMARY The introduction of anaesthesia and muscle relaxation has 
made ECT relatively safe. In a retrospective study of the case notes of 
367 consecutive patients receiving ECT over a two year period, chest 
X-ray and full blood count added no significant information and were 
ineffective in predicting morbidity, in contrast to physical examination 


alone. 


The use of short-acting intravenous barbi- 
turates (methohexitone or thiopentone) to 
provide anaesthesia and the subsequent intro- 
duction of the muscle relaxant suxamethonium 
to reduce the violence of the fit during ECT have 
greatly reduced the physical contraindications 
to treatment. These vary from authority to 
authority (Hurwitz, 1974) but a typical list 
should include: left ventricular failure, recent 
myocardial infarction, respiratory failure, recent 
cerebral haemorrhage, raised intracranial pres- 
sure due to neoplasm. 

Anaesthetic and relaxant add to the risks 
of allergic responses to the drugs, broncho- 
spasm, aspiration of stomach contents, chest wall 
spasm, increased likelihood of cardiac arrhyth- 
mias (also a feature of unmodified therapy), and 
prolonged apnoea in patients with atypical 
pseudocholinesterase. 

The intravenous anaesthetic agents in com- 
mon. use are all cardiac depressants. Induction 
of anaesthesia is, of course, one of the most 
hazardous periods for the patient. Although the 
physical violence of the convulsion is obtunded 
by the muscle relaxant, this does nothing to 
dampen the concurrent activation of both 
sympathetic and parasympathetic divisions of 
the autonomic nervous system (Anton et al, 
1977; Perrin, 1961). Vagal stimulation imme- 
diately following the shock induces a period of 
asystole which may last several seconds in in- 
adequately atropinized individuals. Cardiac 
arrest from this cause has been reported (Bank- 


head et al, 1950), but in the vast majority of cases 
concurrent activation of the sympathetic nervous 
system encourages vagal escape. A period of 
hypertension with various cardiac arrhythmias 
follows which is associated with raised plasma 
catecholamine levels (Gravenstein et al, 1965). 
The period of circulatory disturbance is short, 
blood pressure returning to normal after a few 
minutes, but it may be of significance where the 
cardiovascular system is already compromised 
by disease (McCleave and Blakemore, 1975; 
Hussar and Pachter, 1968). 

It is perhaps fortunate that many patients are 
concurrently taking a wide variety of psycho- 
tropic drugs which have powerful atropinic and 
anti-adrenergic effects and may give a measure 
of protection from this autonomic disturbance 
(French, 1974). 

Patients with severe respiratory disease who 
have been rendered apnoeic with a muscle 
relaxant may not readily recommence spon- 
taneous respiration even when the effects of the 
relaxant have worn off. In addition, patients 
with neuromuscular disease may be expected to 
react adversely to muscle relaxants. 

Thus a certain minimum level of fitness is still 
required of patients presenting for ECT, and 
those with marginal cardio-respiratory reserve 
must be expected to do badly. To avoid undue 
morbidity all patients should be screened for 
cardio-respiratory disease immediately prior to 
ECT. 

It has been the traditional practice in our 
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ECT clinic as part of the screening procedure to 
subject patients to a routine chest X-ray and 
full blood count, automatically repeated if a 
further course of ECT is required after six 
months. These special investigations are done in 
isolation from the physical examination, regard- 
less of clinical findings, and at a variable time 
from the start of therapy. We doubted whether 
they had any use and therefore undertook the 
present enquiry. 


Method 


The case notes of every consecutive patient 
receiving ECT at St James’ Hospital, between 
Ist September, 1975 and 31st August, 1977 were 
examined. A note was made of the positive 
findings on physical examination prior to each 
course of ECT. This was usually in the few days 
before treatment was instituted but could be up 
to one month beforehand. Examinations made 
earlier than this were disregarded. The chest 
X-ray and full blood count, if available, were 
correlated with the physical findings, and with 
any physical morbidity recorded in the notes 
within 24 hours of treatment. 

We studied course of treatment rather than 
individual treatments because patients were not 
examined between treatments but only before 
each course. A course averaged about six 
treatments usually given twice a week over a 
period of three weeks, but a few received 
treatments at regular intervals over long periods, 
as many as twenty a year being given in some 
cases. When other courses occurred within a 
six month interval they were counted as a single 
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course for the present purpose. We looked for: 
BP above 100 mm Hg diastolic or below 100 
systolic; irregular pulse, or pulse rate greater 
than 100 per minute; abnormal findings on 
auscultation; oedema, raised jugular venous 
pressure or other signs of heart failure; any 
history of chest pain, angina, myocardial 
infarction; dyspnoea, orthopnoea, limited exer- 
cise tolerance; cough and sputum production; 
any history of chronic bronchitis or asthma. 
Poor general condition, dehydration or obesity 
were also noted. Radiologist’s positive findings 
except ‘inactive calcified lesions’ and ‘unfolded 
aorta’ were recorded and any haemoglobin 
value under 10 g per cent. (There were in fact 
none). 


Results 


There were 367 patients (110, or approxi- 
mately 30 per cent male) who received a total 
of 534 courses of treatment between them over 
the two year period. Eight other case notes were 
missing. 

The population distribution of ECT courses 
with age range 17 to 91 and a mean age of 55 
(standard deviation + 17.71) and an excess of 
female patients was to be expected from the 
incidence of depressive illness in the general 
population. 

Considering first the physically normal (A) of 
Table I, nine out of the 20 abnormal chest 
X-rays showed an enlarged heart, five showed 
pleural thickening and one each fibrotic 
thickening, linear shadowing or atelectasis, and 


Taste I 
Physical findings before 534 treatments 























A. Normal B. Abnormal C. No record 

Physical i 258 147 129 

examination (48.5%) (27.5%) (24%) 

No No No 
Normal Abnormal record Normal Abnormal record Normal Abnormal record 

Chest 214 20 24 111 22 14 76 7 46 

X-ray (83%) (8%) (9%) (75.5%) (15%) (9.5%) (59%) (5.5%) (35.5%) 
Major morbidity 1 2 4 
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possible bronchiectatic area. One showed a 
fractured 9th rib, and one a dorsal scoliosis. 

Only one showed major morbidity—an 
elevated right hemidiaphragm in a woman of 63. 

When there was no record of physical 
examination (C) X-ray showed cardiac enlarge- 
ment in 4, pleural thickening in 2, and plate 
atelectasis in 1. 

‘In group B an aftempt was made to correlate 
the abnormal findings on physical examination 
(including history) with the abnormal findings 
on chest X-ray. There was reasonable corre- 
lation in 17 courses especially in those where 
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major morbidity (as shown by asterisk below) 
occurred, 

There were no deaths directly attributable to 
treatment. There were 11 cases where something 
untoward had occurred and been recorded in 
the 24 hours following treatment. Four were 
considered to be only of minor importance: two 
cases of muscle aches or stiffness after the first 
treatment; one case with a rapid pulse rate 
after the first treatment (also noted prior to 
treatment); one case of severe headache after 
the third treatment in a 41-year-old man noted 
to have a raised blood pressure (190/110) on 


Positive Correlations 


(1) Cardiac abnormalities : X-ray 

48 years F BP 200/120 mm Hg. Large heart. 

64 years F BP 150/110. Large heart. 

65 years F BP 200/100. Large heart. 

66 years M Old myocardial infarct, angina, Large heart. 
dyspnoea. 

68 years F BP 160/100. Tortuous aorta. 

73 years F BP 200/100. Large heart. 

73 years F Slight ankle oedema, irregular Large heart. 
pulse, large heart. 

77 years F Slight ankle oedema, angina. Degenerative changes aorta, ? large 

heart. 

77* years F BP 200/130, mitral incompetence, Calcified mitral valve, large heart, 
large heart. upper lobe diversion of blood. 

81 years F BP 160/110, Large heart. 

82 years F Collapsing pulse, asymmetrical chest. Large aneurysm aortic arch. 

88 years F Raised JVP, basal creps. Large heart, 

(2) Respiratory abnormalities : A-ray 


44 years M 
widespread rhonchi. 
53* years M 
64 years M 
basal creps. 
86* years M 


industrial lung disease. 


(3) Combined abnormalities : 
80* years M 


creps. 


Ejection systolic murmur, 


Chronic bronchitis, severe dyspnoea. 
Congested breathing, orthopnoea, 


BP 200/130~150/90, pansystolic 


murmur, chronic bronchitis, 


Ischaemic heart disease, diminished 
air entry left base, bronchospasm, 


Extensive pleural shadows. 


Emphysematous type chest. 
Patchy consolidation left lower 
zone, 

Opacities due to industrial lung 
disease. 


X-ray 


Large heart, pleural shadows left 
base ? incipient left ventricular 
failure. 
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Broad-spectrum Ospolot is 
effective against a wide range of 
the epilepsies, and can be used 
alone, or effectively be added to 
other therapies. Ospolot is 28 
times less toxic than 
phenobarbitone and 17 times 
less than phenytoin, is 
exceptionally well tolerated and 
shows few side effects. Ospolot 
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has the added advantage of ‘a 
specific effect on the emotional! 
personality and behaviour 
disorders associated with 
epilepsy’*. So when you next 
prescribe for epilepsy, consider 
Ospolot. 
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Doubtful Correlations 
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X-ray 























54 years M BP 130/100, wheezes. Linear scar right base. 

55 years M BP 160/100. Pleural thickening mid-axillary 
line. 

69 years F BP 180/100. Linear atelectasis right 
costophrenic angle. 

75 years F BP 170/110, basal creps. Linear scar left lower zone. 

84 years F BP 190/110 Patchy consolidation right lower 
zone. 

Taste II 
Major morbidity in 534 courses of treatment 
Case No. Age Sex Physical findings Chest X-ray Sequelae 

1 84 F Diabetic on diet. BP Pyrexia with wide- 
160/100 mm Hg. Nil spread creps after first 
Previous congestive shock. 
failure. Coarse creps 
right lung base. 

2 82 - F Creps at lung bases. Nil Course discontinued 
after two treatments 
due to chest infection. 

3 77 F BP 200/130. Mitral Cardiac enlargement. Increasing dyspnoea 
incompetence. Cardiac Calcified mitral valve. after each shock. 
enlargement. Upper lobe diversion of Discontinued after 5. 

blood. Period of asystole. 

4 80 M Ischaemic heart Cardiac enlargement. ‘Took a long time to 
disease. Diminished air Pleural thickening lung recover’ after 4 
entry lung base. Creps. bases. treatments. 
Dyspnoea. Discontinued. 

5 86- M BP200/130-150/90. Unfolded aorta. Cyanosed for 5 mins 
Pansystolic murmur. Opacities consistent despite oxygen. 
History of chronic with industrial lung 
bronchitis. Industrial disease. 
lung disease. 

6 53 M Chronic bronchitis. Emphysematous type Course terminated 
Dyspnoeic after few chest. because of respiratory 
yards. failure. 

7 63 F Nil Elevated right Regurgitation after 2nd 

hemidiaphragm. shock. Intubation. 


physical examination. The remaining seven 
cases are shown in Table II. 


Discussion 
The use of the chest X-ray as a routine screen 
to reveal unsuspected cardio-respiratory disease 
prior to ECT in patients without symptoms or 





physical signs was unrewarding. Where the 
patient was clinically normal only 8 per cent 
showed any abnormality on chest X-ray. Apart 
from one 18-year-old with an insignificant 
degree of dorsal scoliosis, there were no ab- 
normalities at all detected under the age of 
40 years. Of those detected, none were sig- 
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nificant in the assessment of fitness for anaes- 
thesia in the face of normal clinical findings. 
The routine chest X-ray before surgery has been 
criticized for similar reasons (Rees et al, 1976; 
Kerr, 1974; Sagel et al, 1974). Even in those 
patients with positive clinical findings only 
15 per cent of courses also showed abnormalities 
on chest X-ray, in three-quarters related to the 
findings on physical examination. Overall the 
most common abnormality on chest X-ray was 
cardiac enlargement. Even the significance of 
this in elderly patients with narrowed thoracic 
cavities has been questioned (Simon, 1975). 
This low yield is not surprising since physical 
history and examination are sensitive to 
abnormalities of function in the cardio- 
respiratory system with great relevance in 
assessing fitness for anaesthesia. The'chest X-ray 
reveals the fine structure of the thorax and its 
contents and it is only by inference that deduc- 
tions concerning function are made. For 
example, upper lobe diversion of pulmonary 
blood may indicate left ventricular failure 
(Milne, 1963). The chest X-ray, while useful 
as an extension to the physical examination in 
delineating the extent of the disease process in 
those patients with positive findings, produces in 
addition much irrelevant detail which cannot 
be properly interpreted in isolation from the 
clinical examination. That this is so is tacitly 
acknowledged by those involved in selecting 
patients since no one was refused ECT on the 
basis of X-ray findings'alone. Even patients with 
quite gross abnormality on X-ray (including a 
patient with a thoracic aortic aneurysm) were 
submitted to treatment. 
`A normal chest X-ray is no guarantee that 
the patient will survive treatment unscathed, 
particularly when time has elapsed between the 
examination and treatment. We had two 
patients (cases | and 2 in Table II) who had 
normal chest X-rays prior to therapy and had 
positive findings on auscultation. Both patients 
developed chest infections following treatment. 
In no case did the chest X-ray provide 
information as to which patients were at risk 
from the procedure over and above that 
provided by the physical examination. In six out 
of the seven cases of major morbidity difficulty 
should have been anticipated from a con- 
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sideration of the clinical findings alone. The 
patient (case 7) who regurgitated after the 
second treatment and had to be intubated and 
sucked out did indeed have a raised right 
hemidiaphragm on chest X-ray although 
physical examination was normal. The sig- 
nificance of this is doubtful. Regurgitation is 
probably an unavoidable hazard, particularly 
in psychiatric patients who may have eaten or 
drunk beforehand despite precautions. 

Although our numbers are small, the fact that 
no deaths occurred which were directly attribut- 
able to treatment shows once again the safety of 
ECT. Previous studies have shown a mortality 
rate for ECT as low as 1 in 28,000 treatments 
(Barker and Baker, 1959). All but one of the 
seven cases suffering major morbidity were over 
60 and four were over 80. That elderly patients 
are more at risk from the procedure has also 
been the finding of others (Maclay, 1953). 
Apart from the patient who regurgitated, all our 
recorded difficulty following treatment was due 
to pre-existing cardio-respiratory disease. 

Incidentally, the ability to survive the initial 
treatment does not ensure that the patient will 
complete the course uneventfully. Perrin (1961) 
noted that most reported fatalities occur after 
later treatments in a course. Deterioration 
between treatments is illustrated in cases 3 and 
4 in Table IT. 

The most worrying feature of our survey was 
the large group of patients receiving ECT 
courses without apparently having had a recent 
physical examination (even within the previous 
month, which is a generous margin). At any 
rate no record of such was made in the notes. 
Study of the population distribution with regard 
to age and sex gives no clue as to why examin- 
ation was omitted. Admittedly some were 
patients who may have seemed fit on cursory 
inspection. Most then had chest X-rays for 
which there was little justification. There was a 
sizeable group with no chest X-rays where 
even the screening procedure as applied in our 
clinic seems to have broken down. This would 
not be tolerated in any other group of patients 
requiring general anaesthesia. 


Recommendation 
There is no doubt that ECT is a very safe 
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form of therapy. It has, however, been exposed 
to much adverse publicity and it behoves us to 
reduce the avoidable complication rate as far 
as possible. The screening procedure must 
allow such complications to be anticipated so 
that a rational decision on treatment can be 
taken. That practised in our ECT clinic has 
been ineffective and wasteful of resources. No 
patient should be subjected to ECT without a 
physical examination and clinical history where 
possible, particular attention being given to the 
following: 

l. Poor exercise tolerance (also from obser- 

vation of the patient) 

2. Asthma (or bronchospasm on auscultation) 

3. Sputum production 

4. Angina. Myocardial infarction (especially 

within previous six months) 

5, Orthopnoea and/or postural nocturnal 
dyspnoea indicating left ventricular failure 

6. Previous anaesthetic experience. Drug 

therapy. Allergies 

7. Hiatus hernia with acid regurgitation 

8. Pulse, blood pressure, signs of cardiac 

failure, auscultation to exclude significant 
aortic stenosis, condition of teeth. 

X-rays can then be ordered on a rational 
basis, if necessary. This examination should 
ideally be within 24 hours of commencement of 
a course of therapy. Patients should sub- 
sequently be briefly re-examined before each 
treatment to ascertain any change in their 
condition during the course, which may last 
some weeks. The presence of an out-of-date 
chest X-ray does not give sufficient security. 
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The Course and Determinants of Reactions 
to Myocardial Infarction 


° By RICHARD MAYOU 


SUMMARY The growth of speculative theories about response to 
physical illness has not been backed by quantitative information. The 
introduction of standardized measures of psychological and social 
adjustment has allowed description and analysis of disability for 100 
patients and their spouses two and twelve months after a first myo- 
cardial infarction. (1) Global measures of social outcome were found 
to be inadequate and misleading and therefore work, leisure, marriage 
and family relationships, sex and compliance were separately exa- 
mined. (2) There was considerable continuity in individual reactions 
throughout convalescence and it was possible (3) to identify factors in 
the premorbid psychosocial state predictive of outcome and (4) to 
describe characteristic patterns of coping. (5) Outcome for spouses 
can be similarly described and understood. The findings have clinical 
applications for diagnosis, prophylaxis, treatment and the evaluation 
of medical care. The conclusion also extend our understanding of the 


basic principles underlying response to physical illness. 


Introduction 


Psychosomatic medicine has generally neglec- 
ted the psychological consequences of illness 
even though the pursuit of aetiology has been 
largely unfruitful, and improved understanding 
of reactions to illness has obvious and important 
applications in improving and evaluating 
treatments. Recent increased interest has led to 
numerous descriptions of individual illness and 
to interesting but as yet speculative hypotheses 
and reviews (Lipowski, 1975). The lack of 
relationship between disability and medical 
severity has been repeatedly demonstrated but 
there is otherwise little quantitative evidence to 
provide a basis either for burgeoning theory or 
for clinical practice (diagnosis, prophylaxis, 
treatment). A number of the unresolved major 
issues were examined in a study of 100 patients 
suffering first myocardial infarction: 


(1) Are there characteristic patterns of psycho- 
logical and social outcome? It has been assumed 
that outcome can be viewed either as a single 
dimension from good to bad or as several broad 


categories, These generalizations have been 
based on narrowly focussed measures of psycho- 
logical state and social adjustment (most often 
return to work) and there is a need for detailed 
re-examination. 


(2) Is there continuity of individual reactions 
throughout the course of illness? Whilst clinicians 
often assume a continuity of individual response, 
little is known of the natural course of reaction 
and of the extent to which very early behaviour 
and feelings can be taken as an indication of 
eventual outcome. 

(3) Ls it possible to identify factors predictive of 
psychosoctal outcome? Scattered evidence has 
related disability to pre-morbid psychological 
and social state, but the measures used go 
little beyond clinical impression, 


(4) Are there specific coping strategies associated 
with the quality of final outcome? A steadily 
growing literature has emphasized the role of 
so called ‘coping behaviour’, but although the 
theory is appealing there has been a marked 
reluctance to define these forms of behaviour or 
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to relate them to the course and outcome of 
illness. 

(5) How do the effects for spouses’ lives compare 
with those for patients? 

Posing these five questions it is apparent that 
despite much speculation they remain sub- 
stantially unanswered for all physical illnesses. 
The major obstacle to understanding has 
perhaps been the failure to apply appropriate 
measures and a reliance on questionnaires and 
psychometric measures of uncertain validity and 
unclear relevance. We therefore turned to well 
established procedures of social psychiatry and 
used standardized ratings and a semi-structured 
interview (cf. Brown, 1965). The emphasis on 
actual behaviour makes this approach parti- 
cularly relevant to patients’ everyday problems 
and to routine clinical practice. First myocardial 
infarction is especially suitable for investigation 
of our principal questions because it is common, 
because of its substantial impact and because 
the sudden onset allows reliable retrospective 
measures of pre-morbid adjustment. 

Previous reports shed some light on the five 
questions. Cay et al (1972) concluded that 
difficulties during follow-up were associated 
with pre-existing psychosocial problems and 
psychiatric history. Stern and his colleagues 
(1976) differentiated during hospital admission 
two groups of patients, depressives and deniers, 
who had respectively poor and good psycho- 
logical outcomes during the year after an 
infarct. The depressive group also had work and 
sexual problems and higher readmission rates. 
An elaborate study by Croog and Levine (1977) 
examined a large number of variables in the 
year after an infarct, but the measures and 
analyses are such that few conclusions about the 
patterns of psychological and social outcome are 
possible. 

We have already described considerable and 
widespread psychosocial effects both for the 
patients and for spouses two and twelve months 
after the first infarction (Mayou et al, 1978, 
a, b, c, d) and have partially answered our first 
question. Apart from the extreme of very good 
or very bad outcome, global outcome categories 
were heterogenous and valueless, even mis- 
leading, as a summary of morbidity and in the 
analysis of predictive factors. It is therefore 
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essential to consider each aspect of social life 
separately. ; 


Methods 


The procedures have been described in detail 
elsewhere (Mayou et al, 1978d). One hundred 
consecutive patients aged under 70 with a 
definite first myocardial infarction, and 82 
spouses were separately interviewed at hospital 
admission and two and twelve months after 
their infarction. There were 89 men and 11 
women, A flexible semi-structured interview 
approach was used and ratings made from tape 
recordings according to previously agreed 
definitions on a series of rating scales (cf. Brown, 
1965). Apart from the first patient contact, all 
interviews were in the patients’ homes. 

The initial interviews covered history of the 
infarct, pre-morbid adjustment (work, leisure, 
marriage, family, social contacts, life events, sex) 
and mental state. At two months, mental state, 
physical activity and interaction with others 
were rated and at one year all areas of adjust- 
ment were reassessed together with questioning 
about medical care and new life events. Spouses 
were interviewed both to check reliability and to 
describe the changes in their own lives. 

At one year, as well as rating levels of physical 
activity in work and leisure, the three members 
of the research team made consensus assess- 
ments of change in activity since the infarction, 
satisfaction, change in satisfaction for work, 
leisure, sex, marriage, family and social contacts. 
The measure of the quality of outcome was a 
consensus rating by the three members of the 
research team, taking into account all the 
factors in the patient’s life (physical handicap, 
life events, medication, recommendations, etc.). 
Information was also taken from hospital notes 
and from general practitioner’s replies to 
questionnaires. Chi-squared was used through- 
out to assess the significance of associations and 
Kendall’s Tau as a measure of strength of 
relationships. 


Results 
l. Are there characteristic patterns of psychosocial 
outcome at one year? 
We have previously presented descriptive 
data of final outcome (Mayou et al, 1978b) but 
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further analysis of the associations between our 
measures at all stages defines the principal 
independent themes in the heterogenous picture 
of adjustment. 

(a) Mental State—Individual psychological 
symptoms are at each stage highly correlated 
with each other and neither predominant 
anxiety nor depression was associated with a 
characteristic social disability. Mental state 
could be viewed as resultant of predisposition 
and of current overall satisfaction. It was 
significantly associated on the one hand (p 
<.05) with previous liability to psychological 
symptoms and on the other hand with measures 
of marital intimacy and satisfaction with most 
areas of life. 

(b) Work—In view of the considerable 
security of employment of most patients and the 
financial pressures it is unsurprising that most 
patients return to work at a level of physical 
activity comparable to that before illness 
(0.46). Change in work was related (P <.05) to 
previous intensity of exertion, to early expec- 
tations, to the occurrence of new life events 
(specifically those affecting work itself and 
health) and to reported somatic symptoms. 
Work adjustment was in no way related to any 
of our other ratings of psychological and social 
outcome. 

(c) Leisure—The generally perceived threat of 
heart disease to physical activity made it 
probable that the main social consequences of 
an infarct would be on leisure interests. Our 
results confirmed this and our principal rating 
of change in physical activity in leisure pursuits 
correlated highly with other measures (change 
in social contacts 0.37, change in domestic 
chores 0.37), social contacts being less affected 
than aspects of leisure involving more physical 
exertion. 

Since few survivors of myocardial infarction 
are physically limited to an extent to affect 
activities of any everyday intensity, we did not 
expect, and indeed did not find, any association 
with any of our cardiac measures or with 
reported symptoms. However, patients with 
other limiting physical illness did significantly 
less well. The results supported the hypotheses 
that the main predictive factors would be 
pre-morbid leisure activity and the patient’s 
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and his family’s beliefs about the implications 
of a heart attack. 

(d) Relationships—Illness had two main in- 
fluences on the quality of family life and 
marriage; increased awareness of the value of 
close relationships and problems arising from 
changes in mental state and behaviour of the 
partners. Changes in marriages and in other 
aspects of family life predictably occurred in 
parallel (p <.05). Changes (for better or worse) 
were common and statistically significant pre- 
dictive factors were the previous quality and the 
occurrence of other major life events during the 
year. 

The frequency of sexual intercourse was much 
reduced following myocardial infarction, but 
satisfaction was much less affected, indeed some 
patients and a rather greater number of wives, 
welcomed the change. We were unable to 
identify any possible determinants in the 
reduction of frequency of intercourse; however, 
satisfaction with sex at one year was significantly 
associated with marital and family change and 
quality. There was no association with mental 
state or with physical symptoms or psychiatric 
history. 

(e) Compliance—Compliance was a distinct 
and complex aspect of outcome with its own 
(largely obscure) determinants. The components 
of compliance with advice about medication, 
diet, smoking and activity were unrelated to 
each other and to all other outcome ratings. 
(Mayou et al, 1978c). 


Il. Is there continuity of individual response? 


The patients’ state two months after the 
infarct was usually a very good predictor of 
eventual stable outcome at one year and in the 
exceptions, environmental or medical reasons 
were apparent. Considering aspects of social 
function separately there were in all areas 
significant correlations between the ratings at 
two and twelve months (Table I): mental state 
(0.52), physical activity (0.43), coping (0.35), 
reported somatic symptoms (0.24) and for the 
various types of compliance. 

We examined the psychological reaction in 
detail. A simple rating of mental state in 
hospital was significantly associated with scores 
at the later stages and at two and 12 months for 
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TABLE I 


Continuity of reactions. Significant associations (p <.05) 
between ratings at two months and one year after myocardial 
infarction 





Two months 
Mental state 
Patients subjective 

assessment 


One year 


Mental state 





Somatic symptoms 


Coping 
Planning 


Somatic symptoms 
Coping 


Work change in activity Beliefs about work 


Leisure change in activity Coping 
Beliefs about leisure 
Leisure activity Coping 


Physical activity 
Compliance (smoking, Compliance intentions 
medication) 








which correlations were as high for individual 
symptoms (anxiety, depression, fatigue, irrit- 
ability, concentration) as for the total scores. 
However, there were five patients who were 
much worse and 4 who were much better at a 
year than at two months (discrepancy of 4 or more 
points in score: maximum reported score 11). 
In each case the interviews suggested clear 
environmental reasons, either the occurrence or 
resolution of life events or changes in chronic 
difficulties 


HI Js it possible to identify factors predictive of 
outcome? 

Since outcome cannot be viewed globally, 
- possible predictive factors must be considered 
separately for each measure. Statistical asso- 
ciations were analysed under three broad 
headings: medical state, factors in the patient 
and factors in the social situation. 


(1) Medical state 

(a) Cardiac state and medical care— There were 
no significant correlations of any of our outcome 
criteria with any of a wide variety of measure 
of cardiac state or of medical care throughout 
the year. 

(b) Somatic symptoms—Somatic symptoms 
were at two months and at one year associated 
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with mental state (and especially tension) and 
with change in work physical activity (p <.05). 


(c) Other physical illness—Patients with other 
current physical illness were (p <.05) less 
physically active at two months and reduced 
their leisure activity significantly more during 
the year. 


(2) Factors in the patient s 

(a) Demographic 

Age—The only significant correlation was 
that families of older patients were likely to be 
more protective and restrictive. 

Sex—There were 11 women patients (age 55- 
67) for whom at two months and a year the out- 
come was considerably less satisfactory than for 
men. They were distressed and less physically and 
socially active and generally more cautious even 
though they were no more physically disabled. 

Occupation—Those in non-manual occupa- 
tions were (P <.05) more likely to return to 
work early, to return to work part-time and to 
have made fewer changes in their physical 
activity at work a year later. These differences 
are presumably partly due to greater physical 
demands of manual work, but also reflect 
different attitudes to convalescence since non- 
manual workers were significantly more active 
in their approach (coping behaviour) 

Family structure—There were no differences 
between single and married patients or between 
couples with or without dependent children. 


(b) Expectations—We anticipated that 
patients’ initial beliefs about long-term con- 
sequences would be self-fulfilling and the results 
support this hypothesis for work, leisure, and for 
family life (P <.05). Expectations were un- 
related to patients’ ideas about possible cause 
of the infarct (overwork, stress, etc.). Husbands 
and wives at two months had very similar 
expectations about eventual outcome in work, 
leisure, stress and diet and family life (P 0.01). 


(c) Psychological vulnerability—Our principal 
rating of previous psychological vulnerability 
(liability in the past to develop psychological 
symptoms under stress) was highly predictive of 
mental state in hospital, at two months and at 
twelve months, but not of any aspect of social 
disability. 
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(3) Social situation 


(a) Pre-morbid social function—As expected, 
measures of social life 12 months after the 
infarct (Table II) were generally related to 
adjustment before the heart attack, the closest 
association being for work activity (0.46). Apart 
from these associations of the absolute levels of 
intensity or satisfaction, change for the worse 
was more likely 4P <.05) for patients pre- 
„viously most dissatisfied with their work or 
marriage (Table ITI). As well as rating activity 


Taste HI 


Associations (* = p <.05) between premorbid state and 
adjustment one year after infarction 
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and satisfaction, we also identified patients who 
had ‘chronic difficulties’. Such patients were 
more likely (P <.05) to report deterioration in 
the marriage and family life a year later. 

(b) Other major problems—Both before and 
after the infarct many patients experienced 
other life events (positive and negative) often 
with considerable effects on their lives and 
occasionally reported as having been of much 
greater consequences than the infarct (Table 


Taste III 


Changes in marital and family satisfactions at one year 
compared with pre-morbid adjustment (* = p <.05) 






































threat at time of infarct 4 7 


arene Premorbid 
One year Changes at | year adjustment ~ Significance 
Premorbid Activity Satisfaction Change in marital Previous marital 
Peden, anes satisfaction satisfaction * 
Work activity * ee Chronic marital 
satisfaction < * difficulty z 
Leisure activity + = Change in satisfaction Previous 
satisfaction oem as with family life satisfaction * 
aes Chronic family 
Marriage satisfaction * difficulty * 
F amily satisfaction * Change in satisfaction Previous 
emee eae with sex satisfaction —_ 
Sex satisfaction # - 
— — * =p <.05. 
TABLE IV 
Number and type of life events and chronic difficulties (excluding transient self-limiting events) 
E Accom- Birth/ 
Marriage Family Work Health modation Finance Death Total 
Life events pre MI 
Total number in 2 years before 
infarct 3 14 14 7 9 l 10 58 
Moderate or severe threat: 
at time of infarction 0 9 3 4 0 2 20 
at l year after 0 3 0 2 l 0 0 6 
Life events in convalescence 
Nil threat/welcome 0 6 6 1 5 l 4 23 
Mild threat 0 6 3 4 5 1 8 27 
Moderate threat 2 7 3 8 l 0 5 26 
Total events 2 19 12 13 ll 2 17 76 
Chronic difficulties 
Number with moderate or severe 
l 13 2 0 0 27 
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IV). Some events in the follow-up year seemed 
independent of the illness (for example, be- 
reavement) whilst others could reasonably be 
seen as a consequence (for example, some job 
changes). The following. associations were 
statistically significant: (1) History of life events 
posing a threat at a time of the myocardial 
infarction and mental state at two months; 
(2) Occurrence of new life. events during 
convalescence and changes in work activity, in 
marriage, and in leisure. 

(c) Family attitudes—Previous marital and 
family intimacy were significantly (p <0.5) 
correlated with mental state throughout, but 
not with outcomes in work and leisure. 


IV. Are there specific coping strategies associated with 
the quality of final outcome? 

(1) Psychological Our results give no support 
to the widely accepted suggestion: that there is a 
quanlitatively distinct and persisting mech- 
anism of denial associated with good outcome, 
but rather we believe that ‘lack of concern’ in 
hospital is but one end of a spectrum of psycho- 
logical reactions. We could identify no separate 
patterns of behaviour in pre-morbid way of life, 
before admission or during convalescence for 
this group of patients. Denial was unrelated to 
any measure of illness severity. 

(2) Coping by the patient The principal measure 
was of general approach to convalescence, a 
spéctrum from active (progressive increasing 
activity, tackling problems, planning) to exces- 
sive caution. This rating (at 2 months associated 
with physical activity and planning) appeared a 
useful indication of early progress and a good 
predictor (P <.05) of eventual outcome in 
physical activity and return to a full life. 

(3) Family coping Family attitudes appeared 
to be of considerable importance in determining 
the rate and extent of social recovery. Pro- 
tectiveness by relatives restricting the patient’s 
exertion was usual, and in 35 per cent was rated 
by us as consistent throughout the year. It was 
commonest with older patients and for those 
with somatic symptoms and when spouses 
reported that the patients had been over- 
active. It was not related, however, to mental 
state of the patient or spouse or to quality of the 
marriage. The strength of the association of 
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protectiveness with other measures of outcome 
is striking (change in leisure activity 0.38; 
change in social contacts 0.27; change in 
domestic chores 0,41; coping 0.35). Discussion 
of plans and of symptoms varied considerably 
and unsurprisingly its extent was related to the 
degree of practical involvement of spouses in 
convalescence (sharing walks, diets, giving up 
smoking etc). Both discussien and involvement 
were related to pre-illness marital intimacy. 


V. How do the effects for spouses compare with those 
Sor patients? 


Although we obtained less information on 
outcome, course and- determinants for spouses, 
they can be understood in the same way as for 
patients. We have previously described (Mayou 
et al, 1978a) some of these findings for wives. In 
contrast to the patients’ accurate expectations, 
spouses failed to realise that changes in the 
patient’s state.and activity would have con- 
tinuing consequences for their own lives, and 
there were no significant correlations between 
spouses’ early beliefs and the one year findings. 

There were significant similarities in one year 
outcome for patients and their spouses in mental 
state (0.32) and, in joint activities (social 
contacts 0.46) and in their views of marriage, 
family life and sex. Changes in domestic chores 
were inversely related (—0.40) but the corre- 
lation was less strong (0.27) for changes in 
leisure physical activity. 

Patients were somewhat more distressed than 
spouses and this was so to a marked degree (4 or 
more points) for 8 at two months and 11 at one 
year. Only 3 spouses were substantially more 
upset, all at two months only. These differences 
appeared to be due either to one partner having 
long-standing history of psychological difficul- 
ties or to very separate and different attitudes to 
family life. This latter explanation was also 
clearly apparent for satisfaction with sex where 
one partner might be pleased and the other 
frustrated by a reduction. 


Discussion 
The semi-structured interview with defined 
ratings has both a higher reliability and validity 
than psychometric measures and questionnaires 
and provides information which is more 
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comprehensive and more immediately appli- 
cable to ordinary clinical care. We now have a 
much more detailed description of the disability 
after infarction than is available for any other 
illness and the further analysis of statistical 
associations adds substantially to understanding 
our five basic questions. 

Previous views of disability and outcome have 
been far too simple, and it is now evident that it 
is inadequate to attempt simple categorization 
of reactions. Each aspect of psychosocial state 
must be considered separately and when this is 
done it is possible to show continuity of in- 
dividual reaction and to provide substance and 
refinements for a number of previously hypo- 
thesized predictors of outcome and forms of 
coping behaviour both for patients and for 
families. 

There must, of course, be reservations about 
the interpretation of causal relationships in an 
uncontrolled study. Statistical associations (or 
lack of them) may be misleading and can at best 
only support hypotheses rather than prove or 
disprove them. However, this can be a very 
valuable first stage of research in providing a 
clear basis for the formulation and testing of 
more specific hypotheses. The clinical appli- 
cations of understanding of the impact of 
physical illness are several: (1) Diagnosis of 
complications and ‘at risk’ patients—Description of 
the features of ‘unnecessary, psychologically 
determined disability and of ‘at risk’ char- 
acteristics alerts the physician to them and 
should affect his routine; (2) Routine Rehabilita- 
tion—Obvious suggestions for routine rehabili- 
tation are more systematic, precise advice, the 
involvement of relatives, the encouragement of 
the coping behaviours associated with outcome; 
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(3) Evaluation of treatments—-Since a substantial 
proportion of disability is psychologically deter- 
mined it is essential to use quantitative psycho- 
social criteria of outcome in evaluation of the 
effectiveness and efficiency of medical care, for 
instance, routine rehabilitation, home or 
hospital acute care and surgery. 
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The Predictability of Thought Disordered Speech 
in Schizophrenic Patients 


By THEO C. MANSCHRECK, BRENDAN A. MAHER,e 
MARY E. RUCKLOS and MITZI T. WHITE 


SUMMARY Previous research has resulted in inconsistent findings 
regarding the predictability of schizophrenic speech samples. It was 
hypothesized that the predictability of schizophrenic speech varies as a 
function of clinically manifest thought disorder. In an experiment based 
on the Cloze procedure, raters were asked to predict ten passages of 
schizophrenic speech and eight passages of normal speech under condi- 
tions of fourth- and fifth-word deletion. Differences emerged between 
the samples only for the fifth-word deletion procedure. When the schizo- 
phrenic samples were grouped according to the presence of thought 
disorder, thought-disordered speech was significantly less predictable 
than normal and non-thought disordered schizophrenic speech. 
Furthermore, non-thought-disordered schizophrenic speech was no 
less predictable than normal speech. It is concluded that schizophrenia 


should be more carefully defined and that thought disorder should be 
routinely assessed in future investigations. 


Recent papers (Rutter, Draffan and Davies, 
1977; Rutter, Wishner, Koptynska and Button, 
1978) have reported failure to find reliable 
differences between the language utterances of 
schizophrenic patients and those of controls. 
One conclusion offered by Rutter et al (1978) is 
that the variability of research findings related 
to this problem arises from methodological 
problems. There exists no standard for the 
selection of patients, the elicitation of utter- 
ances or the analysis of responses. They suggest, 
however, that despite these discrepancies in the 
literature it may be possible to identify some 
patients who do reliably produce speech which 
is less predictable than normal speech. 

Delineating such a sub-set of patients presents 
difficulties. Patients bearing a diagnosis of 
schizophrenia do not display the clinical 
symptoms of schizophrenia every waking hour 
of the day. Nor do they necessarily exhibit 
every component of the catalogue of symptoms 
associated with their diagnosis. Schizophrenic 
patients may, therefore, produce disordered 


595 


language utterances continually, episodically or 
not at all. In fact, clinical knowledge sheds little 
light on these alternatives; the incidence of 
thought disorder is not precisely known, nor is it 
known whether such disorder is intermittent or 
continuous. The same ‘is true for other symptoms 
and consequently, research that requires the 
elicitation and quantification of pathological 
behaviour faces rather stringent constraints. 
When we draw samples of patients and controls 
for observations in the psychological laboratory, 
for a limited amount of time, we must expect 
that a substantial proportion of the patients will 
fail to display the relevant symptom during this 
time period. The longer the time sample and 
the more often we repeat the observations, the 
more likely it is that any given patient will 
reveal the symptom in question. Where a single, 
brief laboratory session is used, we must expect 
that differences between patients and controls 
will often be weak and unreliable. 

The probability of defining a sub-set of 
patients likely to produce unpredictable speech 
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is enhanced if we select patients who show 
clinically related problems—notably evidence 
of thought disorder. Hart and Payne (1973) 
reported that overinclusive patients produced 
less predictable speech, as measured by the 
Cloze procedure (Taylor, 1953). Rutter, Draffan 
and Davies (1977), however, failed to find this 
relationship when using measures of thought 
disorder derived from the Bannister-Fransella or 
repertory grid test of thought disorder (Banni- 
ster and Fransella, 1966). It is difficult to 
accept the findings in this latter study, 
as they are weakened by problems arising from 
their definition of thought disorder. 

Rutter et al describe a sample of schizo- 
phrenics whose mean scores on the repertory 
grid test are close to those of Bannister and 
Fransella’s | non-thought-disordered sample. 
Hence, we suspect that patients studied by 
Rutter et al included few patients who would 
have been defined as thought-disordered using 
Bannister and Fransella’s independent measure, 
ie., a diagnostic interview based on Mayer- 
Gross, Slater and Roth (1954) criteria. 

In one of their comparisons, Rutter et al use 
repertory grid cut-off scores to divide their 
patients into thought-disordered versus non- 
thought-disordered. Our examination of the 
original Bannister and Fransella data plot shows 
that the cut-off scores recommended lead-to the 
laboratory diagnosis of thought disorder being 
applied to 25 patients with and 8 patients 
without thought disorder, as diagnosed by 
interviews. Given this proportion of false 
positives, the use of the Bannister-Fransella 
cut-off scores involves the acceptance of a 
25 per cent false positive error rate—a rate that 
renders the comparisons made by Rutter et al 
of questionable value. 

The present study was designed to obviate 
this kind of problem by examining the relation- 
ship between thought disorder, as measured by 
standard diagnostic interview procedures, and 
predictability of language utterances. The 
basic hypothesis may be divided into two parts. 
The first is that schizophrenic patients with 
thought disorder will utter less predictable 
speech than schizophrenic patients without 
thought disorder. A second, more tentative 
hypothesis is that schizophrenic patients, regard- 


less of thought disorder, will utter less predict- 
able speech than non-schizophrenic controls. 
This second hypothesis is tentative because its 
confirmation will be influenced by the number 
of genuinely thought disordered patients in a 
mixed sample and by the possibility that 
variables other than thought disorder (e.g. age, 
drug effects, etc.) might also affect the pre- 
dictability of speech. 


Method 
Hypotheses 


The experiment tested the hypotheses that: 
(1) thought-disordered speech would be less 
predictable than non-thought-disordered speech ; 
(2) schizophrenic speech would be less pre- 
dictable than normal speech. 


Subjects 


The investigators requested the clinical staffs 
of the out-patient and in-patient psychiatric 
services of the Massachusetts General Hospital, 
the Erich Lindemann Mental Health Centre, 
and the McLean Hospital to refer psychiatric 
subjects bearing a current clinical diagnosis of 
schizophrenia. Thought disorder was not an 
entry criterion. Eight normal subjects were also 
recruited. All subjects signed informed consent 
forms, were free of intercurrent medical illness 
and possessed normal intelligence as judged by 
education and absence of mental retardation. 
Mean age of schizophrenics was 29 (range 25 
to 38) ; mean age of normals was 24 (range 18 to 
33). Mean years of education for schizophrenics 
was 12.6 (range 10 to 16) and 15.6 for normals 
(range 13 to 20). Two schizophrenic subjects 
were not receiving anti-psychotic medication. 


Plan of procedure 


All subjects completed a structured psychiatric 
interview, rated simultaneously by an observer 
and the interviewer, the Schedule for Affective 
Disorders and Schizophrenia (SADS) (Spitzer 
and Endicott, 1975). Subjects were diagnosed 
according to the Research Diagnostic Criteria 
(Spitzer et al, 1975). 

Thought disorder was evaluated by ratings 
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taken from the SADS interview. To qualify 
for the rating of thought disorder, the patient 
needed to have a rating of 3 or higher 
on one of four observations of thought disorder 
(see Appendix). Judgements concerning diag- 
nosis and rating of thought disorder were 
agreed on in most cases. Where disagreements 
existed, interviewer and observer reviewed the 
bases for their decisions and arrived at a 
common judgment. 

At the time of the psychiatric interview, all 
subjects were asked to describe ‘The Wedding 
Feast’, a painting by Brueghel. In order to 
obtain a sufficient sample of words, the inter- 
viewer in a few cases encouraged the subject to 
continue speaking by saying ‘Anything more?” 
The samples were tape-recorded and later 
transcribed and prepared for Clqze analysis by 
deleting every fifth word and again by deleting 
every fourth word. No punctuation, abbre- 
viations, or capital letters were added; ‘ums’, 
pauses and stutters were left out. 

The panel of independent raters included 
two males and three females with no evidence or 
history of psychiatric disorder. Their average 
age was 30; mean years of education was 13. 
They were told that the macerated samples 
were picture descriptions and to try to fill in 
every blank as accurately as possible. Although 
it is common practice in studies involving judges 
to randomize the order of presentation of items 
to be rated, this was not done in this study. 
Presenting the texts to the raters in a random, 
counterbalanced order is usually a good 
method for larger samples. However, were 
there to be a practice effect, as we believe there 
is with the Cloze procedure, such a design 
would complicate and perhaps prevent the 
detection of differences in a sample as small as 
this one. Therefore, each rater was given all 
texts with the fifth word deletions, randomly 
ordered, to complete in a single sitting. Exactly 
one week later, the same group was given all 
the texts with fourth word deletions presented 
in random order. The Cloze score obtained was 
the percentage of exact words correctly guessed. 

Computation of inter-rater reliability with 
the Cloze procedure presents special problems. 
The purpose of the Cloze analysis is to obtain an 
estimate of the predictability (redundancy) of 
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language in relation to a population of normal 
readers or listeners. It is important that raters 
should not be ‘expert’. Raters who are unusually 
accurate in their estimate of the missing words 
will give a misleadingly low estimate of the 
difficulty that a normal population will experi- 
ence in comprehending the passage: raters who 
are unusually inaccurate in their estimates will 
produce the opposite effect.°Any population of 
raters will include some who are at one extreme 
or the other and a majority who lie in the middle 
of the distribution of accuracy. 

The easier it is to predict a particular 
passage, the greater the number of raters who 
will make a large number of correct predictions 
—by definition. When a panel of raters reads a 
group of highly predictable passages, scores will 
be high, variability of scores will be low and the 
inter-rater correlations will inevitably shrink. 
When the collection of passages is difficult to 
predict, due to deviant language usage by the 
speaker, for example, raters will get low 
scores, variability will again be low and 
correlations will be low. Inter-rater correlations 
are thus influenced by many variables, including 
the objective characteristics of the passages to be 
rated and the individual differences in verbal 
sophistication that should be found in any 
representative sample. No straightforward inter- 
pretation can be given of any particular mag- 
nitudes of correlation that are obtained. For 
information, however, pairwise correlations 
were computed for the raters employed in this 
study. For the four-word samples, these ranged 
from 0.48 to 0.75, with a median value falling 
between 0.62 and 0.67. For the five-word 
samples, the range was 0.31 to 0.69, median 
value being between 0.47 and 0.48. While no 
interpretation can be made of the absolute 
values that were obtained, we may note that the 
lower correlations found for the five-word 
samples correspond to the greater difficulty and 
generally lower Cloze scores that were found 
for these samples, as reported below. 


Results 


Among the subjects, there were five thought- 
disordered and five non-thought-disordered 
schizophrenics. Thought disorder ratings ranged 
from 9 to 17 in the former group; in the latter, 
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there was no rating of three or greater. The 
thought disordered and non-thought disordered 
schizophrenic subjects did not differ with 
respect to age, education, chronicity or severity 
of illness, or the presence of hallucinatory or 
delusional symptoms. Of the two schizophrenic 
subjects not taking medication, one was 
thought disordered and one was not. Two of the 
eight controls qualified for psychiatric diagnoses, 
i.e. ‘episodic minor depressive disorder’ and 
‘other psychiatric disorder’ with ‘schizotypal 
features (cf. Spitzer et al, 1975). There was no 
evidence of schizophrenia among the controls. 

The first hypothesis was confirmed. The mean 
Cloze scores for thought disordered schizo- 
phrenics, schizophrenics without thought dis- 
order, and normals were separated. An analysis 
of variance was carried out to determine 
whether the three samples differed significantly. 
The results are summarized in Table I. 

Mean Cloze scores based on fourth word 
deletions were not significantly different; how- 
ever, those based on the fifth word deletion 
procedure were significantly different (F = 
5.60; df = 2.15; P <.025) among the three 
samples, with thought disordered schizophrenics 
scoring significantly lower than non-thought 
disordered schizophrenics and normal controls. 
The interaction effect of subject status and 
education was not significant (F = 0.69). 
Normal controls and non-thought-disordered 
schizophrenics’ mean scores were similar (t = 


TABLE I 
Mean cloze scores 











Mean Mean 
4th word 5th word 
deletion deletion 
Thought-disordered 
schizophrenics 39.4 28.4* 
Non-thought-disordered 
schizophrenics 43.4 38.0 
Normal controls 46.0 39.0 





* ANOVA Significant Effects. 
190 

(TDS/NTDS/NC; F = — 
33.9 


= 5.60; d.f.=2, 15; 
p < .025) 


—.27; df = 11; NS), and non-thought 
disordered schizophrenic samples differed sig- 
nificantly from thought disordered samples 
(t = —3.40; df = 8; P <.01). 

The second hypothesis was also confirmed. 
The mean Cloze scores for schizophrenic and 
normal subjects were compared for fourth and 
fifth word deletion patterns. While fourth word 
deletion failed to discriminate the two samples 
(t = —0.95; df = 16; NS), the fifth word 
deletion procedure resulted in significant differ- 
ences in predictability between schizophrenic 
and normal samples (t = ~—1.80; df = 16; 
P <.05). 


Discussion 


Speech produced by schizophrenic subjects 
with thought disorder is significantly less 
predictable than normal and schizophrenic 
speech without manifest thought disorder. This 
finding may account for the fact that speech 
produced by schizophrenic subjects is less 
predictable than normal speech. Indeed, the 
speech of non-thought-disordered schizophrenics 
is no less predictable than normal speech. 

No specific variety of clinically rated thought 
disorder emerged to suggest a source for this 
difference. Incoherence, loosened associations, 
illogicality and impoverished thought were all 
present in one or more of the thought disordered 
patients. This finding suggests that specific types 
of clinically rateable thought disorder are no 
more helpful than simply recognizing that 
thought disorder is present or that schizophrenic 
utterances are difficult to understand. 

The fact that the fifth word deletion pattern 
discriminated these samples, while fourth word 
deletion did not, has no obvious explanation. 
It may be that there is a threshold or critical 
amount of context necessary to make such 
discriminations; with less context (i.e., more 
words missing from the samples) schizophrenic 
and normal samples become equally predictable 
(or perhaps, more aptly, equally unpredictable). 
Indirect support for this view comes from a 
study by MacGinitie (1961) who found that 
normal raters predicting literary prose text 
deletions had equal difficulty with 24, 12 and 6th 
word omissions. However, the omission of every 
third word made restoration more difficult. On 
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the other hand, the difference in discrimination 
between the two samples might be due to a 
practice effect. This explanation is certainly 
plausible and, if true, would confirm our 
suspicion that such an effect itself reduces the 
sensitivity of the procedure to detect real 
differences, particularly in small samples. 
After all, practice effect or not, the differences 
obtained in the 5th word deletion pattern are 
significant. The practice effect, if it operates, 
only suggests that the differences might also 
have been discovered in 4th word deletion 
pattern, had it been presented first. The Cloze 
procedure itself requires more careful study. 

Our results underscore the importance of 
recognizing two issues regarding psychopatho- 
logical research in schizophrenia. First, the 
nature of cognitive defect in schizophrenia is 
poorly understood. Even the Cloze procedure, 
though a reliable and useful tool, only tells us 
that there is a deficiency in predictability of 
certain schizophrenic utterances, not the nature 
of that deficiency. Until greater understanding 
is achieved concerning the nature and patho- 
genesis of schizophrenic cognitive disturbance, 
investigators will be forced to rely on the crude 
tools currently available for its assessment. 
Second, although we can define schizophrenia 
with increasing reliability, we should not 
assume that subjects so identified will regularly 
exhibit evidence of cognitive abnormality, or 
other specific features of the syndrome. Just as 
fever may occur intermittently in patients with 
malaria or tuberculosis, the cognitive distur- 
bance in schizophrenia may or may not be 
detectable at any particular time. Furthermore, 
the incidence of thought disorder in schizo- 
phrenia, though probably frequent, is not known 
precisely. In view of the intermittency of such 
common schizophrenic symptoms as hallu- 
cinations and delusions, we should not be 
surprised that schizophrenic speech is not 
always disordered. 

We suggest, therefore, that the failure of some 
previous attempts to confirm the usefulness of 
the Cloze procedure to discriminate between 
schizophrenic and non-schizophrenic speech may 
be based on the erroneous assumption that the 
diagnosis of schizophrenia implies the presence 
of disordered speech. We agree with Rutter et al 
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(1978) who urge greater standardization of the 
Cloze method and attention to subject selection 
criteria. To accomplish these goals requires 
appreciation of the influence of differences 
between raters (Amarel et al, 1966; Cheek and 
Amarel, 1968) and subjects, in terms of edu- 
cation or vocabulary level, and the acquisition 
of homogeneous samples of subjects. Reliably 
defined schizophrenics showld be assessed for 
clinically identifiable disturbances of thinking. 

The relationship between thought-disordered 
speech and other features of schizophrenia 
remains poorly understood. For instance, does 
unpredictability of speech in thought dis- 
ordered samples correlate with other reported 
deficits such as motor disturbance, soft neuro- 
logical signs, or other cognitive difficulties 
(Tucker et al, 1975). Further investigation, 
designed to examine such relationships, may 
result in more sophisticated models of schizo- 
phrenic impairment. In the case of thought- 
disordered speech, an attentional model of 
schizophrenic disorder, for example, might 
generate predictions regarding a particular kind 
of deficiency found in speech samples which 
makes them unpredictable (Maher, 1972). 
One might examine specific patterns of errors, 
made in attempts to predict deleted words, in 
schizophrenic speech subjected to Cloze analysis. 
A reasonable hypothesis might be that more 
errors occur at terminal points of sentences or 
clause boundaries (e.g. as punctuated by 
commas or full stops in written language). Such 
boundaries may be especially vulnerable to the 
intrusion of normally inhibited associations in 
schizophrenics because they establish the limits 
of coherent attentional units for the speaker. 
Still another hypothesis might be that the 
errors are primarily semantic or alternatively, 
syntactic (i.e. the guessed word was either a 
synonym or a different part of speech from the 
deleted word). Clearly, the potential for 
developing models and integrating observations 
about schizophrenic impairment should be 
explored. 
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APPENDIX 
THOUGHT DISORDER RATINGS 


Incoherence. Understandability of speech is impaired 
by distorted grammer, incomplete sentences, lack of 
logical connection between phrases or sentences, or 
sudden irrelevances. 

0 = No information. 

l = Not at all—may be difficult to understand due 
to unnecessary details, little education, rambling 
or other nonpathological impediments to clear 
communication, or simple flight of ideas which 
is completely understandable. 


2 = Occasional instances which are of doubtful 
clinical significance. 

3 = Occasional instances of distorted or idio- 
syncratic speech but little impairment in 
understandability. 

4 = Frequent instances with some impairment in 
understandability. 

5 = Very frequent instances with definite impair- 
ment in understandability, 

6 = Most of speech is distorted so that it is almost 


impossible to understand. 


Loosening of Associations. Repeatedly saying things in 
juxtaposition which lack a readily understandable 
relationship, or shifting idiosyncratically from one 
frame of reference to another. 

0 = Noinformation. , 

1 = Not at all—may be difficult to understand due 
to unnecessary details, little education, 
rambling, or other nonpathological impedi- 
ments to clear communication, or simple flight 
of ideas which is completely understandable. 
Occasional instances which are of doubtful 
clinical significance. 

Occasional instances. of distorted or idio- 
syneratic speech but little impairment in 
understandability. 

Frequent instances with some impairment in 
understandability. 

Very frequent instances with definite impair- 
ment in understandability. 

Most of speech is distorted so that it is almost 
impossible to understand. 


Ilogical Thinking (other than as evidenced by 
delusions, hallucinations, incoherence, loosening of 
associations, phobias or compulsions). Thinking in 
which facts are obscured, distorted or excluded. 

0 = No information. 

l = Not at all or impairment due to alcohol, 
depression, etc. : 

= Occasional instances which are of doubtful 

clinical significance. ; ' 

Thinking is odd and somewhat illogical but not 

grossly deviant. 

= Definite defect in logical thinking. 

= Marked defect in logical thinking. 

= Much of his thinking is completely illogical. 


aus 
if 


Poverty of Content of Speech. Speech is adequate in 
amount but conveys little information because of 
vagueness, talking past the point, empty repetitions or 
use of stereotyped or obscure phrases. Does not 
include poverty in the amount of speech. 

0 = No information. 
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1 = Not at all or some other form of disturbance of 4 Moderate, e.g., frequent instances. 


thought or speech. 5 = Severe, e.g., most of remarks. 

2 = Slight, e.g., occasional instances which are of 6 = Extreme, e.g., typical of almost all remarks. 
doubtful clinical significance. 

3 = Mild, e.g., definite instances. (Spitzer and Endicott, 1975) 
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Relationship Between Cognitive Defect, Affect Response 


and Community Adjustment in Chronic Schizophrenics 


By GEORGE SERBAN and CHRISTINA B. GIDYNSKI 


SUMMARY The relationship between mental status and community 
adjustment has been examined in 100 outpatient chronic schizophrenics. 
Sixty-six per cent presented at least one of the signs of Schneiderian 
First Rank Symptoms, which, however, failed to discriminate the 
diagnostic subgroups. Total adjustment correlated with total mental 
status and appeared to differentiate the diagnostic subclassifications of 
schizophrenia. From the major components of mental status, anxiety 
and depression appear to be significantly correlated with the function- 
ing and stress of the individual in community adjustment while primary 
symptoms are only peripherally correlated with adjustment. 


Introduction 


The concept ofschizophrenia and the criteria 
for its diagnosis underwent continuous modi- 
fication since its description by Kraepelin 
(1919) and by Bleuler (1911). Because schizo- 
phrenia has always been considered to have a 
poor prognosis attempts have been made to 
establish the specific symptomatology which 
differentiates it from other psychoses. Langfeldt’s 
(1937) separation of true schizophrenia from 
reactive psychosis fell short of identifying the 
‘proper position of the schizo-affective psychoses 
in the schizophrenia spectrum (Serban, 1975a). 
On the other hand, K. Schneider . (1959) 
defined schizophrenia as based on a strict set 
of symptoms called First Rank Symptoms free of 
any theoretical assumptions. However, the 
difficulty in diagnosis persists as attested to by 
the differences between American and British 
psychiatrists in differentiating schizophrenia 
from manic-depressive illness (Kuriansky et al, 
1974). Even in the U.K. Hay and Forrest (1972) 
indicated that other psychoses are often included 
under the term schizophrenia. There is no 
question that Schneiderian first rank symptoms 
define schizophrenia in.mort' precise terms than 
other classifications, yet in the post-hospitaliz- 
ation period it appears that it is the greater 
variability of symptomatology which calls 
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into question the validity of the Schneiderian 
criteria for diagnosis. 

The first question to be posed is to what 
extent is there a permanent residual psycho- 
logical deficit in schizophrenic patients after 
the period of hospitalization, particularly since 
thought disorder can also occur in non-schizo- 
phrenics (Harrow and Quinlan, 1977)? Various 
studies, inter alia Harrow et al (1973); Astrachan 
et al (1974) and Huber et al (1975), found that 
after discharge from hospital patients continue 
to suffer from mental symptoms in spite of 
continued treatment. However, these workers did 
not specifically examine their patients for 
Schneiderian first rank symptoms. It has been 
observed that schizophrenic patients, in addi- 
tion to thought disorder, may suffer from a 
depressive state which may last for a period of 
3 to 16 months after the acute phase has 
subsided (Kayton, 1973; Roth, 1970; Mc- 
Glashan and Carpenter, 1976a). 

With these considerations in mind it should 
be established which symptoms are most 
characteristic in schizophrenic patients after 
their discharge from hospital and to determine 
which elements of mental status of schizo- 
phrenic patients become more prominent 
during their community adjustment. 

If the residual mental deficit affects the 
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patients’ community integration, then it would 
be of interest to find out whether the diagnostic 
subclassifications play an additional part in it. 
For instance, Zigler and Levine (1973) indi- 
cated that paranoid schizophrenics have a more 
favourable prognosis than other schizophrenic 
patients, owing to their more integrated ego 
functioning, while episodic  schizo-affective 
patients have the most favourable prognosis of 
all (Angst, 1966; Astrup et al, 1962; Hay and 
Forrest, 1972). 

In view of these controversial data about the 
contribution of specific aspects of the sympto- 
matology to the adjustment of schizophrenic 
patients in the community, a study was under- 
taken at the New York University Bellevue 
Medical Center to clarify the following issues: 
(1) The significance of Schneider’s first rank 
symptoms in the diagnosis of ambulant schizo- 
phrenic patients; (2) The relationship between 
measures of major components of mental status 
and functioning and stress of schizophrenic 
patients residing in the community; (3) The 
significance of diagnostic subclassifications for 
the level of functioning, reaction to stress and 
total adjustment of patients and (4) The 
contribution of specific cognitive, affective and 
behavioural impairments for the community 
adjustment of the patients. 


Method 
Sample , 

The subjects were 100 out-patient chronic 
schizophrenic patients attending at Bellevue 
Hospital and Fountain House. All the patients 
had received aftercare treatment for a minimum 
of one year prior to the study. The mean 
duration of in-patient treatment was 8.6 
months; the mean number of admissions to 
hospital was 3.9. All the patients had been 
diagnosed as schizophrenic according to DSM II 
criteria (American Psychiatric Association, 
1961) and the diagnoses were independently 
confirmed by the project psychiatrist. Alcoholic, 
drug addicted and mentally retarded patients 
with a secondary diagnosis of schizophrenia 
were not included in the sample. 

Of the 100 subjects, 50 were diagnosed as 
undifferentiated, 26 paranoid, 22 schizo- 
affective and 2 latent schizophrenia. The 
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average age was 38.7 years and the mean 
educational level was 11.3 years. Fifty-one 
patients were male and 49 female; 67 were 
white, 23 Black and 10 Puerto Rican; 59 were 
single, 34 separated or divorced, 8 married and 
9 widowed. By occupation 44 were blue collar 
workers, 21 white collar employees, 10 held 
semi-professional or administrative positions, 
18 were housewives or studehts and 7 had never 
been employed. At the time of the study 69 of the 
subjects received welfare assistance, 4 were 
never employed, 4 each were housewives and 
students on family support. Only 3 were 
employed full-time, 12 had part-time supple- 
mental work and 4 regular part-time positions. 
All the patients were receiving psychoactive 
drugs during the study, but none were treated 
with long-acting injections of fluphenazine. 


Technique of measurement 

The mental status of the patients was evalu- 
ated by means of the Psychiatric Assessment 
Interview (PAI) derived by Carpenter et al 
(1976) from the eighth edition of the Present 
State Examination (World Health Organiza- 
tion, 1973). This structured interview consists 
of three scales: (1) Signs and symptoms based on 
117 questions covering 39 symptom areas; 
(2) psychiatrist’s evaluation of aberrant per- 
ceptual and bizarre ideational experiences of the 
patient, and (3) ratings based on 83 items of 
behaviour observed during the interview period. 
A fourth scale, developed for the present study, 
was that of total mental status representing 
average ratings across the three sections of the 
above instrument. The PAI evaluations were 
made over a one-month period. 

The patients’ current community adjustment 
was assessed by means of two instruments: The 
Structured and Scaled Interview to Assess 
Maladjustment (SSIAM) (Gurland et al, 1972a, 
1972b) and the Social Stress and Functioning 
Inventory for Psychotic Disorders (SSFIPD) 
(Serban, 1975b, 1978). The SSIAM measures 
maladjustment in terms of deviant behaviour, 
distress and friction with others. The test 
evaluates five major fields of life adjustment: 
work, social life/leisure, family, marriage and 
sex. Each of the subtests of the interview is 
scored on an 11-point scale with higher scores 
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indicating greater maladjustment. The be- 
haviour assessed by the SSIAM is restricted to 
the past four months. 

The SSFIPD is a structured interview 
providing a comprehensive measure of psycho- 
social functioning and associated stress in four 
major areas (covering 21 dimensions) fully 
described elsewhere (Serban, 1975b, 1978). The 
major areas covered by the instrument are: 
instrumental performance, family interaction, 
social-interpersonal interaction, and social mal- 
adaptive activities. The stress scale measures the 
degree of upset, distress and worry about the 
inability to meet social and self-imposed de- 
mands. The functioning and stress sections of 
the SSFIPD are scored on a three-point scale 
with higher scores indicating higher functioning 
but lower stress. 

Each subject in the study was given the three 
measures in the same order and on the same 
day. The PAI was administered to each patient 
by the project psychiatrist; the project psycholo- 
gist administered the SSIAM and a social 
worker evaluated the patient by means of the 
SSFIPD. No interviewer was aware of any other 
information collected by the others in order to 
reduce bias. 

The raw ratings obtained for the three 
instruments were converted into mean scores 
which were then used in all subsequent statistical 
analyses. The PAI yielded four scores: Signs 
and symptoms, evaluation of perceptual and 
ideational aberrations, observed behaviour and 
total score. Two types of scores were derived 
from the SSIAM: the first was based on type of 
item (deviant behaviour, friction and distress) 
computed across five fields of maladjustment; 
the second, representing five areas of mal- 
adjustment across the three types of items as 
suggested by Gurland et al (1972a). Two scores 
were derived from the SSFIPD: total social 
functioning score, representing a mean score 
based on ratings across 21 dimensions of 
psychosocial functioning and total stress score, 
a mean score obtained for 21 stress dimensions. 


Results 
The first step in data analysis was to deter- 
mine the presence of Schneiderian first rank 
symptoms (FRS). We found the symptoms to be 


present in 66 of the 100 patients. In 34 patients 
FRS were not present, although in 32 of these 
we found thought disorder identified as idio- 
syncratic speech, and/or second rank symptoms. 
At the other end of the spectrum 10 patients had 
the highest FRS scores. The scores for FRS de- 
rived from the PAI range from | to 3 points and 
in our sample the scores ranged from 1.10 to 2.02 
points. To test the distribution of FRS within the 
diagnostic subclassifications of schizophrenia we 
divided the FRS scores at the median into high 
and low scores and tested the arrays in the diag- 
nostic subclassifications of undifferentiated, para- 
noid and schizo-affective patients. A chi-square 
test on these data yielded a non-significant value. 

To answer the second question we correlated 
mental status variables with the various 
adjustment indicators as shown in Table I. 
Reported mental status correlated significantly 
with all adjustment measures used except the 
SSIAM deviant behaviour score. Thus, reported 
mental status correlated significantly with the 
SSIAM friction score and with the distress score. 
The SSFIPD measure of functioning correlated 
significantly with current signs and symptoms 
and with total stress. The negative correlations 
are due to the fact that the mental status 
functioning and stress scores measure severity in 
inverse relationship. The reported mental 
status has also been found to correlate sig- 
nificantly with total adjustment of SSIAM and 
with social life/leisure and family interaction 
areas. 

The relationship between the psychiatrists’ 
evaluation of the patients’ symptoms, perceptual 
and ideational aberration, and the various 
indices of adjustment is less impressive. Both 
functioning and stress scores derived from the 
SSFIPD correlated significantly with the psych- 
iatrist’s ratings as did the SSIAM distress score. 

It is of interest to note that the behaviour 
observed during the interview did not correlate 
significantly with any of the adjustment 
measures. The correlations obtained for the 
total mental status score are relatively high 
since this measure encompasses all sections of 
the PAT. 

To determine whether adjustment levels 
differ among the various subtypes of schizo- 
phrenia a one-way analysis of variance was 
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done using the various SSIAM adjustment 
indicators as shown in Table II. Results 
indicate that undifferentiated schizophrenics 
obtained consistently higher scores on Deviant 
Behaviour, Friction, and Total Maladjustment 
as compared with the intermediate scores 
obtained by paranoid schizophrenics and the 
lowest scores were manifested by the schizo- 
affective patients. 
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To determine the unique contribution of the 
specific clusters of signs and symptoms to the 
patients’ level of functioning and reported stress, 
stepwise regression analyses were performed 
using mental status symptom clusters as 
independent variables. Total functioning and 
stress scores derived from the SSFIPD were 
used as dependent variables since they represent 
a more comprehensive measure of adjustment 


TaBe I 
Correlations of PAI mental status scores with the SSIAM and the SSFIPD adjustment scores 








Signs and symptoms Psychiatrist’s Observed 
(Mental status evaluation behaviour Total score 
reported) 
SSIAM: 
Deviant behaviour +.19 +.10 +.16 +.21* 
Friction + .24* +.20 +.16 + .28** 
Distress + .47** +.31** — 01 + 418" 
SSFIPD: 
Total functioning — 43% — .29%* — 13 — 4288 
Total stress — ,48*** — .24* + 02 — .41*** 


SA EE RTT IN SSB PI ET RE GPS TEES TS SET SEEE TONE SU IEE PT ERNIE, 


Correlations of PAI mental status scores with the SSLAM area maladjustment and total maladjustment scores 

















Signs and symptoms Psychiatrist’s Observed 
(Mental status) evaluation behaviour Total score 
reported) 
Social life/leisure + .44*** + .29** +,20 + .45eee 
Family + .32** +.20 + ,07 + .30** 
Sex + .22 +.19 -.10 +415 
Total maladjustment + .30** +.18 +.14 + ,30** 
*P<.05 **P<.01 ***P <00] 
Taste II 


Means, standard deviations and analyses of variance of deviant behaviour, friction and distress scores for diagnostic subgroups 





Diagnostic type 














Deviant behaviour Friction Distress Total adjustment 
ON Mean S0 F Men SD F Men SD F Mah SD F 
Undifferentiated 50 7.28 1.48 6.04 1.20 4.48 1.09 6.37 1.08 
Schizoaffective 22 6.11 1.70 3.23* 4.21 1.49 10.13*** 4.14 1.25 0.56 5.39 1.37 3.62** 
Paranoid 25 6.61 1.53 5.86 1.35 4.28 0.97 5.90 1.17 
*P<.05 **P<.02 **P <.001 
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Taste III 
Stepwise regression statistics for predicting total stress 











Variable Multiple R Multiple R? Increases in 
R2 

Anxiety (A) — 597 eae 357 

Somatic symptoms (SS) -+ (A) — .624"08 .390 033 
Ideas of reference (IR). + (SS) + (A) — .629*4* .395 005 
Auditory/Visual hallucinations (AVH) + (IR) + (SS) + (A) — .633%** .401 .006 
Other hallucinations (OH) + (AVH) + (IR) + (SS) + (A)- — .635*** .403 .002 
Derealization (D) + (OH) + (AVH) + (IR) + (SS) + (A) — .636*** 405 002 
Note: N = 100 *** P < 001 

Tase IV 


Stepwise regression statistics for predicting total Sunctioning 








Variable Multiple R Multiple R? Increase in 
R? 

Depression (D) —.413*++* :171 
Behaviour (B) + (D) — .470*** 221. .050 
Anxiety (A) + (B) + (D) — 501 *** 251 .030 
Derealization (DE) + (A) + (B) + (D) — .514%** 264 .013 
Delusions (DS) + (DE) + (A) + (B) + (D) — 524698 .275 O11 
Insight (1) + (DS) + (DE) + (A) + (B) + (D) — 533" 284 .009 
Mania (M) + (I) + (DS) + (DE) + (A) + (B) + (D) ~ .539e** .290 .006 
Auditory/Visual hallucinations (AVH) + (M) + (I) + (DS) + 

~ 5438e* 295 .005 


(DE) + (A) + (B) + (D) 





Note: N = 100 *** P < 001 


than that provided by the SSIAM. Results are 
shown in Tables III and IV. Examination of 
Table III reveals that in our sample anxiety 
served as a most significant predictor of measured 
stress, accounting for 35.7 per cent of the total 
variance. Addition of somatic symptoms to the 
prediction equation resulted in the increment of 
3.3 per cent of the explained variance. The 
remaining variables accounted for minimal 
fraction of the total variance. Use of all 13 
clusters of signs and symptoms accounted for 
40.8 per cent of the total variance in this 
analysis. 

In the prediction of total functioning (see 
Table IV) depression assumed the most 
significant position, accounting for 17.1 per cent 
of the total variance. Addition of the observed 
behaviour variable and anxiety explained 25.1 
per cent of the variance. Lack of insight, manic 
symptoms and hallucinations contributed mini- 
mally to the prediction of functioning. Inclusion 


of all 13 clusters of mental status accounted for 
30 per cent of the total functioning variance 
which is well within acceptable levels for this 
type of data. 


Discussion 

Our stringent diagnosis, based on Schneid- 
erian first rank symptoms indicates that 66 per 
cent of the subjects manifested thought disorder 
during the period of observation and only 14 per 
cent appear to be free of gross perceptual and 
ideational aberrations. However, only two of 
the 34 patients were free of idiosyncratic speech 
defined as thought disorder by C. Schneider 
(1942) and Fish (1962). This supports the 
findings of Harrow et al (1973) and lends 
further support to the association of FRS with 
chronic schizophrenia. Although Robins and 
Guze (1970) found a correlation between FRS 
and poor prognostic signs, other investigators 
(Abrams and Taylor, 1973) were unable to 
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validate. these findings. Mellor (1970) also 
questions the importance of FRS in identifying 
poor prognosis. 

The second part of the results points to a 
close relationship between mental status of the 
patient and his ability to function socially. This 
is reflected in the strong association found 
between mental status and most of the measures 
of psychosocial functioning, stress and total 
adjustment. The non-significant correlation 
obtained for the deviant behaviour measure 
‘may well be dué to the fact that this variable 
was tested in only three of the five maladjust- 
ment areas. The failure of observed behaviour 
to correlate with social adjustment is probably 
due to the impressionistic nature of these items 
as reflected in their low reliability (Carpenter 
et al, 1976). Furthermore, total adjustment not 
only correlated with total mental status but 
also appeared to differentiate diagnostic sub- 
classifications of schizophrenia whereas FRS 
failed to discriminate the diagnostic subgroups. 

Our data were unable to support the con- 
tention of Zigler and Levine (1973) that chronic 
paranoid schizophrenics have higher adjust- 
ment than other subtypes. We have found that 
paranoid schizophrenics respond. more poorly 
to stress and appear less well adjusted than the 
schizo-affective patients. 

The association between depressive sympto- 
matology and social functioning level is of 
interest. This finding suggests that chronic 
schizophrenics in the community tend to be 
depressed and not, as usually thought, in- 
different to their social condition. Their 
depression differs somewhat from depression 
identified in the literature as post-psychotic 
depression (McGlashan and Carpenter, 1976b). 
In our patients depression was characterized 
more by a sense of helplessness and bleak 
future outlook and less by feelings of emptiness 
and apathy. It appears that schizophrenic 
patients in the community are aware of their 
marginal functioning though they are not 
always able to link it to their mental condition. 
Observed behaviour during the interview added 
little information regarding social functioning 
of the patients, apparently because it tapped 
only a brief sample of their behaviour under the 
conditions of the interview. 
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A different picture emerges when we look at 
the items associated with stress. Anxiety is the 
most prominent feature of the residual psych- 
iatric disorder. This finding suggests that the 
reported stress incurred in the patients’ daily 
activities finds its counterpart in anxiety. 
Although this association between stress and 
anxiety has been frequently observed and taken 
for granted in explaining ôr describing stress, 
it was not experimentally demonstrated owing 
to the lack, until recently, of a direct measure- 
ment of stress. Anxiety which is responsible for 
disrupting behaviour and functioning, is attri- 
buted by the patient to stress. This is due to the 
fact that stress itself is seen by the patient as a 
result of the cognitive appraisal of a threatening 
situation and as such is anxiety producing. It 
therefore appears that schizophrenic patients 
have difficulty in identifying the factors respon- 
sible for their distorted appraisal of reality. 
They experience anxiety in response to coping 
with daily events of their lives and they become 
depressed when they perceive the results as 
unsatisfactory. 

The somatic symptoms variable of mental 
status was also strongly related to stress and has 
always been associated with the response to 
stressful situations as a form of internalization of 
anxiety. 

These findings shed a new light on the 
controversy regarding the prognostic value of 
mental status which has been discussed elsewhere 
(Serban, 1975c). It appears that after dis- 
charge from hospital the residual cognitive 
deficit will interfere with the ability of patients 
to cope with stress, resulting in either mental 
decompensation or the appearance of other 
mental disturbances. In this context, anxiety and 
depression could be considered to be exacer- 
bated affective responses to the patients 
cognitive mental deficit. 

The significance of these data have not only 
practical value for the treatment of the schizo- 
phrenic patients in the community but also for 
the broadening of our understanding of some 
aetiological aspects of the disease. 
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Severity of Psychiatric Disorder and the 30-Item 
General Health Questionnaire 


By ROBERT A. FINLAY-JONES and ELAINE MURPHY 


SUMMARY The 30-item General Health Questionnaire misclassified 
26 per cent of respondents in two samples of women who were inter- 
viewed by a psychiatrist using the Present State Examination. False 
negatives were likely to be women with chronic disorders, particularly 
anxiety states. False positives were likely to be distressed by severe 
physical illness, a recent adverse life event, or loneliness. Applying a 
higher threshold score to their GHQ responses would help to separate 
those with a diagnosable psychiatric disorder from those in states of 


distress. 


The General Health Questionnaire (GHQ) 
was devised by Goldberg( 1972) as a self- 
administered screening instrument to aid in the 
detection of non-psychotic psychiatric illness. 
The questionnaire consisted of 60 items in its 
original form. Successively shorter versions of 
30, 20 and 12 items were prepared, although 
Goldberg (1972, p. 83) stated that: ‘no version 
of the questionnaire is as good as the 60-item 
questionnaire scored by the GHQ method’. The 
shorter versions were derived by excluding 
questions that were commonly answered by 
patients with entirely physical illness, by 
balancing questions for overall agreement set 
and by retaining questions checked as present 
by as few as possible of a group of normal 
people and by as many as possible of a group of 
severely ill psychiatric patients, with a mildly 
psychiatrically ill group at some intermediate 
position. 

Three studies of the validity of the 30-item 
GHQ have been published. Goldberg (1972) 
originally interviewed 200 general practice 
patients, and 91 medical out-patients with 
diseases of the small intestine. Each patient was 
allocated to a position on a 5-point scale of 
psychiatric case severity based on material 
collected in a standardized clinical interview 
(Goldberg et al, 1970). The scale was later 
collapsed to yield a case/non-case dichotomy. 
Each patient completed the 60-item GHQ and 
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their answers to those questions making up the 
shorter version were extracted. Using the 
criterion of five or more positive responses to 
indicate a case, the 30-item GHQ correctly 
identified 89 per cent of the general practice 
patients as cases or non-cases. The misclassi- 
fication rate was a little higher in the medical 
out-patients, mainly because of a marked drop 
(from 91 per cent to 65 per cent) in the pro- 
portion of cases that were correctly identified by 
the GHQ (Goldberg, 1972, Table 27). 

The 30-item GHQ (this time not embedded 
in the 60-item version) was later administered to 
244 general practice patients in Philadelphia 
(Goldberg et al, 1976). In contrast to the original 
validity study, a score of four or more was used 
to predict potential cases. The instrument 
correctly identified 80 per cent of the patients 
diagnosed as cases or non-cases by a psychiatrist 
using the same standardized clinical interview. 
Nearly all of the false positives, i.e. those 
scoring four or more on the GHQ but not 
considered as a case by the psychiatrist, were 
nevertheless rated as ‘subclinically disturbed’. 
All of the false negatives, i.e. those scoring less 
than four but considered by the psychiatrist to 
be a case had mild conditions, the symptoms of 
which had not changed for many years. 

A third test of the validity of the 30-item 
GHQ was carried out by Tennant (1977) who 
interviewed 120 Australian general practice 
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patients, using the same standardized clinical 
interview as Goldberg. He extracted the 
appropriate 30 answers that the patients had 
made to the 60-item GHQ. He applied the 
original criterion of five or more responses to 
indicate a case and found that the GHQ 
correctly identified 92 per cent of the patients. 
The false negatives were described as defensive 
individuals who id not readily admit to 
symptoms in the clinical interview or in their 
questionnaire responses. All of the false positives 
had substantial physical illness. 


In summary, the validity of the 30-item GHQ 
has been tested twice under conditions where 
the questions were embedded in the 60-item 
version and once on its own but with a different 
cut-off point. In all three studies the diagnosis of 
a case was based on a standardized interview, 
which although reported to be of high reliability 
where the individual symptoms were concerned, 
would appear to allow considerable subjective 
judgment as to the diagnosis of a case. It is 
clear from Tennant’s paper that the diagnosis 
of a case was possible even if symptoms could 
not be elicited at interview. 


We had the opportunity to test the validity of 
the 30-item GHQ when administered to two 
samples of women who were then psychiatrically 
assessed using the Present State Examination 
(PSE), a standardized interview in which 
symptoms can be rated with high reliability 
(Wing et al, 1977). The judgment of who was a 
case was based on a set of standards for diag- 
nosing psychiatric disorder in the general 
population that had been previously used in two 
community surveys, one in Camberwell (Brown 
et al, 1975) and in the other in the Outer 
Hebrides (Brown et al, 1977). The method 
distinguished two grades of severity of ‘caseness’ 
within each of a number of diagnostic categories. 
Thus we were able to test the ability of the 
30-item GHQ to detect a variety of disorders 
that fell under the heading of non-psychotic 
psychiatric illness. Finally, an attempt was made 
to locate the sources of misclassification in the 
GHQ by comparing systematically certain 
characteristics of the misclassified respondents 
with those of the correctly identified respon- 
dents. 


Method 
Selection of the two samples 

Two samples of women were selected. One 
sample was drawn from relatively young general 
practice attenders and the other from mainly 
older women registered with another general 
practice, who reported in a postal survey that 
they had experienced the recent onset of a 
physical symptom of moderate or severe 
intensity. 

The sample of general practice attenders was 
drawn from women aged 18-40 years who were 
consulting for any reason any one: of three 
partners in a general practice in central London. 
The surgery days on which the sample was 
recruited were selected by convenience. Each of 
the eligible women who attended on these days 
was asked by the receptionist to complete the 
30-item GHQ while she waited to see the 
doctor. After her consultation, she returned the 
GHQ to one of the authors (R.F-J.) who waited 
in another room in the surgery. Permission was 
then sought to interview her in her home at a 
convenient time in the next few days. At home, 
a psychiatric interview was carried out, using the 
shortened version of the PSE (Wing et al, 1977) 
as a guide. The onset, duration and intensity of 
any of the symptoms that are covered by the 
PSE and that had occurred during a period of 
12 months before interview were recorded. The 
reason for consultation and a number of 
demographic details were noted. Finally, each 
woman was asked about the occurrence of life 
events in the 12 months before the interview. 

The sample of women with physical symptoms 
was drawn from a list of women aged 18-65 
years who were registered with one of four 
general practitioners in a health centre in the 
London Borough of Waltham Forest. Every 
woman was sent a postal questionnaire asking 
about the recent onset of any new physical 
symptoms, and the 30-item GHQ, accompanied 
by an introductory letter signed by one of the 
general practitioners. A reminder was sent to 
those who had not replied after three weeks. 
Permission was sought by telephone, letter or 
personal visit to interview the women who had 
reported an onset of new physical symptoms 
Judged to be of moderate or severe intensity. 
Apart from three women who asked to be 
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interviewed at Bedford College, each woman 
was interviewed in her home by one of the. 
authors (E.M.). The interview consisted of 
demographic information, questions about the 
new physical symptom and ‘past medical 
history, a psychiatric interview based on the 
same shortened version of the PSE and the 
same life events interview. 

The interviews in both samples were tape 
recorded with permission. Both authors had 
been trained in the use of the PSE at the 
Institute of Psychiatry and in the method of 
inquiry about life events developed by Brown 
and his colleagues at Bedford College. 


Diagnostic criteria 

_ The rating of a psychiatric case developed at 
Bedford College has been described in greater 
detail elsewhere (Brown and Harris, 1978). A 
summary of the method is as follows. The 
psychiatric symptoms of each woman were 
presented at weekly rating meetings over the 
course of one year, which were attended by at 
least two psychiatrists and two sociologists 
trained in the use of the PSE in community 
_ surveys. Raters other than the original inter- 
viewer were not aware of the woman’s GHQ, 
score or her social circumstances. Firstly, a 


consensus judgment was made by the group as 


to the severity of symptoms by comparing the 
individual with a series of anchoring examples. 
A rating of a case was made if the woman had 
symptoms similar to those of the previously 
established examples. Cases were women with 
psychiatric symptoms of sufficient severity to 
merit psychiatric attention according to stand- 
ards generally accepted in this country. Women 
who had symptoms that were not considered 
severe enough for them to be rated as cases were 
classified as borderline cases. There were many 
women with symptoms that were not suffi- 
ciently severe to be classified as borderline cases 
and these were classified as normal. 

Secondly, a diagnosis of the syndrome was 
made. Symptoms of depression and anxiety, and 
non-specific tension symptoms are the com- 
monest psychiatric symptoms found in the 
general population. We confined ourselves to 
four diagnostic categories: anxiety, depression, 
mixed anxiety and depression, and ‘other’. The 
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following descriptions of the various categories 
of severity and type were obtained by inspecting 


the PSE protocols after all the ratings had been 
made. 


Case depression . 

Criteria A to C were present for all women rated as 
cases of depression. 

A. - Depressed mood. 

B. At least one of the following: impaired thinking, 
hopelessness, suicidal thoughts or actions. 

C. At least four of the following: impaired concen- 
tration, neglect due to brooding, loss of interest, depressed 


. mood worse in the morning, self-depreciation, guilty ideas 


of reference, pathological guilt, loss of appetite with 
weight loss, early morning wakening, loss of libido. 


Borderline depression 


Criteria A and B were present for all women rated as 
borderline case of depression: 

A. Depressed mood. 

B. At least two of the thirteen symptoms listed in B and 
C above for Case Depression. 


Case anxiety 

Criteria A or B-or C were present for all women rated 
as a case of anxiety. 

A. Free-floating autonomic anxiety that was clinically 
intense for more than half-of the month, together with at 
least one panic attack in the month. 

B. Situational autonomic anxiety (including anxiety 
on meeting people) with at least one panic attack in the 
month. 

C. Situational autonomic anxiety with marked 
generalization of the feared situation. In practice. this 
meant that the woman was virtually housebound. A 
woman in this category need not. have experienced. the 
situation in the month but knew that she would have been 
anxious if it had occurred. 


Borderline anxiety 

Criteria A or B or C were present for all women rated 
as borderline cases of anxiety. 

A. Free-floating anxiety that was-clinically intense for 
more than half of the month but without panic attacks. 

B. Situational autonomic anxiety. that had definitely 
occurred in the month, but without panic attacks. . 

C. Si.uational autonomic anxiety with evidence of 
avoidance of the situation but not amounting to marked 
generalization. 


Case other 


This category was rarely used as most of the women 
sufficiently disturbed to bè called a case were either 
anxious or depressed or both. The category included one 
woman with marked obsessional ideas and rituals and 
another woman who drank more than a bottle of vodka a 
day and who experienced withdrawal symptoms if she 


stopped drinking. 
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Borderline other 

This category included a number of women who had 
non-specific symptoms such as worry, tension pains, 
nervous tension, etc. It included some women with an 
anxious or depressed mood, but with insufficient symptoms 
to be classified as either a case or borderline case of these 
conditions. Whether a woman was classified as borderline 
other or as normal seemed to depend in practice on how 
many symptoms she had. Women with six or more PSE 
symptoms were classified, as borderline cases. 


Although women in both samples were 
asked about episodes of psychiatric symptoms in 
the 12 months before interview, in the present 
results the GHQ score was compared only with 
the symptoms she was experiencing at the time 
of interview. If a woman had an episode of 
psychiatric symptoms some time in the previous 
year but had recovered before the interview she 
was rated as normal. Women whose symptoms 
had not changed for at least 12 months were 
classed as chronic. Women whose symptoms had 
begun or markedly worsened in the last 12 
months were classed as ‘onset’. 

Four points must be made about the diag- 
nostic criteria. First, phrases like ‘panic attack’, 
‘neglect due to brooding’, ‘impaired thinking’ 
etc. have specific definitions set out in the PSE 
training manual and the terms have been used 
here according to these definitions. Second, the 
diagnostic criteria listed above were derived 
after all the ratings had been completed in an 
attempt to summarize the rating standards. 
Third, a diagnosis of anxiety did not exclude a 
further diagnosis of depression, but the category 
of ‘borderline other’ was considered only after 
the diagnosis of anxiety or depression had been 
ruled out. Fourth, women diagnosed only as 
cases e.g. ‘case depression’ have been reported as 
such, while women diagnosed as both case and 
borderline e.g. ‘case depression: borderline 
anxiety’ have been described simply in terms of 
their case diagnosis. 


Results 


Response rate of the two samples 

All eligible women in the sample of general 
practice attenders completed the GHQ in the 
surgery. Of the first 135 women who completed 
it, 100 agreed to be interviewed at home. The 
interviews were carried out on average three 


days after the GHQ was completed. 
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That part of the sample of women with a new 
physical symptom that is reported here was 
based on the first 733 women on the list of 
registered patients who were contacted. Since 
the list was ordered alphabetically, these women 
had a surname beginning with a letter between 
A and H. Four hundred and forty-five women 
replied, including 94 who replied after the 
reminder. (Follow-up of the non-responders of 
the postal questionnaire to date showed that at 
least 76 women from the original sample of 733 
had moved out of the area, which helped to 


‘explain the rather low response rate.) There 


were 116 women who reported the recent onset 
of a new physical symptom of moderate or 
severe intensity. All of these women were asked 
for an interview and 97 agreed. Nearly all were 
interviewed within 10 days (mean 7 days) of 
completing the GHQ. 


Demographic characteristics 


The two samples were demographically 
dissimilar, one group being for the most part 
young, unmarried and middle class, and the 
other being mainly older, married, and working 
class. The 100 general practice attenders were 
young (2845 years). Sixty-two of them were 
not married, including 21 who were separated or 
divorced. The fathers of 63 women had an 
occupation in the first two classes. of the 1-7 
scale devised by Goldthorpe and Llewellyn 
(1977). Seventy-two women were currently 
employed, half of them having jobs that placed 
them in the first two classes of the same occu- 
pational scale. 

The 97 women with a new physical symptom 
were older (42+14 years) and most (74 per 
cent) were married, Slightly less were currently 
employed (62 per cent) and they were more 
likely to have skilled working class jobs. 


Psychiatric assessment us. GHQ score 


The mean, standard deviation and range of 
GHQ scores were calculated for each diagnostic 
group for the combined sample of 197 women 
(Table I). The mean GHQ score of onset cases 
(20) was higher than that of onset borderlines 
(12) and normals (3). The women with chronic 
conditions of case or borderline severity had 
lower mean scores than their counterparts with 
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TABLE I 
Psychiatric diagnosis vs. mean GHQ score in the combined sample of 197 women 























GHQ. score 
Standard 

Psychiatric diagnosis N Mean deviation Range 
A. Onset disorders 
‘Case depression + Case anxiety 6 27 4 22-30 
Case. depression 14 20 5 12-26 
Case anxiety 2 7 0 7-7 
Case other 2 13 4 10-16 
All onset cases 24 20 7 7-30 
Borderline depression + Borderline anxiety 4 ll 6 6-19 
Borderline depression 8 lH 9 2-24 
Borderline anxiety 8 14 7 2-22 
Borderline other 8 12 3 9-19 
All onset borderlines 28 12 6 2-24 
B. Chronic disorders 
Chronic cases 8 10 9 0-27 
Chronic borderlines 27 8 9 0-28 
C. Normals 110 3 4 Q-19 
onset conditions, but were most notable for Taste II 
their wide range of scores. Psychiatric diagnosis vs. dichotomized GHQ, score in two 

We retained the distinction between case and samples of women 
borderline case since previous work had shown aro a 
Psychiatric diagnosis 


that life events were important in the aetiology 
of cases but not borderline cases (Brown and 
Harris, 1978). Nevertheless, it was clear from 
our criteria that borderline cases had a sub- 
stantial number of psychiatric symptoms, and 
we have assumed that Goldberg intended that 
the GHQ should detect these conditions as well 
as those of case severity. Therefore women 
diagnosed as cases or borderlines were grouped 
together and referred to as having psychiatric 
‘disorder’. The proportion of women with and 
without disorder and with a GHQ score of 5 or 
more was calculated (Table II). The proportion 
of normal women with a GHQ, score of 5+ 
(false positives) was high:.27 per cent in the 
attenders sample and 29 per cent in the physical 
symptoms sample. The proportion of women 
with disorder and a GHQ score of 0-4 (false 
negatives) depended on whether women with 
chronic ‘disorders ‘were included in the  cal- 





Onset. Chronic 
dis- dis- 
orders orders Normal Total 








A. General Practice Attenders Sample 








GHQ score 0-4 0 12 37 49 
GHQscore5+ 33 4 14 51 
Total 33 16 51 100 
egg ne mee 
B. Physical Symptom Sample ; 
GHQ score 0-4 3 6 42 51 
GHQscore5+ -16 13 17 46 
Total . 49 19 59 97 





culation. For the combined sample only 3 out of 
52 women with an onset disorder had a GHQ, 
score of less than five; on the other hand, 18 out 
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of 35 women with a chronic disorder had a 
score less than five. 


One reason for the greater number of false 
negatives among those with chronic disorder 
might have been uncertainty among the 
respondents about the time period with which 
the GHQ questions are concerned. The pre- 
amble to the GHQ stresses that the questions 
are concerned with present, not past complaints. 
All of the questions are prefaced by the phrase 
‘Have you recently . . > and the choice of 
answers includes phrases like ‘More than 
usual’ or ‘Less than usual’. Some women with 
symptoms of at least one year’s duration (our 
definition of a chronic disorder) might have 
felt that their symptoms were no worse than 
earlier in the year, giving a low GHQ score, 
while others might have compared themselves 
with how they felt when they were last free of 
symptoms, giving a high GHQ score. 


There was another reason why women with 
chronic disorder had lower GHQ, scores. 
Women with chronic borderline anxiety states 
{most of whom were in the general practice 
attenders sample) were particularly likely to 
have a low GHQ score. Low GHQ scores were 
obtained in 12 out of 19 women with chronic 
anxiety states, none of the 6 women with 
chronic depression and only 6 out of 10 with 
chronic ‘other’ disorders. 


A GHQ score of 5 or more was therefore 
highly predictive of all varieties of onset dis- 
order but only of chronic disorder when there 
was a depressive content. The group of false 
positives were compared with normal women 
who were correctly predicted for characteristics 
that might explain their different responses. In 
part, the higher GHQ scores of the false 
positives reflected the fact that they had more 
psychiatric symptoms. As already described, the 
Bedford College diagnostic standards permitted 
a woman to have several rateable PSE symp- 
toms and still be called normal. False positives 
were more likely to be at the upper limit of 
normal. For example 14 out of 31 (45 per cent) 
of the false positives had between three and five 
PSE symptoms compared with only 10 out of 79 
(13 per cent) of the true negatives. However, the 
two groups also differed in other ways that 


might have accounted for their differing re- 
sponses to the GHQ.. 


False positives : general practice sample 


In the general practice sample false positives 
were more likely to be physically ill. Five of the 
14 false positives had consulted on account of 
alarming symptoms. One had noticed a dark 
mole growing larger. One young woman had 
been told recently that she had severe hyper- 
tension. Another was attending to have stitches 
removed after a laparotomy complicated by a 
postoperative abscess. A hirsute girl with a long 
history of amenorrhoea presented with con- 
tinuous menstrual bleeding for the last four 
weeks. The fifth had a vaginal discharge which 
she suspected was a venereal infection. In 
contrast, only 2 out of 37 true negatives had 
experienced similarly alarming symptoms. 

Secondly, 3 out of 14 false positives had 
experienced recent adversity not affecting her 
own health. The parents of one girl had recently 
separated, another had broken off with her 
boyfriend after a long relationship, and the first 
baby of the third woman had spent the first 
two weeks of his life in an intensive care unit. 
Two of the 37 true negatives had a similar 
history of recent severe stress. One had been 
deserted by her cohabitee, and the other had 
incurred the wrath of her parents by leaving 
home to live with a married man. 

Thirdly, 1 in 3 of all false positives and | in 7 
of all true negatives came from a working class 
background. After excluding the women with 
recent severe physical illness or adversity, 
described above, 3 of the remaining 6 false 
positives had a working class background 
compared with 3 out of 33 of the remaining true 
negatives. 

In summary, the false positive normals 
differed from the correctly predicted normals in 
having experienced either a recent onset of 
worrying physical symptoms or an unpleasant 
life event not involving health, or in having 
come from a working class background. At least 
one of these characteristics was shared by 11 out 
of 14 false positives (79 per cent) compared with 
only 7 out of 37 true negatives (19 per cent). The 
two groups did. not differ in age, marital status, 
existence of an intimate confidant, past history 
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of a psychiatric episode, or in the length of time 
between completing the GHQ and being 
interviewed. 


False positives : physical symptoms sample 


Physical symptoms were ubiquitous in the 
second sample because of the criterion for 
inclusion. Nevertheless, severe physical illness 
was still more common among the false positive 
normals than the true negatives. Severe symp- 
toms were found among 7 out of 17 false 
positives. In contrast, only 2 out of 42 true 
negatives had similarly severe symptoms. 

- The second factor that distinguished the false 
positives from the true negatives in the physical 
symptoms sample was a lack of social support. 
After excluding those with severe physical 
illness, a further 5 of the remaining 10 false 
positives, compared with only 4 of the remaining 
40 true negatives, reported the ‘absence of 
another person in whom they could confide 
intimately. 

Altogether 12 out of 17 false positives (70 per 
cent) and 9 out of 42 true negatives (21 per cent) 
had either a severe physical illness or lacked a 
confidant. The two groups did not differin age, 
marital status, social class, exposure to recent 
adversity, history of a previous psychiatric 
episode or in the length of time between 
completing the GHQ and being interviewed. 


Discussion 


The 30-item GHQ produced almost identical 
results in two dissimilar samples of women. It 
correctly identified nearly all women with a 
psychiatric disorder of case. or borderline 
severity whose symptoms had begun in the year 
before interview and who still had symptoms 
when they filled in the GHQ. However, it 
misclassified more respondents than in the three 
previous validity studies. The GHQ mis- 
classified more than a quarter of normal women 
and half of the women with chronic disorders, 
particularly those with chronic anxiety. Some 
of these women had mild social anxiety that 
reached only borderline severity and interfered 
little with the woman’s life, but the GHQ also 
failed to identify a woman who had been almost 
completely housebound for seven years because 
of phobic anxiety symptoms. 
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Several points should be made about the 
method of the study that might have affected the 
results. Firstly, the populations studied were 
likely to contain a high proportion of women 
with physical illness, a known source of mis- 
classification for the GHQ. It could be argued 
that the selection of the samples ensured an 
artificially high proportion of false positives. 
Against this, the GHQ ise claimed to be a 
screening test particularly appropriate for use 
among general practice patients who might be 
expected to have a high prevalence of physical 
illness. It should be recalled that the 30-item 
version was devised by leaving out those 
questions from the full version that were more 
frequently responded to by patients with 
physical illnesses. 

Secondly, the external criterion of validity was 
based on answers to questions in the Present 
State Examination. It could be that the PSE 
was not an appropriate tool to use in detecting 
the nuances of minor psychiatric morbidity. If 
this was so, the PSE might not be expected to 
discriminate between respondents at the normal 
end of the spectrum of morbidity. Yet, within 
the group of women regarded as normal, a PSE 
symptom count discriminated reasonably well 
between those with high and low GHQ scores, 

Thirdly, the validity of the case rating could 
be called into question. There is no widespread 
agreement as to what constitutes a case of 
anxiety, for example. The criteria that we used 
appeared at face value to be stringent and it 
could be that we classified as normal women 
whose symptoms would have been sufficient to 
be included as a case in the previous studies. 
The distinction between normality and border- 
line psychiatric morbidity involves imposing a 
dichotomy upon a continuum of severity. By 
lowering our threshold of normality we might 
well have reduced the proportion of false 
positive normals, but only at the expense of 
increasing the proportion of false negatives with 
little net gain as far as the overall misclassifi- 
cation rate was concerned. 

The characteristics of the misclassified re- 
spondents were pertinent. It appeared that the 
women were‘using the GHQ to register distress 
that had diverse origins:— psychiatric illness, 
physical symptoms, recent adversity and lone- 
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liness. In one of the samples it seemed that 
women from a working class background 
responded positively to the GHQ in the absence 
of either symptoms or other sources of distress. 
Three of the results could be borne in mind by 
those researchers interested in screening popu- 
lations for potential cases of non-psychotic 
psychiatric illness. First, about half of those 
identified as potential cases had psychiatric 
symptoms too mild to be rated as a case by our 
criteria. Researchers interested only in detecting 
cases similar in‘severity to ours could more 
profitably use a higher cut-off point. For 
example, if we had used a score of nine or more, 
the GHQ would have correctly identified 92 per 
cent of onset cases and 81 per cent of all cases. 
Second, the GHQ was only efficient at detecting 
disorder of recent onset. Yet half of the psych- 
iatric cases encountered in the community have 
been present for a year or more (Brown and 
Harris, 1978) and only half of these chronic 
disorders would be identified by the GHQ. 
Third, the GHQ was better at identifying 
women with depressive disorders than women 
with other disorders, particularly anxiety. 

With these provisos, the results supported the 
use of the 30-item GHQ as Goldberg originally 
intended: as a preliminary to, but not as a 
substitute for a clinical interview. 
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An Extension of the Random Error Coefficient of Agreement 
to NxN Tables 


By CYNTHIA L. JANES ° 


SUMMARY Maxwell has proposed the Random Error Coefficient of 
Agreement (RE), as a measure of agreement for the binary case based 
upon the assumption of random distribution of questionable cases. 
The present paper presents a more general formula for RE’s com- 
putation and shows how the new form is applicable to cases with more 


than two response categories. 


When two raters each make a dichotomous, or 
two category (C) judgment about the same N 
cases, it is possible to evaluate their level of 
agreement. Fhe structure of an agreement is 
shown in Table I. The situation depicted here is 
one in which raters A and B each evaluate the 
same cases on presence or absence of a given 
characteristic. It can be seen that cell a contains 
the proportion of cases both A and B judged as 


Tase I 


Structure of the agreement table for binary data 
Rater A 


po as 

HEE 

-Lela 
at+tb+c+d=1 
positive, cell 6 contains the proportion of cases 
judged by A as negative and by B as positive, 
cell c contains the proportion of cases judged by 
A as positive and by B as negative, and cell d 
contains the proportion of cases judged negative 
by both raters. 

Maxwell (1977) has proposed a method for 
evaluating level of agreement. between two 
raters in the binary case. Maxwell has termed 
this the random error (RE) coefficient of 
agreement. The main advantages of this 
measure of agreement are that (a) RE takes into 


Rater B 
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account that some agreement and some dis- 
agreement occur by chance; (b) RE assumes 
that questionable cases (cases about which one 
or both raters are in doubt) are equally likely 
to fall into any of the four cells rather than being 
based on the marginals, as with Cohen’s kappa 
statistic (1960); and (c) RE provides a means 
by which questionable cases are removed prior 
to evaluating level of agreement. RE is the 
proportion of nonquestionable cases and is 
therefore a chance-corrected agreement measure. 


The purpose of this communication is to 
propose an extension of RE to situations beyond 
the binary case (i.e., © >2). A brief description 
of the binary model will facilitate understanding 
of the proposed generalized model. For the 
binary situation there will be a certain pro- 
portion of cases (designated as P,) that both 
raters are sure about and agree have the 
characteristic; there will also be a proportion 
both raters are sure about and agree do not 
have the characteristic (designated as P,); 
finally, there will be a proportion of cases one or 
both raters are not sure about (designated as Q 
cases}. The most operationally conservative 
assumption about dispositions of doubtful cases 
is that they are resolved in a random way 
(Maxwell, 1977). Thus, each of the four cells 
in the agreement table will contain equal shares 
of these cases, or Q/4. The types of cases found 
in each cell are depicted in Table II. Note that 
cells 6 and ¢ are shown as containing only Q 
cases, Technically, this is incorrect, because it is 
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Taste II 
Model of cases in the binary agreement table 


Rater A 


Rater B 





likely that there are cases both raters feel sure 
about but don’t agree on, and this would be real 
disagreement; however, since it is mathematic- 
ally impossible to separate the real disagreement 
cases from Q cases, we must treat these cells as 
containing only Q cases. 

Maxwell shows how P, and P, can be ex- 
pressed in terms of a, b, c, and d: 


Since P,+Py)+Q=1, 
then Q=1—P,—Py; 
hence, P, + (1—P,—.P9)/4 = a 


and P, + (1 — P, — Po) /4 = d. 

Solving for P, and P:P, = (3a = d — 1)/2 and 

OAR (1) 

We propose that (1) can be simplified and 

that the resulting new equation can be extended 

to situations where © >2. The process is as 
follows. Since 














d = | —a —b — c, (2) 
(2) can be substituted into (1), so that 
Pixs 3a + (1—a—b—c)—1 
2 
Therefore, P, =a— $ F $ (3a) 
T TEE E L A ro es 
and Paes a (3b) 


The quantity lg is the average value of 





+ 
2 
disagreement cells, and can be designated as 
average disagreement. It is proposed that average 
disagreement can be found when C >2, by 
summing the values in the disagreement cells 
and dividing by the number of disagreement 
cells (CŒ? — C): 


Average disagreement = 


Sum of proportionsin disagreement cells 
ag i) 


When subtracted from proportion of agree- 
in a given cell, average disagreement serves as a 
correction for chance agreement or disagree- 
ment. For example, chance-corrected agreement 


for cell a (Table I) is calculated as follows: 
P, = a— average disagreement. 


(5) 


RE is the sum of the P values across agreement 


cells: 
RE = P, + Py... + Pe. (6) 
An example will illustrate the computation of 
RE. The data set presented is that shown by 
Cohen (1960) in comparing kappa with other 
agreement measures. 


Judge A 
l 2 3 
l .44 07 .09 
Judge B 2 .05 20 .05 
3 .O1 03 06 


Proportion of agreement is the sum of the 
diagnosis, or .70. 

For RE, the procedure shown in (4) is used to 
calculate average disagreement. 

Average disagreement = 


.05 + .01 + .07 + .03 + .09+ .05 


6 
30 
a .05 
Following (5), 
P, = .44— .05 = .39, 
P, = .20 — .05 = .15, 
and P, = .06-— .05 = .01. 


The value of RE is then calculated: 
RE = .39 + .15 + .01 = .55. 


This gives a straightforward conservative 
measure of the proportion of agreement 
remaining after removal of the proportion of 
questionable cases agreed upon by chance. 
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A Comparison of Three Behaviour Therapies in the 
Treatment of Social Phobia 


By PHYLLIS SHAW 


SUMMARY This study examined the effects of desensitization, 
flooding and social skills training on social fears. The patients were 30 
social phobics. All three treatments were associated with useful 
therapeutic gains during the period of treatment that were maintained 
over a six-month follow-up period. No differences were found between 


treatments. 


As is apparent from the comprehensive 
review by Marks (1975), there are now many 
studies of behaviour therapy with student 
volunteers, agoraphobics and mixed psychiatric 
out-patients. However, few clinical studies have 
examined the use of behaviour therapy in the 
treatment of social phobias. In a previous study 
(Gelder et al, 1973), it was noticed that de- 
densitization appeared to lead to particularly 
poor response in the small sample of social 
phobics included in the total sample in that 
trial, This contrasted so markedly with the 
findings from studies of volunteers with what 
might be seen as aspects of social phobia, such 
as a fear of public speaking (Paul, 1966), that it 
required further study. This paper reports on a 
comparison of desensitization, flooding and 
social skills training in the treatment of psych- 
iatric out-patients with social phobias. 

There is now a very considerable research 
literature on desensitization and flooding; both 
are effective treatments for phobic conditions, 
although in student volunteers desensitization 
appears to be more reliably effective (Morgen- 
stern, 1973). In agoraphobia, the two treatments 
are probably equally effective (Gelder et al, 
1973), although Marks et al (1971) report 
flooding to be more effective than desensitiz- 
ation. Social skills training, as its name implies, 
regards successful social interaction as the 
results of a skilled performance and seeks to 
develop such a performance in the socially 
unskilled by such methods as modelling and 
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role playing. This method has been studied in 
the socially inadequate, in whom it is approxi- 
mately as effective as traditional psychotherapy 
(Argyle et al, 1974), and marginally more 
effective than desensitization (Trower et al, 
1978). 

This latter paper also reports on some aspects 
of a comparison of desensitization and social 
skills training in patients with social phobias. 
This is a partial report of the larger study 
reported in this paper. 


Method 
Experimental design 


Thirty social phobics were allocated at 
random to one of the three treatments— 
desensitization, flooding or social skills training. 
Desensitization and flooding were carried out 
by seven therapists, each therapist treating 
equal numbers of flooding and desensitization 
cases. The social skills training was carried out 
by a separate team of therapists particularly 
experienced in such training. Blind assessments 
were carried out prior to treatment, at the end 
of treatment and after a six-month period. 


The patients’ sample 


Phobic patients were referred by local 
General Practitioners and Psychiatrists who had 
been informed of the existence and work of the 
research team and had been invited to refer 
patients suffering from social phobia. The 
definition of social phobia used was ‘Social 
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Phobia is an excessive anxiety and tendency to 
avoid certain inter-personal situations such as 
meals, meetings, informal interviews, making 
complaints or being watched doing something’. 
Those selected for this trial were taken from a 
large sample that took part in a data collection 
survey and were consecutive referrals conform- 
ing to given selection criteria. In addition to 
being prepared to take part in a clinical trial, 
subjects had to be able and willing to continue 
for ten weekly treatment interviews and, as 
far as possible, be accessible for a six-month 
follow-up period. The phobia was required to 
have been present for at least a year and to 
involve other areas than public speaking. 
Avoidance was not made a condition of accept- 
ance but all subjects were required to have 
ratings of greater than or equal to, three on a 
five-point severity scale, social phobia being the 
predominant complaint. Two patients were 
excluded on account of the possible stress 
from the flooding procedure and three subjects 
dropped out early in treatment, largely through 
poor motivation and personality problems. 
There were 30 subjects of whom 19 were males. 
The mean age was 32 and the range 19 to 51. 


The therapists 


The seven therapists providing the flooding 
and desensitization treatments consisted of four 
psychiatrists, two psychologists and one senior 
clinical student. Their experience of behaviour 
therapy varied considerably. Social skills train- 
ing was carried out by two therapists, both of 
whom had considerable experience in this form 
of treatment. 


Treatment 


All patients were seen by the therapist or 
therapists for one or two history taking sessions 
and then ten weekly treatment sessions. Flooding 
and desensitization were carried out in a similar 
way to that described in an earlier trial (Gelder 
et al, 1973). Each session consisted of 15 minutes 
spent setting goals and taking ratings, followed 
by 45 minutes of the specific treatment. Treat- 
ment was carried out entirely in imagination 
and was geared around the hierarchy developed 
by the assessor (see below). Naturally, in 
desensitization this hierarchy was ascended, 
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whereas in flooding most therapeutic effort was 
concentrated on items at the top of the hier- 
archy. Social skills training followed the 
methods described in other publications (Trower 
et al, 1978). It was not so closely geared to the 
hierarchy, instead early sessions were devoted to 
listening and expressive skills, followed later by 
role-playing situations relevant for each patient, 
such as meals, drinking coffee with a group or 
having an interview. In addition to specific 
treatments therapists set goals for practise 
between sessions and carried out various ratings 
(see below). Follow-up interviews took place at 
one, three and six months; these were restricted 
to advice-giving and encouragement. Specific 
treatment methods were not used. 


Outcome measures 


Multiple outcome measures were taken. Since 
all measures produced essentially the same 
result, only the ratings by the assessor will be 
described in full. Selected data from the 
therapist and patient will be presented. All 
screening and pre, post and six-month follow-up 
assessments were carried out by one rater blind 
to the treatment allocation. Patients were rated 
on social phobia, social inadequacy, generalized 
anxiety, agoraphobia and depression. If social 
inadequacy was rated higher than the social 
phobia the patients were allocated to a con- 
current trial of treatments for social inadequacy. 
Symptoms were rated on the same five-point 
scales that were used in previous trials (Gelder 
et al, 1973) and in addition the assessor was 
required to construct a fifteen item hierarchy of 
phobic items. The patients completed the fear 
survey schedule and a self rating of phobic 
severity and rated the anxiety likely to be 
provoked by each item on the hierarchy. 

As a behavioural test patients were asked to 
attempt the highest possible item on the hier- 
archy and to rate it on a 0-10 scale of anxiety 
before treatment started. They were also asked 
to repeat it after treatment and at six-month 
follow-up. A few patients refused to do this or 
found it impossible to repeat the same item; 
a compromise was then sought by asking the 
subject to do and rate the nearest appropriate 
item. Therapists also completed the same 
ratings as the assessor, but only the rating on 
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social phobia will be reported to avoid dupli- 
cation of results. 


Analysis 

Each measure derived from the assessment 
procedure was submitted to analysis variance 
for repeated measures with pre, post and follow- 
up data included in the analysis. This allows 
tests to be made of the effects of the treatment, 
the change-over time and the interaction of 
these variables. A correlational analysis of 
selected pre-treatment variables with a limited 
sub-set of outcome measures was carried out to 
examine possible predictive factors. 


Results 


Analysis of variance showed that on most of 
the important treatment outcome measures 
there was a highly significant effect of occasions 
of testing. Patients in all groups improved 
over the treatment and remained constant over 


the follow-up period. These improvements did 
not differ between the treatments. Table I 
shows the means and F-ratios, 

To examine predictive factors the following 
pre-treatment measures were correlated with 
outcome, assessor’s rating of severity of social 
phobia, agoraphobia, social inadequacy and 
general anxiety. The outcome variables con- 
sidered were changes on social phobia as 
assessed by the assessor, fear survey schedule 
(social phobia), total phobic anxiety, ratings on 
the behavioural test and the self rating of social 
phobia. No correlation achieved significance 
although there was a tendency for social 
inadequacy to relate unfavourably to outcome 
on all measures. 


Discussion 
Ten sessions of either desensitization, 
flooding or social skills training were equally 
effective in reducing the fears of the socially 
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Desensitization F-ratio 
- a F-ratio Occ. x 
6/12 6/12 6/12 Occasions Treatment 
Pre Post F.U. Pre Post F.U. Pre Post F.U. df 2,54 df 4,54 
Soc. 3.8 2.6 2.5 3.8 2.4 2.2 3.9 2.6 2.3 67 .9* <l 
Ag. 1.2 1.0 1.0 1.2 1.1 1.1 1.4 1.2 1.1 3.1 2.5 
Inad. 1.5 1.5 1.4 1.7 1.4 1.3 1.4 1.2 1.1 7.1* 2.0 
Anx, 2.3 1.8 1.6 2.2 1.8 1.6 2.4 1.9 1.7 24.0* 2.0 
Dep. 1.4 1.3 1.3 1.4 1.5 1.4 1.2 1.2 Il <l <] 
Patient’s ratings 
Self-rating of phobia 
3.9 2.8 2.5 3.8 2.2 2.5 3.9 2.6 2.2 39 .4* <i 
Self-rated behavioural test 
7.2 2.5 1.6 6.3 2.5 2.6 7.2 2.8 1.8 76 .5* <l 
Total phobic anxiety 
89.5 44.5 45.8 88.0 46.4 38.8 94.1 52.7 44.1 37.9* <l 
F. S.S.—social phobia 
48.9 34.1 35.9 51.4 45.9 41.6 55.6 37.2 32.9 16.4* 1.4 
Therapist rating 
Soc. 4.0 2.8 2.6 3.9 2.6 2.4 4.0 2.3 2.0 61.1* <1 
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phobic individuals included in this study. The 
patients were frequently seriously incapacitated, 
both in their employment and in their social 
life, and the gains achieved were of con- 
siderable benefit. Many of the patients coped 
better with jobs that had previously stressed 
them, and many were able to extend their 
social activities. The design used does not 
enable conclusions to be drawn about the 
effective component or exclude the possibility 
that it is a non-specific factor such as therapist 
contact. However, an earlier controlled trial of 
systematic desensitization and flooding showed 
that the non-specific factors produced only 
minor changes in phobic patients (Gelder et al, 
1973). It is possible that this is also true in this 
study. If that is so then the probable mech- 
anisms of change are the specific factors that all 
three treatments share, such as, exposure to 
social situations and goal setting. 

Since the treatments were equally effective, a 
decision between them has to be made on the 
grounds of cost or patient acceptability. 
Flooding is clearly low on patient acceptability 
and social skills training very costly, so de- 
sensitization seems the treatment of choice. 
Even this treatment is costly, since it required, 
in this study, ten sessions of skilled therapists’ 
time. It is likely that the development of patient 
manuals, such as have been used so effectively in 


the treatment of agoraphobia (Mathews et al, 
1977), could reduce this cost further. 
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Dependency upon Salbutamol Inhalers 


By J. GUY EDWARDS and S. T. HOLGATE 


SUMMARY A case of dependency on salbutamol inhalers has been 
described. This has been discussed in relation to abuse of other drugs 
by alveolar absorption and other effects of salbutamol. It is not known 
whether the dependency is due to the salbutamol itself or to the 
fluorinated hydrocarbons used as propellants. 


Drug abuse involving alveolar absorption 
dates back to the smoking of opium and 
cannabis. Since then there have been descrip- 
tions of the abuse by this route of anaesthetic 
agents, such as nitrous oxide and ether, gasoline, 
household and model cements (for use with 
polystyrene plastics) and glues, lighter fluids, 
paint and lacquer thinners, cleaning solutions 
and finger nail polish removers (Press and 
Done, 1967). More recently propellent gases in 
aerosol containers have been misused. These 
include spray deodorants, furniture polish, spot 
removers, non-stick frying pan sprays and 
pressurized refrigerants, for example cocktail 
glass chillers. They contain drugs that have 
actions on the CNS, such as toluene, tri- 
chlorethylene, acetone, petroleum naphtha and 
a range of other aliphatic, aromatic and 
halogenated hydrocarbons, ketones, esters, alco- 
hols and glycols (Hofman and Hofman, 1975). 
Most reported cases of abuse by inhalation are 
in boys between the age of 10 and 15; thereafter 
this type of behaviour decreases. 

Despite this pattern of drug abuse, addiction 
to inhalants is not a significant hazard of 
treatment, although the risk must clearly exist 
with a vulnerable subject and the chance 
introduction to an inhalant with psychoactive 
properties. Gluckman (1974) reported a case of 
toxic psychosis in a woman who used excessive 
amounts of salbutamol (Ventolin) orally and by 
inhalation. She found that the drug relieved her 
distress brought about by bereavement and her 
fear of cerebrovascular disease and made her 
feel bright and alert. She experienced attacks 
which she believed to be asthmatic but these 
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were episodes of hyperventilation caused by 
anxiety. 

Other doctors have suspected that their 
patients might have been abusing their sal- 
butamol inhalers. For example one general 
practitioner thought that two of his patients, a 
boy aged 14 years, and a girl of 18, ‘had been 
using [salbutamol inhalers] in excess not 
necessarily for bronchospasm but as a “boost” 
in or before a situation of stress. Both showed 
signs of addiction and withdrawal symptoms’ 
(Committee on Safety of Medicines, 1978). 
However, we can find no other documented 
evidence of dependency. The following case is 
presented as it demonstrates that abuse of, and 
dependency on, salbutamol inhalers can occur, 


Case Report 


The patient, a 24-year-old caretaker, was an anxiety- 
prone man with a low tolerance for stress. In the past he 
had drunk alcohol in excess and behaved in an impulsive 
way with suicidal gestures when faced with problems in 
his turbulent relationship with his common-law wife. He 
developed asthma at the age of three years. This had 
previously been treated with aminophylline, beclo- 
methasone dipropionate and sodium cromoglycate. 
Even though he responded to these drugs he did not take 
them regularly as prescribed. For the last five years he had 
received salbutamol inhalers. Although advised to take 
8-10 100 ug inhalations a day, he was using up to three 
inhalers a week (approximately 60-90 inhalations a day), 
which was in contrast to his previous irregular utilization of 
prescribed drugs. He became dependent upon the 
inhalers and tolerant of their effects and behaved in a way 
more reminiscent of a drug abuser than that of a man 
distressed by asthma. He frequently presented himself to 
his general practitioner saying that he had lost his pre- 
scription and requesting a repeat, while showing only 
minimal signs of bronchospasm. He had also come into 
conflict with the law for using false names at doctors’ 
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surgeries and forging prescriptions. He denied receiving 
any pleasurable effects from the inhalers but claimed that, 
without them he became short of breath. He denied 
abusing other drugs although he had, in the past, forged 
prescriptions for phenobarbitone which he took for 
epilepsy, 


Investigations 


The patient was admitted to hospital and the 
response of his airways to bronchodilator drugs 
was tested after discontinuing medication for 
twelve hours. The FEV, and FVC were then 
measured before and after challenge doses of 
salbutamol by inhalation and infusion and 
isoprenaline by inhalation. Each challenge was 
carried out on separate days. The results are 
outlined in the Table together with the response 
to salbutamol by inhalation six weeks after 
treatment with all beta-agonists. had been 
discontinued. The response to all the adrenergic 
drugs was poor but respiratory function 
improved after treatment was discontinued. 
While the resistance to bronchodilators may 
indicate fixed airways obstruction, in the 
presence of mild asthma an alternative explan- 
ation might be beta-adrenergic resistance caused 
by aerosol abuse (Keighley, 1966; Van Metre, 
1969). The patients improved response six 
weeks after discontinuation of beta-agonists 
supports this. 
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Discussion 

Salbutamol, a butyl derivative of isoprenaline, 
is a synthetic non-catechol beta-adrenergic 
agonist, which has proved valuable in the 
treatment of asthma because of its beta-2 
specificity for relaxing bronchial smooth muscle 
(Hartley et al, 1968). Its known unwanted 
effects include palpitations, tachycardia and 
changes in blood pressure dfe to beta-1 stimu- 
lation, and tremor, tension and restlessness due 
to beta-2 stimulation. The effects are dose- 
related. They are minimized by using metered- 
dose aerosols (Larsson and Svedmyr, 1977), 
although even with these headache, sleep 
disturbance, loss of appetite and nausea may 
occur (Nakayama, 1971). 

The case described suggests that salbutamol 
has, in addition to these actions, effects on 
higher cerebral functions capable of causing 
dependency. The evidence for this lies in the 
patient’s abuse of salbutamol inhalers in the 
absence of severe bronchospasm, his devious 
attempts to obtain excessive supplies and the 
tolerance acquired. 

Like other pressurized aerosols used in the 
treatment of asthma, salbutamol inhalers con- 
tain a mixture of fluorinated analogues of 
methane and ethane as propellants. These are 
absorbed into the blood stream after inhalation 


TABLE 
Spirometry data before and after treatment 





Before treatment* After treatment 








Treatment FEV, (1) FVC (1) FEV, (1) FVC (1) 
% response 
Salbutamol 200 ug by inhalation 1.93 4.20 2.14 4.50 
(+10.9%) 
Salbutamol 10 ug/min over 3 hrs by infusion 1.80 4.20 2.00 4.80 
(+11.2%) 
Isoprenaline 160 ug by inhalation 1.30 4.20 1.40 4.50 
(+7.7%) 
Salbutamol 200 ug by inhalation 6 weeks after 2.07 4.82 2.57 5.36 
beta-agonists stopped (+24.2%) 





* Predicted volumes for height and weight: FEV, 4.001, FVC 4.701. 
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(Dollery et al, 1970). As they have central 
stimulant properties it is possible that they were 
responsible for the dependency. However, the 
alternative possibility that the salbutamol itself 
was responsible should be kept in mind, 
especially as a recent open study suggests that 
it has antidepressant properties (Widlocher et al, 
1977). If this is confirmed by controlled studies 
and salbutamol be@omes more widely used as an 
antidepressant it will be necessary to remain 
vigilant to the possibility of dependency. 


Acknowledgement 


We are most appreciative of Mrs J. C. Farmer for her 
secretarial assistance. 


References 


COMMITTEE on Sarety or Mepicines (1978) Personal 
correspondence. 

Dorrery, C. T., Drarran, G., H., Davies, D. S., WILLIAMS, 
F. M. & ConxorLy, M. E. (1970) Blood concen- 
trations in man of fluorinated hydrocarbons after 
inhalation of pressurized aerosols, Lancet, ii, 1164-6. 

GrucKman, L. (1974) Ventolin psychosis. New Zealand 
Medical Journal, 80, 411. 


DEPENDENCY UPON SALBUTAMOL INHALERS 


Harttey, D., Jack, D., Lunts, L. H. C, & Riven, A. C. 
(1968) New class of selective stimulants of B-adren- 
ergic receptors. Nature, 219, 861-2. 

Horman, F. G. & Horman, E. D. (1975) A Handbook on 
Drug and Alcohol Abuse. The Biomedial Aspects. New 
York: Oxford University Press Inc. 

Keicutey, J. F. (1966) Iatrogenic asthma associated with 
adrenergic aerosols. Annals of Internal Medicine, 65, 
985-95. 

Larsson, S. & Svepmyr, N. (1977) Bronchodilating effect 
and side effects of beta-adrenoceptor stimulants by 
different modes of administration (tablets, metered 
aerosol, and combinations thereof). A study with 
salbutamol in asthmatics. American Review of Respira- 
tory Disease, 116, 861-9. 

Nakayama, Y. (1971) Clinical trial of salbutamol on 
bronchial asthma in children. Postgraduate Medical 
Journal, 47 (Suppl.), 118-9. 

Press, E. & Done, A. K. (1967) Solvent sniffing. Physio- 
logic effects and community control measures for 
intoxication from the intentional inhalation of 
organic solvents. Pediatrics, 39, 451-61. 

Van Metre, T. E. (1969) Adverse effects of inhalation of 
excessive amounts of nebulized isoproterenol in status 
asthmaticus. Journal of Allergy, 13, 101-13. 

WIDLOCHER, D., Lecruster, Y., Jouvent, R., Purcu, A. 
J. & Simon, P, (1977) Antidepressant effect of 
salbutamol. Lancet, ii, 767. 


J. Guy Edwards, M.B., F.R.C.Psych., Consultant Psychiatrist and Clinical Teacher in Psychiatry ( Southampton 
University Medical School), Royal South Hants Hospital, Graham Road, Southampton SO9 4PE, 


S. T. Holgate, M.D, Mrc.p, Research Fellow, Harvard Medical School, Robert B. Brigham Hospital, 


Boston, Massachusetts, 02115, U.S.A, 


( formerly Lecturer in Medicine (Southampton University Medical School), Southampton General Hospital) 


(Received 18 September 1978) 


Brit. J. Psychiat, (1979), 134, 627-29 


Chlormethiazole Abuse 


By ELIZABETH GREGG and IFTIKHAR AKHTER 


SUMMARY This report describes 17 cases of chlormethiazole abuse or 
dependence. These include one case with symptoms and signs of with- 
drawal and two other similar cases where undoubted dependence was 
combined with excessive alcohol intake. Seven other patients with 
alcoholism who indulged in drug-seeking behaviour involving chlor- 
methiazole are also reported, together with a further seven abusers of 
various other drugs who were also discovered to be taking chlor- 


methiazole. 


Chlormethiazole (Heminevrin) is an effec- 
tive tranquillizer, and has mild anticonvulsant 
properties. Its use has been advocated to 
suppress symptoms of alcohol withdrawal and it 
is now widely used for this purpose (Glatt, 
1966; McGrath, 1975). Although the possibility 
of dependence has been anticipated for at least 
ten years (McGrath, 1975; Lundquist, 1966), a 
search of the literature to date has revealed only 
a few anecdotal accounts and warning letters 
(Asander, 1962; Olsen, 1968; Sattes, 1969; 
Foster, 1976; McLean, 1975; Wilson, 1976). 
There are, however, two published reports of 
patients who have shown both physical with- 
drawal symptoms and an organic psychosis. on 
withdrawal of large doses (5-15 g) daily 
(Kryspin-Exner and Mader, 1971; Reilly, 
1976). 

Although it might be thought that chlor- 
methiazole abuse is rare, in the past one year 
17 cases (12 males, 5 females) have been seen by 
us, one on a psychiatric ward in a general 
hospital and the remainder in an addiction unit. 
Three patients who presented primarily as 
cases of chlormethiazole dependence are sepa- 
rately described. Details of the remaining 14 are 
summarized in Tables I and II. 


Case Reports 


1. R.S., a male aged 36, was known to have had at 
least a 10-year history of alcoholism. Over the last 5 years 
he took up to 20 tablets (10 g) of chlormethiazole daily, 
obtaining prescriptions from his own general practitioner 
and also from others by registering as a temporary 
patient, sometimes under a false name. His dependence on 


chlormethiazole did not significantly reduce his alcohol 
intake so that he continued to need regular admissions for 
withdrawal from both, It proved impossible to stabilize 
him sufficiently to warrant a maintenance prescription. 


2. F.H., a male aged 41, was known to have had a 
psychiatric history of phobic anxiety extending over at 
least 15 years, this being associated both with alcoholism 
and pathological jealousy. Following alcohol withdrawal 
he remained abstinent but he increased his intake of 


-~ chlormethiazole to 18-20 tablets (9-10 g) daily which he 


obtained from his general practitioner. On admission for 
drug withdrawal he showed extreme motor restlessness, 
insomnia, sweating and agitation in spite of large doses of 
chlorpromazine. Once these symptoms settled he reverted 
to abusing alcohol. As this caused more difficulties for his 
family than his chlormethiazole dependence he was given 
a maintenance prescription of 12 tablets (6 g) daily, this 
later being reduced to 8 {4 g). 


3. G.M., a male aged 58; years was a depression-prone 
individual who had had an intermittent problem with 
alcohol since the age of 18. He also had a past history of 
diazepam and methaqualone abuse and had had several 
hospital admissions for withdrawal both from alcohol and 
drugs. By 1975 he was taking 10 tablets (5 g) of chlor- 
methiazole daily, although before his last admission to 
hospital in 1977 and had been using up to 20 tablets 
(10 g) daily, which he obtained both on prescription from 
his general practitioner and from other sources. According 
to both the patient and his wife, his alcohol intake at that 
time was no more.than 4 pints of beer daily. Nevertheless 
on withdrawal he went through a confusional state with 
marked tremor and visual and auditory hallucinations. 
Currently he is stabilized on a maintenance prescription 
of 6 tablets of chlormethiazole (3 g) daily. 


Details of 7 other alcoholic patients (Cases 
4-10) who demanded chlormethiazole or en- 
deavoured by other means to obtain extra 
supplies are given in Table I. 
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CHLORMETHIAZOLE ABUSE 


Tase I 
Alcoholics showing psychological dependence on chlormethiazole 







































































History of Continued 
Case Sex Age drugabuse heavy drinking Drug seeking behaviour 
4 M 34 + + Manipulating extra supplies. 
5 M 33 — + Obtained prescription from outside GP while on the 
è ward. Demanded with threats. 
6 M 34 — Intermittent Manipulated for extra supplies. 
7 M 36 — + Extra supplies from GP. 
8 M 44 + — Obtained outside prescription while an in-patient. 
9 F 45 — — Manipulating for extra supplies. Known to be selling 
at one time. 
10 F 40 + + Brought her own supplies to the ward when not 
supplied chlormethiazole. 
Taste H 
Chlormethiazole abuse in known drug abusers 
Excess Chlormethiazole 
Case Sex Age Alcohol intake Other drugs {illicitly obtained) 
il F 38 + Multiple Occasional 
12 M 36 + Multiple Occasional 
13 F 20 + Multiple Occasional 
14 F 21 — Amphetamines Occasional 
15 M 26 — Narcotics Consistent 
16 M 24 — Phenazocine Consistent 
17 M 24 — Drinamyl Consistent 
In an additional seven cases chlor- had a combined drug and alcohol problem 


methiazole was detected by urine screening 
alone. The policy of the addiction unit is to 
collect urine samples from in-patient drug 
abusers each morning; these are sent for 
analysis at intervals depending on the patient 
and the suspicions of the staff. Out-patients are 
also asked for a sample on each visit. However 
because of the sampling procedure it is quite 
likely that these. cases represent only a pro- 
portion of the total number of chlormethiazole 
abusers, Three of the patients (Cases 11-13) 


while the other four (Cases 14-17) were thought 
to have no history of alcoholism but had 
abused a variety of other drugs (see Table IT). 


Discussion 
As it now appears that chlormethiazole has a 
definite potential for abuse its widespread use 
in the treatment of alcoholics—by definition a 
group of addiction-prone individuals—should 
perhaps be questioned. 
Although the manufacturers, in their data 
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sheet, recommend a short period on a rapidly 
reducing dose for alcohol withdrawal symp- 
toms, it is probably widely used for longer 
periods and even as maintenance treatment for 
alcoholics. The dangers of this practice are 
emphasized by a recent report of fatal chlor- 
methiazole poisoning in chronic alcoholics 
(Horder, 1978). While the efficacy of chlor- 
methiazole in treating the acute withdrawal 
syndrome is undoubted, its use should probably 


be reserved for alcoholics only on their first * 


admission to hospital: and it should be pre- 
scribed for short periods of time. Certainly, in 
those who are in repeated need of ‘drying out’ 
or have a history of drug abuse, the risk of 
dependence appears to be so much higher that 
it is questionable whether the benefits of the 
drug outweigh its risks. : 
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Gilles de la Tourette’s Syndrome: Report of 
Five Cases in the Chinese 


e By F. LIEH-MAK, S. L. LUK and L. LEUNG 


SUMMARY Five cases of Gilles de la Tourette’s syndrome occurring 
in the Chinese are described. The onset, course, symptomatology and 
family psychopathology are similar to those reported in Caucasians. 
On the parameters of APGAR score, psychological testing, EEG and 
psychiatric examination all had at least one abnormality. The response 
to haloperidol was uniformly good. Follow-up results showed that all 
were able to lead a fairly normal life after treatment. Though the 
cases are few in number, the findings seem to support the hypothesis 
that the syndrome has an organic substratum subject to psychological 


influences. 


Introduction 


Since Gilles de la Tourette first described the 
syndrome in 1885 there has been a total of about 
500 cases reported in the English literature. Of 
these 500 only 10 were in Asians. Singer (1963) 
reported the first case in a Chinese boy. Prab- 
hakaran (1970) reported a case in an Indian 
boy, and Singer (1970) described two further 
cases among the Chinese. Teoh (1974) published 
six cases; one of his patients was Malay and five 
were Chinese. The reasons for the scarcity of 
reports from Asia may be not only the rarity of 
the syndrome but also lack of awareness of the 
condition and the lesser pressure to publish. 

Although the reports gave adequate clinical 
descriptions, only Prabhakaran (1970) presented 
a detailed psychological and neurological 
examination of his patient. As regards follow-up 
studies, Singer (1970) alone cited one patient 
whom he saw again after a lapse of nine years 
from initial treatment. We here present five 
Chinese patients, diagnosed as having Gilles de 
la Tourette's syndrome on the following 
criteria: 

(1) childhood onset (below the age of 16); 

(2) multiple motor tics; 

(3) unprovoked loud utterances progressing to 
compulsive uttering of obscenities (copro- 
lalia). 
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All five patients and their families were assessed 
independently by both doctors. Since all five 
were born in maternity hospitals, we were able 
to obtain their birth records. The WISC or 
WAIS and the Make a Picture Story (MAPS) 
projective test were administered by a clinical 
psychologist. The MAPS test was used rather 
than the Rorschach because the latter has not 
been properly standardized among the Chinese. 
The EEG was done by a technician and 
independently interpreted by two other tech- 
nicians; they obtained an inter-rater reliability 
of 0.85. The patients were followed-up for 2-4 
years. 


Case Reports 
Case 1 


C.Y.L., a 25-year-old woman, was first 
admitted to the University Psychiatric Unit in 
1975 following a suicidal attempt by overdose 
when her boy friend refused to marry her 
because of her tics. Mother’s pregnancy, 
delivery and developmental milestones were 
normal. Her father was an irresponsible person 
who left home when she was 2 years old. He 
started another family in the Philippines, but 
when domestic pressures became too heavy he 
returned to Hong Kong 20 years later. Her 
mother was a fierce and dominating woman who 
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whenever she could not cope with disciplinary 
problems would threaten to commit suicide or 
abandon the patient. There was no family 
history of tics or mental illness. 

At the age of 10, soon after a particularly 
bitter row during which her mother threatened 
to jump out of the window, she started to show 
frequent blinking of the eyes, pouting and 
grimacing. The tics were aggravated by 
tension, At 15 her facial tics were accompanied 
by head-jerking and flinging of the arms, A year 
later she developed expiratory grunts accom- 
panied by occasional mental swearing. During 
the next 10 years her symptoms waxed and 
waned in frequency. Over the years she re- 
ceived various treatment: acupuncture, relaxa- 
tion exercises, psychotherapy, diazepam, ami- 
triptyline, chlorpromazine and anticonvulsants, 
but none offered any relief. 

In spite of her tics she finished secondary 
education and was trained as an accountant. 
Though her tics were a constant source of 
embarrassment, this did not deter her from 
holding the same job for three years. Her 
colleagues found her a rather isolated and 
eccentric person. 

At examination, she showed violent flinging 
movements of her head, eye blinking, grimac- 
ing, jerking of both arms accompanied by 
occasional explosive utterances which at times 
would sound like an obscenity. Psychiatric 
examination showed evidence of reactive de- 
pression only. 

No abnormality was found on neurological 
examination. EEG showed an unstable back- 
ground activity. Plain skull X-ray, brain scan 
and CSF were normal. On the WAIS she 
had a verbal score of 110 and a performance 
score of 103. Results of the MAPS showed 
narcissistic, immature tendencies with histrionic 
acting out of conflicts and an inability to form 
meaningful interpersonal relationships. She was 
also highly anxious about intellectual achieve- 
ment, 

An initial daily dosage of 3 mg haloperidol 
was given, later increased to 9 mg daily. 
Within a week her tics were down to a minimum. 

In the two years following treatment she had 
three relapses, but the tics were not as severe as 
before. She had in the meantime married, and 
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each of the relapses was precipitated by diffi- 
culties with her mother-in-law. At follow-up in 
July 1977 she was on 1.5 mgm of haloperidol 
daily; occasional eye blinking and grimacing 
could still be noted, otherwise she was well and 
happy. 


Case 2 


F.S.M., a 15-year-old boy? began to have tics 
at the age of 6. Just before the onset of tics he 
had had a febrile episode (temperature of 
103°F). After the fever subsided the. patient’s 
gait was noticed to be unsteady, A week later he 
developed wrinkling of his nose and jerky 
movements of the left arm. A month later, the 
jerky movements spread to the right arm. A 
paediatrician diagnosed the patient’s condition 
as Sydenham’s chorea, and he was treated with 
penicillin. He did not improve; instead the 
jerky movements progressed to his legs and 
trunk. His parents took him to Canton, where he 
received acupuncture. For a while his symptoms 
subsided, only to recur eight months later with 
greater intensity, accompanied by eye blinking 
head jerking, sniffing sounds and inarticulate 
utterances. 

His mother’s pregnancy was full term; 
delivery was by forceps because of uterine 
dystocia. APGAR score was 6 (a physical 
rating of the newborn’s audio-respiratory and 
muscular condition: maximum healthy score 10, 
asphyxiated less than 6). Developmental mile- 
stones were within normal limits. Family 
history was negative for tics and mental illness. 
Being the youngest and the only son, his 
parents tended to spoil him. 

He was first seen at our unit at the age of 11 in 
1973. He appeared shy and reticent. Tics 
included jerking of both arms, wrinkling of the 
nose, twisting of the head and throat-clearing 
sounds with occasional loud utterances of the 
word ‘shui’? which is the Chinese word for 
‘no good’. 

EEG showed diffused slight abnormality of a 
non-specific nature. Skull X-ray, brain scan, 
CSF examination and serum ceruloplasmin were 
all within normal limits. He obtained a verbal 
score of 86 and a performance score of 94 with 
the WISC. On the MAPS he showed evidence of 
negative self-image, an inability to form close 
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interpersonal relationships and a strong drive for 
intellectual achievement. Neurological and 
psychiatric assessment did not add any positive 
finding. 

He was started on a 6 mg daily dose of 
haloperidol, and after two days his symptoms 
subsided. At out-patient evaluation in July 1977 
he still manifested occasional eye blinking and 

, ` e . . . . 
arm jerking. At present he is being maintained 
on haloperidol 1.5 mg twice daily. He has 
continued to attend school and has managed to 
be promoted each year. 


GILLES DE LA TOURETTE’S SYNDROME 


Case 3 


C.K.F., a 15-year-old boy was first seen at our 
clinic in 1974 at the age of 12. His symptoms 
started in 1972 at the age of 10, with no apparent 
precipitating cause. Initially the tics affected his 
mouth, then spreading to the eyes, neck and 
shoulders within a period of six months. His 
tics seemed to diminish during holidays and 
were exacerbated by school attendance. He was 
usually at his worst during examinations. After 
exhausting all the local treatment his parents 
took him to China, where he was treated with 
acupuncture and penicillin. His symptoms 
subsided for two months but recurred soon after 
he returned to Hong Kong. In the six months 
before he was referred to us he was noticed to 
be emitting croaking sounds together with the 
word ‘tiv’ (fuck). 

He was the second of four children. His 
father was a supportive and kind person, but 
mother was negligent, spending most of her time 
in gambling. This became a constant source of 
parental quarrelling. He was a full-term breech 
delivery. APGAR score was 8. Developmental 
milestones were normal. A maternal uncle 
suffered from schizophrenia. At the age of 2, 
soon after being weaned, the patient was placed 
in a nursery because his mother could not cope 
with the care of two young children. He was 
frightened and miserable in the nursery, and so 
was taken home after a month. For two years 
after that experience, he remained sickly and 
clinging. 

When seen initially, the patient’s tics con- 
sisted of: puckering of his lips, chewing move- 
ments, shrugging of the shoulders, jerky 
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movements of both arms, croaking sounds 
punctuated by the word ‘tiu’. 

No abnormality was found on neurological 
examination. Psychiatric examination showed 
evidence of depression. EEG, CSF examination, 
serum ceruloplasmin, serum copper, liver 
biopsy and brain scan were all within normal 
limits. Results on the WISC revealed a verbal 
score of 86 and a performance score of 104. On 
the MAPS he showed an inability to handle 
hostility and aggression. He seemed to perceive 
his environment as being threatening and 
fearful, and this prevented him from having any 
satisfactory interpersonal relationship. 

The dosage of haloperidol was gradually 
increased to 4.5 mg thrice daily, and on dis- 
charge 19 days after admission the patient’s tics 
were barely noticeable. When last seen in July 
1977, he still had occasional jerking of shoulders, 
but had not needed medication for six months. 
He had been referred to a vocational school, 
where he was reported to be doing well. 


Case 4 

L.S.C., is a 12-year-old girl and the younger 
of two children. Her father was a seaman and 
only stayed at home for one month each year. 
Even when at home he remained a distant and 
remote figure. Her mother was a strict and 
domineering person. Family history is negative 
for tics and mental illness. She was delivered 
at term by caesarian section because her mother 
had a contracted pelvis. Her APGAR score was 
5. Neonatal period and developmental mile- 
stones were unremarkable. Her mother des- 
cribed her as a rather restless child with poor 
concen‘ration and short attention span, 

At the age of 7 it was noticed that the 
frequently blinked her eyes, and closed and 
opened her mouth. Two to three months later 
she developed coprolalia, which could be 
controlled by reading aloud. Soon afterwards she 
began to have jerking of both lower limbs and 
trunk. She was prescribed various minor and 
major tranquillizers by several paediatricians, 
but her symptoms persisted. About a year after 
onset she began to spit repeatedly and to smear 
saliva on her face; concomitantly she also 
developed a tendency to lick everything. During 
meal times she would smear rice on her face. 


telazine 


trifluoperazine 


in schizophrenia 





Prescribing Information 


Dosage & Administration 

The usual effective daily dosage lies between 
30 and 90 mg and can be given either in 
divided doses or as a single dose at night 
The tab hould be swallowed whole 
without chewing 


Contra-indications, warnings etc. 
Bolvidon is not yet recommended for use in 
children or pregnancy. Care must be 
exercised when Bolvidon is given to patients 
suffering from epilepsy, hep. renal or 
cardiac insufficiency and unstable diabetes 


The performance of hazardous tasks should 


may interact with clonidine, but do 
interact with bethanidine, quanethid 
propranolol, propranolol and hydrallazine 
the coumarin derivatives. The co 
ot Bolvidon with MAOI's is not re 


Side-Effects 
lò s side-etfects have t 
treated with Bolvidon Bolvidon 


cholinergic side-effects 


No serio 
n patient 
free tromé 
Drowsine 


ot a transient nature has 


srrent use 


d 


cCcasionally been observed in some patients 


Treatment of Overdosage 


Tr ; specific ant 


nianserin hydroct 


jote to Bol 
avage with 


e therapy 


ħioride tablets PL 0065/00 


orde tabi PL 0065/00 


30 mo mianserin hydrochloride tablets Pl 


Basic N.H.S. Cost 


Average daily cost (30rn 


Further information ts 


from the Compe 


3 daily) 16}p Mar 


Hable on request 





Organon Laboratories Ltd., Crown House, Morden. Surrey SM4 


F. LIEH-MAK, S. L. LUK AND L. LEUNG 


When first admitted to our clinic in 1974 she 
presented with head twisting, protrusion of the 
tongue, facial grimacing, jerking movements of 
all four limbs and frequent coprolalia. 

She obtained a verbal IQ of 97 and a per- 
formance IQ of 117 on the WISC. Projective 
test showed a socially inhibited girl, who 
engaged in poor peer and adult interactions. 
She was also shown to be strongly preoccupied 
with intellectual pursuits. EEG showed diffused 
slow activity of a non-specific nature. Brain scan 
and CSF examinations were within normal 
limits. Neurological ‘examination did not give 
any positive findings. On psychiatric examin- 
ation she was noticed to be manipulative and 
verbally aggressive. as 

She was prescribed haloperidol 2 mg daily 
and when dosage was increased to 9 mg daily 
there was almost complete remission of her 
symptoms. She was discharged after 21 days in 
hospital. ' 

In spite of regular medication she has had 
three readmissions since discharge; each relapse 
was precipitated by rows with her mother or 
teachers. Further increase of haloperidol dosage 
led to dyskinesia and drowsiness. For this 
reason mass practice was attempted; to this she 
responded quite well and was discharged, each 
time with some residual jerking of the legs and 
shoulders. At present she is on a total daily 


dose of 6 mg haloperidol. Though her tics have , 


been reduced to a minimum, her behavioural 
problems have remained. In spite of joint 
family therapy and transfer to a special school 
for emotionally disturbed children, she has 
persisted as mischievous, aggressive, mani- 
pulative and socially isolated. 


Case 5 noth 
. Y.O.T., a 13-year-old. boy, started to produce 
coughing and barking sounds after recovery 
from an upper respiratory infection at the age of 
12. Within one to two months, facial grimacing, 
flinging of his upper limbs, foot stamping and 
coprolalia appeared. He responded to chlor- 
diazepoxide, but three’months later his symp- 
toms became florid: again, this time with 
echolalia. Both tics and coprolalia were aggra- 
vated by school work and examinations. 

He was the youngest of three sons. Father was 
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an unassertive man who left all the responsibility 
of child rearing to mother. Mother was a very 
perfectionistic, over-protective and religious 
woman and had symptoms of anxiety neurosis. 
She was not unduly upset about the patient’s 
tics, but when he started to show coprolalia she 
suffered a breakdown. There is no known family 
history of tics or mental illness. The patient’s 
gestation, neonatal period*and developmental 
milestones were normal. He had the cord around 
his neck at birth and suffered from asphyxia 
neonatorum. APGAR score was 5. 

This boy was seen at our clinic at the age of 
11. Investigations, including EEG, lumbar 
puncture, brain scan, pneumencephalogram, all 
gave normal results. His verbal IQ was 100 and 
performance IQ was 110. His performance on 
the projective test implied conflict between his 
oral dependency needs and an increasing need 
to assert himself. He demonstrated the cap- 
ability of forming meaningful interpersonal 
relationships and was highly motivated towards 
intellectual achievement. Neurological examin- 
ation did not elicit any abnormality. Psychiatric 
assessment found him to be a timid and in- 
hibited boy with no evidence of any formal 
psychiatric disorder. 

He improved gradually as haloperidol was 
increased to a daily dose of 42,mg and was 
discharged after eight weeks with some residual 
jerking of the right arm. At present he is being 
maintained on 4.5 mg of haloperidol. Any 
attempt to reduce the dosage further results in 
the onset of barking sounds and coprolalia. 
Coprolalia has also been noticed to be intensi- 
fied when he is scolded by his mother. At 
follow-up in July 1977 he was reported to have 
passed his secondary school, entrance examin- 
ation and had been participating actively in 
competitive sports. 


Discussion . 

The phenomenological characteristics of all 
five cases support the contention of Abuzzahab 
and Anderson (1976) that the syndrome is 
uniform not only between samples but also 
across cultures. Although Eastern and’ Western 


, cultures differ in many facets, the repertory of 


human behaviour remains remarkably similar; 
in three of our cases one parent was shown to be 
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Tigid; controlling, punitive and ‘domineering— 
„compare MacDonald (1963) and Lucas et al 
(1967, 1970). Dunlop (1960), Challas et al: 
(1957), Moldofsky et al (1974) and a host of 
others have also observed that tics are used as 
symbolic expressions of hostile impulses directed 
at authority figures.-In line with'the findings of 
Corbett (1971), our:series also found a greater 
incidence of disturbed family dynamics. 

‘Pasamanick and Kawi (1956) found a high 
incidence of prenatal and perinatal compli- 
cations in tiqueurs and tentatively postulated 

‘‘a continuum of reproductive causality’ in the 
aetiology of tics. Sweet et al (1973), however, in 
34 cases found only 4 with an abnormal birth 
history, in line with Corbett (1971). Four of our 
five patients ‘had an abnormal birth history, but 
only two were found to have a low APGAR 
score, one with an abnormal EEG. 

Woodrow (1975) cited physical factors like 
tonsillectomy and chronic sinusitis as precipi- 
tants of the illness. Fernando (1976) found tics 
following stressful events.in 4 of his 6 patients. 
Abuzzahab and Anderson (1976), too, noted a 
distinct precipitant in 17 out of 50 casés, 8 
purely psychological, 7 after a febrile illness’ and 
2 after surgery. Three of our cases had’ a 
definite antecedent; one was" preceded by”her 
mother’s suicidal attempt and two. „by a febrile 
illes,- ` 
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Consanguinity and Schizophrenia in Sudan 


By A. H. AHMED 


e 
SUMMARY The rate of first-cousin marriages among the parents of 
schizophrenics was compared with a control group in an isolated 
highly inbred Sudanese community, no significant difference being 


found. 


Introduction 


The Sudanese community where this study 
was conducted is an inbred one where all 
patterns of blood relationship are known. It 
therefore provided a suitable field for the 
investigation of an association of consanguinity 
with psychiatric disorders. Rapid changes are 
beginning to happen, and the present opport- 
unity to study conditions there may not recur. 

Previous reports on the subject have been 
few and conflicting, while most of them have 
been done in communities where the rate of 
consanguinity is low. It was therefore thought 
to be valuable to study this community with 
an unusually high rate of consanguinity, especi- 
ally to find out whether schizophrenia is signifi- 
cantly associated with inbreeding. 


Community studied 

The people are mostly Arabs or of mixed 
origin between the Arabs and the indigenous 
inhabitants of Sudan. The immigration of 
Arabs to Sudan has been put as early as 300- 
150 B.C., and military invasions followed from 
639 A.D. An Arab Islamic State was established 
by the year 1323. 

The community studied is in the fertile 
Gezira peninsula between the White and the 
Blue Niles. The people live in settlements, some 
being very small, some being villages or small 
towns. They grow cotton in a government- 
supported scheme, and cultivate food on 
irrigated land. They owe loyalty to the central 
government but also to local sheikhs and 
religious leaders. The society is relatively 
isolated, with a conformity to traditional social 


institutions, especially marriage based on Islamic 
laws. 

Marriage may be monogamous or poly- 
gamous (one husband and two to four wives at 
one time, excluding divorced wives). The 
recognised incest taboos are the prohibitions of 
the Islamic law on marrying one’s mother, 
sister, aunt, and brother’s and sister’s daughter. 
Otherwise inbreeding is highly valued and 
marriages are usually arranged by parents. 
Daughters are rarely consulted. This is because 
marriage is not just an arrangement between 
two individuals, but a relationship between 
groups of relatives which may be so complex as 
to involve the whole village. The custom of 
marrying the widow of one’s dead brother 
exists for economic and social reasons. 

Kinship descends in the male line and every 
man is a potential founder of a lineage. Spouses 
live in an extended family which forms their 
social, economic and biological unit. 

The psychiatric service consists of one clinic 
in the capital of the province, serving a popu- 
lation of 14 million. Traditional healers still 
have great influence and attract many patients. 


Method 

Consecutive psychiatric patients aged 15-65 
(except epileptics and the mentally handi- 
capped) who reported to the Gezira psychiatric 
clinic between December 1969 and January 
1974 were questioned about the exact blood 
relationship of their parents. The answers were 
provided in most cases by relatives accompany- 
ing the patients. Immigrants, non-muslims and 
patients not of Arab origin were excluded from 
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the study. The criteria for diagnosis of all 
patients were those of the British Glossary of 
Mental Disorders. Only typical cases were 
' included; borderline cases were excluded. 

A control group was collected by a house to 
house survey of five villages, in which all 
marriages were investigated as to the exact 
blood relationship of the spouses. Secondly a 
sample of physically*ill patients attending out- 
patients in the provincial hospital of the same 
catchment area as the psychiatric clinic was 
examined, with the same exclusions of immi- 
grants etc. These two samples were then 
combined. 


Results 


In the control population there were 2999 
marriages, of which 1325 were between first 
cousins and 1674 were not. This is a rate of 
first-cousin marriages of 44.1 per cént. 

There were 2960 clinic patients, of whom 634 
were schizophrenic (21 per cent). Of these, 510 
were determined for consanguinity of parents’ 
marriage. Their parents’ marriages were be- 
tween first cousins in 223 cases, which is 43.7 per 
cent, almost identical with the figure in the 
control group. Dividing the population of 
schizophrenics into sub-groups of acute, para- 
noid, catatonic, hebephrenic, simple, schizo- 
affective, and non-specified did not yield any 
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significant differences in rates of first-cousin 
parental marriage. 

In affective disorder, in the clinic population 
there were 425 cases of which 133 of the 
parents’ marriages were between first cousins - 
(31.3 per cent) and in the case of neurosis, the 
figures were 107 first-cousin marriages out of 333 
(32.1 per cent). These figures differ from 43.7 
per cent in the control population. 


Discussion 


The result that schizophrenia is not signifi- 
cantly associated with first-cousin marriage in 
the parents suggests that recessive genetic 
factors may not be concerned in this com- 
munity. 

Alternatively, if consanguinity rates have long 
been very high, harmful recessive genes may 
have been bred out of the population in the past, 
or their effects may be masked by polygenic 
modifying effects. l 

If this were the case, out-breeding by a 
member of such a balanced group might lead to 
greater exposure to abnormality. This hypo- 
thesis would lead to the expectation of finding 
more abnormality in the offspring of out-bred 
families. This might explain the present finding, 
that affective disorders and neurosis are less 
associated with consanguineous parental marri- 
ages than the control group. 


Ahmed Hassan Ahmed, m 8 ,B s., Consultant Psychiatrist, Tigani L. Mahi Hospital, Omdurman, Sudan 
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Comments 





This is the second of a series of short reviews and reports on topical matters. They are intended to be useful in 
some aspect of clinical practice or to report an interesting new growing point in newroscience, or to give a 
synopsis of the current situation in some area of psychiatry. They should reflect topical interests, what people 
talk about both informally and at society meetings. Some may be valuable in the training of young psychiatrists, 
others in the further education of consultants, and yet others will prove starting points for new investigations. 


TRICYCLICS AND THE HEART 


The cardiotoxic effects of tricyclic antidepressant 
drugs (tricyclics) have continued to cause worldwide 
concern ever since Mann and his colleagues (1959) 
described two cases of congestive heart failure, one of 
them fatal, and mentioned arrhythmias, Muller and 
his co-workers (1961) systematically investigated the 
effects of imipramine on the cardiovascular system by 
comparing its effects on 41 patients without heart 
disease with 50 patients with evidence of cardio- 
vascular disease including atherosclerosis. Whereas a 
few control patients showed mild postural hypo- 
tension, 4 of the cardiovascular disease group 
developed congestive heart failure, 2 myocardial 
infarction and 10 severe and 7 moderate postural 
hypotension. Subsequently the cardiovascular toxicity 
of tricyclics has been frequently reviewed (Jefferson, 
1975; Hollister, 1975; Blackwell, 1977, 1978). 

Readily absorbed from the gut, tricyclics are 
concentrated selectively in certain tissues, notably the 
kidneys, lungs, liver and heart so that plasma and 
tissue levels are poorly correlated. In the liver they 
are demethylated to potentially more toxic forms 
before being converted to inactive glucuronides and 
excreted in the urine. Unlike antipsychotic drugs, they 
exert no appreciable effect on dopamine receptors but 
their reactions on noradrenaline and 5-hydroxy- 
tryptamine have contributed to the development of 
the biogenic amine theory of depression. All tri- 
cyclics block the re-uptake of noradrenaline by 
adrenergic nerve terminals, the demethylated ana- 
logues being particularly potent in this regard while 
the methylated forms are more active in the blockade 
of 5-hydroxytryptamine re-uptake. Toxic effects are 
inconstantly related to plasma levels (Glassman et al, 
1974) and seem to be more dependent on tissue 
concentrations. The wide variations in plasma values 
between individuals may be genetically determined 
(Alexanderson and Sjoquist, 1971). The mechanisms 
by which tricyclics act on the heart (Rose, 1977; 
Wood et al, 1976; Jeong et al, 1976) are thought to 
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include atrophine-like anticholinergic effects, 
quinidine-like conduction changes, blockade of 
noradrenaline receptors with increase of catechola- 
mine concentrations and sympathomimetic effects on 
rhythm, rate and the myocardium and impaired 
contractility of cardiac muscle with reduced output. 

In therapeutic doses, tricyclics can cause postural 
hypotension, tachycardia, cardiac arrhythmias and 
conduction defects, and in patients with cardiac 
disease congestive heart failure (Rose, 1977). There is 
evidence that they may provoke heart failure in 
patients without myocardial disease (Hollister, 1975) 
but the suspicion that they precipitate myocardial 
infarction is unproven. Reports of sudden unexpected 
death (Coull et al, 1970; Williams and Sherter, 1971) 
were not confirmed by the findings of the Boston 
Collaborative Drugs Surveillance Committee (1972) 
who found no increase in sudden death in patients 
with myocardial disease receiving tricyclics. Con- 
versely, Moir et al (1972) found a significant excess 
of sudden unexpected deaths in tricyclic-treated 
in-patients with myocardial disease compared with a 
control group carefully matched for diagnosis, age, 
sex and duration of hospital stay. However, Avery 
and Winokur (1976), comparing mortality in 519 
patients adequately and inadequately treated with 
ECT and antidepressants, failed to confirm increased 
mortality in the adequately treated group, nearly all 
of whom received imipramine or amutriptyline. They 
commented that it is insufficiently appreciated that 
depression itself carries an enhanced risk of cardio- 
vascular death. 

Tricyclics provoke similar ECG changes in animals 
and man. In experimental cats amitriptyline induced 
significant S-T segment and T wave changes and 
conduction effects (Glisson et al, 1978). Dumovic and 
his colleagues (1976) studied the in vivo effects until 
death of amitryptiline, imipramine, nortriptyline and 
doxepin on the heart rate and ECG of anaesthetized 
guinea pigs; and in vitro on guinea pig atria. Though 
there were no significant differences with respect to 
the onset of widening of QRS or prolongation of 
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Q-R and Q-T intervals, the animals perfused with 
doxepin survived longer than the rest. Burrows et al 
(1976), investigating the effects of the same drugs on 
heart rate and atrioventricular conduction in 32 
depressed patients, found significant increases. They 
also studied conduction defects in patients who had 
taken overdoses of several tricyclic drugs, by bundle 
of His electrocardiography, and found distal 
conduction defects in all but the doxepin overdose 
subjects. E 

ECG changes are dose-related, may occur with 
therapeutic quantities (Robinson and Barker, 1976) 
and are frequently symptomless. ECG abnormalities 
observed in tricyclic-treated patients are sinus and 
ventricular tachycardia, arrhythmias, falling of pre- 
mature ventricular contractions in a prolonged period 
of repolarization, lengthened P-R and Q-T intervals, 
mild S-T segment and T wave changes, prominent U 
waves and various conduction defects and degrees of 
heart block (Hollister, 1975; Rose, 1977). In 17 
depressives treated with amitriptyline comparison of 
pre-treatment ECGs with readings taken three weeks 
later showed significant increases in rate, S-T abnorm- 
alities and T wave changes, and there was a weak 
positive. correlation between change in rate and 
plasma nortriptyline concentrations (Ziegler et al, 
1977). The quinidine-like properties of tricyclics on 
rhythm and conduction have been used to treat 
arrhythmias (Bigger et al, 1977), However, amitripty- 
line increased the incidence of ECG changes during 
the induction of anaesthesia (Glisson et al, 1978) and 
ECG changes are especially likely in the elderly and 
in the presence of myocardial disease (Moir et al, 
1972). À 

Children tolerate tricyclics much less well because 
they have smaller lipid compartments, less plasma- 
binding capacity and proportionately larger livers 
with potentially greater production of the more toxic 
demethylated derivatives (Robinson and Barker, 
1976). Rose (1977) advises that they should not be 
given to children under 6 years of age or in doses 
exceeding 2.5 mg per Kg daily. é 

Overdoses of tricyclics cause seizures, respiratory 
depression, blood pressure changes and cardio- 
pulmonary arrest: cardiovascular changes are mag- 
nified and there are conduction defects and arrhyth- 
mias of every kind, ventricular tachycardia and fibril- 
lation and asystole (Jeong et al, 1976; Wood et al, 
1976). Non-bacterial endocarditis, multiple emboli in 
heart, spleen and kidneys and invasion of pulmonary 
alveoli by connective tissue leading to progressive 
respiratory insufficiency have also been reported 
(Lindstrom et al, 1977). The overdose triad of coma, 
seizures and arrhythmias is frequently fatal; indeed 
the prescription of a hundred 25 mg tablets to a 
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suicidal depressive may well be presenting him with a 
lethal weapon (Hollister, 1975). 

In view of the risks of cardiovascular side effects 
and of sudden death alternatives may be considered 
for patients with cardiovascular disease. Other drugs 
such as doxepin, the tetracyclics or the bicyclic 
compound viloxazine may have less action on the 
heart, but we have a much shorter experience of 
these than of imipramine or amitriptyline. Alter- 
natively the use of monoamine oxidase inhibitors 
involves risks which may have been overemphasized: 
thus 1 death was reported per 100,000 patients treated 
(British Medical Journal, 1964). ECT is a relatively 
safe treatment (Kendell, 1978) with one death in 
22,210 treatments given in the course of a year 
(Heshe and Roeder, 1976), is effective in depression 
resistant to tricyclics, for example where there is 
marked psychomotor change or delusional formation, 
and may be preferred to tricyclics in milder depres- 
sives who are physically vulnerable or who are on 
drugs reported to give adverse effects when combined 
with tricyclics. These include antihypertensives, 
sympathomimetic amines (Jefferson, 1975), thiori- 
dazine (which may accentuate quinidine-like effects), 
and monoamine oxidase inhibitors. Drugs which 
induce enzymes capable of retarding the metabolism 
of tricyclics, for example methyl phenidate and 
antipsychotic agents, may increase body concen- 
trations and tendencies to toxicity (Gram and Overo, 
1972). 

Though there are doubts about the therapeutic 
efficacy of tricyclics (in 30 per cent of the controlled 
studies of these drugs reviewed by Morris and Beck 
(1974) drug-placebo differences were not found), they 
are widely employed in the treatment of depression, 
and, when used in healthy adults, their advantages 
outweigh possible risks. Moreover, Avery and 
Winokur (1976) showed that deaths from suicide, 
non-suicidal causes and myocardial infarction were 
significantly more in untreated patients or those given 
inadequate courses of antidepressants than in treated 
patients. 

A personal view is that one should be cautious 
about prescribing tricyclics in the presence of evidence 
of myocardial disease, cardiac arrhythmias or conduc- 
tion defects, an abnormal ECG, marked athero- 
sclerosis, cardiovascular disease or a history of severe 
drug reactions, particularly when these involved the 
cardiováscular system. Proposed combinations of 
tricyclics with other drugs require careful con- 
sideration. The elderly are more at risk than younger 
people because they tend to be more sensitive to adult 
doses and show more unwanted effects of all kinds, 
especially confusion. Particular caution should also 
be exercised when prescribing tricyclics to children. 
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In cases of doubt, particularly when it is proposed to 
use very large doses, i.e. in excess of 300 mg daily, it 
is prudent to do an ECG, seek cardiological advice or 
consider an alternative like doxepin, an antidepres- 
sant of another series, or ECT. In any case tricyclics 
should normally be commenced in small doses and 
built up by stages to the appropriate therapeutic 
amount. In view of the high mortality of overdoses of 
tricyclics it is folly to give large quantities at any one 
time to a potentially suicidal patient. Equally it 
should be remembered that suicide is the most 
frequent cause of death in depression and effective 
treatment should not be withheld. 
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"Reading about. . . 





Psychopharmacology 


When asked by the book review editor to write an 
article discussing some ‘important, memorable, 
relevant, unusual or informative books (or articles)’ 
in the field of psychopharmacology, I was uncertain 
quite what was wanted. 

In the course of my ruminations on this topic it 
struck me that one of the most significant factors 
which has promoted recent progress in the field: of 
psychopharmacology has been the continuing dia- 
logue conducted between laboratory-based research 
workers probing into the ways psychotropic drugs 
interact with neurotransmitter systems in the brain, 
and clinical psychiatrists evaluating in patients the 
way these same drugs alter the symptoms and signs 
of mental illness. As direct access to the living human 
brain is denied to us, we have perforce to depend on 
animal studies to elucidate mechanisms of drug 
action; on the other hand as there are no reliable 
animal models of human psychopathology, evaluation 
of therapeutic applications of drugs must depend 
entirely on clinical assessment. Furthermore, in 
order to gain an understanding of the underlying 
neurochemical basis of such psychiatric illnesses as 
schizophrenia or the affective disorders, drug studies 
provide, in my opinion, one of the most potentially 
fruitful approaches currently available. The value of 
cross-disciplinary fertilization of psychopharmaco- 
logical research, and of the use of drugs as tools for 
understanding the mechanisms of psychiatric illness, 
is nicely exemplified in those investigations under- 
taken’ over the last thirty years which have, by 
elucidating the relationships between drugs and 
central neurotransmitters in schizophrenia, greatly 
increased our understanding of this illness. 

The story begins, as in most stories involving drugs, 
with the organic chemist. In her extremely lively and 
readable book Chlorpromazins in Psychiatry (1974) 
Swazey recounts how, in December 1950, chemists in 
the French pharmaceutical company Rhone-Poulenc, 
who were looking for an antihistamine with a central 


t An occasional feature in the Book Section where 
contributors give their personal choice of important, 
memorable or informative literature. 


by Teer Silverstone 


action, synthesized chlorpromazine. Pharmacological 
screening indicated that this drug had a marked CNS 
activity with relatively low toxicity and by April of 
the following year, that is within five months of the _ 
compound being synthesized, clinical studies in a 
wide range of psychiatric conditions were begun. 
Delay and Deniker soon observed the beneficial 
effects of the drug m states of psychotic excitement 
and their findings were instrumental in initiating 
further clinical studies in a number of centres in 
Europe and North America. Deniker has described 
these early clinical explorations in his chapter in that 
most enjoyable and revealing book called Dis- 
coveries in Biological Psychiatry edited by Ayd and 
Blackwell. The first placebo-controlled trial firmly 
establishing the place of chlorpromazine in psych- 
iatry was undertaken in England (Elkes and Elkes, 
1954). And a large multi-centre study conducted 
under the auspices of the U.S. National Institute of 
Mental Health (1964) convincingly confirmed the 
efficacy of phenothiazine compounds such as chlor- 
promazine in the management of acute schizophrenia, 
As a result of these reports chlorpromazine and other 
neuroleptic compounds emerged from the research 
laboratory into clinical use; the time scale of this 
process was remarkably quick by current standards. 
Another relevant, but at the time seemingly 
unrelated, observation was the finding by Connell 
that patients who had self-administered high doses of 
amphetamine developed symptoms closely resembling 
those seen in paranoid schizophrenia; in most cases 
these symptoms remitted shortly after amphetamine 
was stopped. Connell’s (1958) account of the way 
the first cases were discovered at times reads like a 
detective story. Thus, by the end of the 1950’s, there 
were two important questions to be answered: 
(1) What were the neurochemical effects of chlor- 
Ppromazine in the mammalian brain? (2) What 
changes in neurochemical transmission were brought 
about by amphetamine which might explain the 
paranoid delusions and auditory hallucinations 
provoked by the drug? It would, of course be parti- 
cularly encouraging if the same neurotransmitter 
system could be found to be involved in both effects. 
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For the answers it was obviously a case of going back 
to the laboratory. As it turned out preliminary 
answers to both questions came from one research 
group, that headed by Arvid Carlsson in Gothenburg, 
Sweden. Carlsson (1978), in a recent review, recounts 
how in 1963 he and Lindqvist discovered that 
chlorpromazine and haloperidol stimulated the 
accumulation of the metabolites of dopamine and 
noradrenaline in the CNS without affecting the 
overall levels of the neurotransmitters themselves. 
This finding suggested that the neuroleptic drugs 
might act by blocking neuronal receptors for dopa- 


mine and noradrenaline. It later became clear that’ 


dopamine, rather than noradrenaline was the neuro- 
transmitter likely to be most involved in the clinical 
action of neuroleptic drugs. The other important 
discovery Carlsson made, namely that amphetamine 
releases dopamine and noradrenaline from central 
neurones, first appeared in a useful source book 
entitled Amphetamines edited by Costa and Garattini 
(1970). Thus within a decade of the two key questions 
being posed, the answers were to hand: the neuro- 
leptics acted by blocking dopamine receptors, 
amphetamine caused release of dopamine (and 
noradrenaline) within the CNS. A further necessary 
ingredient in the story, that of the anatomical 
structures involved in dopaminergic transmission in 
the mammalian brain, a previously relatively un- 
studied neurotransmitter system, was provided by 
another Swedish investigator, Ungerstedt (1971), 
who used a histofluorescence technique to excellent 
effect. 

The ‘fact that amphetamine psychosis could be 
ameliorated by neuroleptic drugs strongly implied, as 
Angrist and Gershon (1974) pointed out, a relation- 
ship between central dopaminergic activity (they 
said hyperactivity) and some forms of psychosis. The 
clinical observation by these authors that pre- 
existing schizophrenic symptoms could be exacerbated 
by small doses of amphetamine, was consistent with 
their view that some form of heightened sensitivity of 
dopamine mechanism might be present in the central 
nervous system of patients suffering from this illness. 
Recent work has attempted to address itself directly 
to this point. However, schizophrenia only occurs in 
man as far as we know and dopamine receptors can 
only be directly examined in human brain from 
patients who have died. This limitation confining 
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observations on human dopamine receptors to post- 
mortem material can obviously lead to considerable 
problems in interpretation. Furthermore the great 
majority of patients who come to post-mortem study 
have been treated with neuroleptic drugs, often for 
many years at a high dose; this could in itself 
markedly influence receptor sensitivity. In spite of 
these difficulties, exciting results are emerging which 
suggest that there may indeed be an abnormality 
in the dopamine receptors in the brains of patients 
suffering from schizophrenia (Owen et al, 1978). 

There the story must rest for the present. Following 
its development will, I trust, increase the reader’s 
understanding, not only of the particular problems 
raised by the specific issue of schizophrenia but, more 
generally, of the value to psychiatry of continuing 
communication between the scientist in his laboratory 
and the doctor in his clinic. 
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Handbook of Psychopharmacology. Volume 14. 
Affective Disorders: Drug Actions in 
Animals and Man. Edited by L. L. IVERSEN, 
S. D. Iversen and S. H. Snyper. New York: 
Plenum Publishing. Pp 379. $35.40. ` 

The growth and success of neuropharmacology in 
recent years has evoked an air of excitement in its 
practitioners, and this confident mood is conveyed to 
the reader in this volume from the series. This might 
not be expected in a book devoted to review articles 
of the type presented here, which aim to provide a 
detailed and comprehensive cover of the main areas 
of knowledge of a subject. One of the reasons for this 
confidence is the view that, as the areas of knowledge 
have expanded, significant interfaces with clinical 
problems have appeared already or, if not, are likely 
to do so in the near future. Only time will tell if this 
is hubris or fully justified expectation, but the 
volume discussed here is one of those particularly 
concerned with the cross-fertilization of basic and 
clinical studies. 

It deals with the tricyclic antidepressants, mono- 
amine oxidase inhibitors and lithium, with a smaller 
section on rubidium, and viewpoints of basic pharma- 
cology, behavioural aspects, structure/activity rela- 
tionships and clinical applications. Although the 
chapters are from different authors, they seem to have 
been edited into a reasonably uniform style and, 
considering the degree of compression of the material, 
are unexpectedly readable. 

For those working in the neurosciences, this will be 
a useful book of reference. In parenthesis, no doubt 
they will be puzzled that the clinicians have not 
succeeded in solving some of their continuing con- 
troversies, such as that of the classification of depres- 
sion. For the clinician, there may be problems with 
this volume in the amount of background knowledge 
needed to understand much of its contents. Those 
who struggle on may be impressed by the output in 
psychopharmacology, but may be a little disquieted 
by the preponderance of acute studies, the results of 
which may not necessarily be immediately applicable 
to more slowly acting antidepressant or ‘preventative’ 
treatments of affective disorders in humans. 


Davo M. Sxaw, Honorary Consultant Psychiatrist, 
Welsh National School of Medicine 
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Psychiatric Examination in Clinical Practice. 
By J. P. Lerr and A. D. Isaacs. Oxford: Black- 
well Scientific Publications. 1978. Pp 152. 

£4.25, 

This book aims to provide practical guidance to 
trainees on the scope of history taking and mental 
state examination. It emphasizes the need for 
trainees to take a careful history and to make detailed 
observations of behaviour, personality; speech, affect 
and cognition. It is written simply and lucidly. The 
psychiatric ' phenomena are clearly defined and 
described. There is adequate guidance how to elicit 
clinical phenomena and how to differentiate organic 
from functional psychiatric disorders. The authors 
also emphasize the relevance of social phenomena to 
clinical assessment. 

` A chapter on ‘Difficult Patients’ emphasizes the 
need for careful behaviour and non-verbal assessment ` 
of those who are either unable or unwilling to 
co-operate. ‘Case Presentation and Formulation’ will 
be particularly helpful to psychiatric trainees 
preparing for the M.R.C.Psych. examination. ` The 
assessment of personality has depended much on the 
personality profiles described in the Glossary of Mental 

Disorders. This approach can prove unsatisfactory as 

it tends to highlight the abnormal personality traits 

and overlook the overall.personality based on a 

realistic estimate of the strengths and weaknesses of 

individual patients. The format adopted for per- 
sonality assessment in the booklet published by the 

Institute of Psychiatry is Pore to that in the 

book under review. 

Psychiatric trainees should use this book in pre- 
paration for the M.R.C.Psych. examination. It may 
also be useful to nurses, social workers and clinical 


psychologists. 


S. B. MAHAPATRA, Consultant-Psychiatrist, 
St James’s University Hospital, Leeds 


Minski’s Handbook of Psychiatry for Students 
~and Nurses. By Rosert Priest and GERALD 
Wootrson. Seventh Edition. London: William 
Heinemann. 1978. Pp 200. £3.95 (paperback). 
This is not so much a small book as a large one - 
scaled down. By the copious use of lists, headings and 
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sub-headings, many facts are compressed into a very 
small compass. Some of the topics touched on are 
advanced, for instance, the polygenic theory of 
inheritance, chromosome translocation, uridyl trans- 
ferase and sleep spindles, and the information is 
commendably up-to-date. It is a pity that some 
sections of the book are spoilt by inaccuracies and 
contradictions and that the explanations of a few of 
the more difficult ideas suffer from being too brief. 

The sections on psychotherapy, the best in the book, 
give clear, unpretentious and thoughtful guidance. 

The book should appeal to the student who 
prefers a chatty style to an urbane one and who 
wishes to learn to-approach patients sensibly and to 
get a broad view of psychiatric practice. He will 
certainly be rewarded with an abundance of facts, but 
might find that ın some passages there is insufficient 
discussion. <4 


D. H. Myers, Consultant Psychiatrist, 
Shelton Hospital, Shrewsbury 
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Alcoholism: New Directions in Behavioral 
Research and Treatment. Edited by PETER 
E. Natuan, G. Aran MaAarLATT and Tor 
Lønerc. New York: Plenum Publishing. 1978. 
Pp 403. $22.05. 


I have always been rather suspicious of NATO 
scientific conferences, and continue to wonder why 
General Haig should have wished to entertain 65 
assorted alcohologists up a Norwegian fjord, rather 
than use the money as a down-payment on a new 
tank. Nevertheless, he did and this book reports the 
resultant conference. Would NATO have been better 
off with an extra thousand gallons of defoliant, and 
more importantly, should we procure a couple of 
bottles of the other Haig instead of these proceedings? 
The choice is difficult, but I would settle for the book 
since it offers an excellent opportunity to assess the 
strengths and weaknesses of the behavioural approach 
to alcoholism. The Sobells, who have pioneered 
drinking trials, contribute two excellent reviews of 
outcome assessment and alternatives to abstinence, 
while Gottheil and his colleagues present their 
important research on allowing alcoholics to make 
their own drinking decisions; Nathan argues: that 
alcoholics are deficient in the ability to assess their 
own blood alcohol levels, and Hodgson intelligently 
analyses the concept of craving. Unfortunately, all 
15 contributors do not come up to this high standard; 
indeed, the first chapter is so pretentiously irrelevant 
that it can only have been included as a deliberate 
device to screen out the uncommitted reader. 
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It would be a foolish psychiatrist who would advise 
all his alcoholics to return to normal drinking, but it 
is equally foolhardy to close one’s mind to the 
behavioural analysis of abnormal drinking and the 
contribution that this is beginning to make to the 
theory and treatment of alcoholism. 


Rosin M. Murray, Senior Lecturer in Psychiatry, 
Institute of Psychiatry 


Alcoholism and Treatment. By Dav J. ARMOR, 
J. MiomarL Poricn and Harrmr B. STAMBUL. 
Chichester: John Wiley. 1978. Pp 348. £11.75. 


When the Rand Report on Alcoholism and Treatment 
first appeared in 1976 it provoked an acrimonious 
discussion which reverberated through the’ columns 
of the specialized alcoholism journals and occasionally 
erupted at many an otherwise staid and earnest 
conference. The appearance of the report in book 
form is hardly likely to provoke the same response 
although it is doubtful that time has made its main 
conclusions any more palatable to its opponents. 

Yet it is hard to know what the fuss was all about. 
The report’s conclusions can hardly be said to be 
novel. The conclusion that provoked most hostility 
was the one which claimed that a substantial number 
of alcoholics, when followed up over a period of some 
eighteen months, while not abstinent were nonethe- 
less drinking in a more controlled and less problem- 
related manner. Yet such a conclusion was arrived at 
by D. L. Davies back in 1962 and confirmed in at 
least half-a-dozen acceptable studies before Rand 
ever appeared. The second controversial conclusion, 
to the effect that remission and eventual recovery 
may depend more on characteristics and behaviour of 
the patient rather than of the treatment, seems 
equally bland now. Indeed, it is being confirmed 
almost daily. 

In retrospect, what seems to have been unpalatable 
about the report was that it was widely publicized as 
giving the scientifically-endorsed go-ahead to re- 
covered alcoholics to return to alcohol. In their 
preface to this book, Armour and his colleagues are 
at pains to point out~the limitations in their work 
which makes any such conclusion unwise. They are 
insistent that their results do not show that alcoholics 
can safely resume drinking and they make the fervent 
and familiar plea for further research and dis- 
passionate discussion: Even their opponents will say 
amen to that. f 


AnTHONY W. Cars, Senior Lecturer, 
Institute of Psychiatry, London 


644 


Treatment Aspects of Drug Dependence. Edited 
by ArnoLtp Scuecrer. Oxford: Blackwell 
Scientific Publications. 1978. Pp 249. £45.00. 

Psychiatric Aspects of Opiate Dependence. By 
ALBERT A. KurLAND. Oxford: Blackwell Scien- 
tific Publications. 1978. Pp 273. £51.75. 

These books form part of a series edited by S. 
Joseph Mulé which is intended to provide authori- 
tative texts covering the whole field of drug and 
alcohol dependence. Yreatment Aspects is a collection 
of chapters by different authors giving a compre- 
hensive overview of present treatment methods. 
Detoxification, maintenance, narcotic antagonism 
and therapeutic community are well described and 
their underlying assumptions are spelt out. Clinical 
experience with different substances of abuse is 
intelligently reviewed and there are useful biblio- 
graphies providing a jumping off point for students 
and research workers. Acupuncture, hypnotism, 
biofeedback and the possible role of endorphins are 
also touched on. Photographs of illicit drug labo- 
ratories, cactus buttons, mushrooms, Havelock Ellis 
and Sigmund Freud are probably unnecessary. 

Psychiatric Aspects is a wide-ranging but painfully 
wordy review of the literature on opiate dependence. 
The author stresses that it is primarily an intro- 
duction to the subject and there are chapters on the 
history, ‘natural history’, personality attributes and 
prognosis of addiction. A number of case histories are 
discussed in detail, including that of Herman 
Goering. Both books are well put together and very 
expensive so that individuals and small libraries may 
not be able to afford them. : 


Sternen Wi1son, Senior Psychiatric Registrar, 
Littlemore Hospital, Oxford 


Adolescent Psychiatry. Volume V. Develop- 
mental and Clinical Studies. Edited by 
SHERMAN FEINSTEIN and PETER GIOVACCHINI. 
New York: Jason Aronson. 1977. Pp 515. $20.00. 

This book is thoughtful and comprehensive. The 
author shows a deep understanding of adolescents 
while leaving the reader to come to his own con- 
clusions. The more important aspects of adolescent 
pathology are dealt with. One, problem is not 
considered; adolescent emergencies. However, this 
does not detract significantly from the value of this 
book, which should be a part of any comprehensive 
library on adolescence. 


K. S. PERINPANAYAGAM, Medical Director, , 
Brookside Young People’s Unit, Ilford, Essex 
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The Maltreatment of Children. Edited by 
SELWYN M. Smiru. Lancaster: MTP Press. 1978. 
Pp 452. £12.95. 

Physical and Sexual Abuse of Children: Causes 
and Treatment. By Davm R. WALTERS. 
Bloomington: Indiana University Press. Pp 192. 
£3.50 (paperback). 

Selwyn Smith’s aim has been to put together. a 
book that would ‘comprehensively review the work on 
the maltreatment of children from the points of view 
of the different disciplines involved in its diagnosis 
and treatment’. The result is not totally satisfactory. 
The editing has not been sufficiently rigorous; there 
is some repetition and one or two chapters are far 
from comprehensive. The opening chapter is quite 
amazing with Myre Sim speaking for ‘the child’ and 
regretting, on it’s behalf, that practising homo- 
sexuals can teach in schools, and that because of 
liberal abortion laws, psychiatrists have lost the 
opportunity of treating the instabilities of pregnancy. 
It is, however, worth overcoming this initial hurdle as 
the editor has been well served by the majority of his 
contributors. Outstanding are Cooper describing the 
medical aspects in their very widest sense and Oliver, 
whose epidemiological contribution includes learned 
accounts of historical and cross cultural aspects of 
child abuse. The latter also provides a tabulated 
critical review of the world literature. There are other 
excellent chapters but these three contributions alone 
will suffice to make this an invaluable source book. 

David Walters gives a personal account of child 
abuse as seen by a therapist, with experience of over 
two thousand child abuse families. The brief descrip- 
tions of types of abuse and the problems they pose in 
defining the condition are interesting, but the overall 
approach is uncritical and self congratulatory. This, 
and the discussion of only United States legislation 
and services, prevent it being of use for teaching in 
this country. 


STEPHEN WOLKIND, Senior Lecturer in Psychiatry, 
London Hospital Medical College 


Troubled and Troublesome: Coping with 
Severely Disordered Children. By Masup 
Hocsucu. London: Burnett Books. 1978. 
Pp 312. £6.95. 

Maintenance of staff morale is crucial in establish- 
ments dealing with children so severely disordered as 
to be rejected by society. This book by the principal 
of a regional assessment centre will serve such a 
function. The first section of the book describes 
differences found empirically between the boys and 


girls admitted there. I was irritated by its super- 
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ficiality and by the incorrect or misquoted references; 
but did get a picture of the children. The second 
section consists of essays on aetiology, classification 
and management of severe disorder. The weakness in 
conceptualization stood in contrast to the undoubted 
strength of the clinical work on which it is based. The 
author is rightly critical of the quality of the handling 
of child and family disorder by community services 
and some of his ideas deserve a wider audience than 
this book will reach. 


Warren Kinston, Research Fellow in Psychiatry, 
Charing Cross Hospital Medical School, London 


Adults and their Parents in Family Therapy: 
A New Direction in Treatment. By LEE 
Heaney. New York: Plenum Publishing. 1978. 
Pp 193. £9.41. 

I am all too aware of the urgency of attempting to 
recall, with my ageing parents, important events of my 
childhood. It was with some delight, therefore, that I 
read in Virginia Satir’s foreword to this excellent 
book that ‘Dr Murray Bowen has for some time now 
been urging his patients to find and connect anew 
with the members of their nuclear family’. Lee 
Headley, with a refreshingly lucid style, reveals the 
effectiveness .of taking adult patient and parent 
jointly back to moments of misperception of early 
years. She reassures us that parents invariably agree 
to such encounters which sometimes prove. highly 
catharctic. She is at~pains-to point out, however, 
that it is’ the’ duty of the therapist to avoid un- 
productive, destructive_shows of emotion on either 
side. The book is interspersed with letters from 
grateful patients whose adjustments to present life 
situations were clearly improved by the.experience. i 


Jonn Bronner., MRC Scientific Officer and Honorary 
Consultant Psychiatrist, Graylingwell Hospital, Chichester 


Mood Disorders: The World’s Major Public 
Health Problem. Edited by’ Franx J. AyD 
and Irvine J. Tayor. Baltimore: Ayd Medical 
Communications. 1978. Pp 266.°$18.50. ` 

This volume contains the edited proceedings of a 
symposium on mood disorders held at the Taylor 

Manor Hospital in Baltimore in April 1978. It has 

been published with impressive speed and some of its 

fifteen chapters are very good. I found Goodwin’s 
article on cerebral amine metabolism in affective 
disorders and Schou’s assessment of the costs and 
benefits of lithium therapy particularly valuable. 

There is also a useful review of studies of the com- 

parative efficacy of ECT and antidepressant drugs by 
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Avery and Mills, and a commentary on contemporary 
American legislation restricting the right of psych- 
iatrists to use ECT which should be of interest to 
bemused European onlookers. But really there are 
far too many books of this kind. Partly because of 
the promotional role of drug companies interested in 
the marketing of antidepressant drugs not a year goes 
by without three or four symposia on depressive 
illness taking place somewhere in the Western world, 
and for reasons which I have never been able to 
fathom it appears to be mandatory for the pro- 
ceedings of these often enjoyable meetings to be 
published as books afterwards. There is certainly a 
vacancy at present for an authoritative multiauthor 
textbook on the affective disorders, but that need will 
not be met by an endless series of edited proceedings 
from a procession of almost identical symposia. ' 


R. E. KENDELL, Professor of Psychiatry, 
University of Edinburgh 


Hysteria: The Elusive Neurosis. By ALAN 
Kroun. New York: International Universities 
Press. 1978. Pp 337. $20.00. 

This book provides an interesting view of the 
progress of American psychoanalytic thinking about 
hysteria. Its central task is ‘to study the set of psycho- 
pathological and personality types called hysteria, 
conversion hysteria, anxiety hysteria, hysterical 
character, hysterical personality, hysteroid per- ° 
sonality, etc.’ The book focusses on the psychoanalytic 
study of character as distinguished from the study of 
symptoms. As in many psychoanalytic works, the 
jargon used sufficiently obscures the kernals of truth 
to make less persistent readers despair. Winnowing 
-the grain from the chaff it seems that this monograph 
attempts to lump together and then redefine a 
hysterical character structure or personality which is 
independent of the phenomenology of neurotic 
symptonis. The character traits defined are those of 
appearing more helpless than is in fact the truth. 
Positive features include capacity for delay in 
gratification and the existence of a sufficiently intact 


ego to be able to work through unconscious conflicts. . 


The weaknesses of this monograph are especially 
apparent in the chapter on historical and cross- 
cultural perspectives of hysteria. These are limited 
to unsubstantiated speculations about Apache 
shamans and Victorian women. These two groups are 
then compared with the modern permissiveness of 
American culture and the development of the 
modern American hysteric. For those readers 
interested in the American psychoanalytic literature, 
this book provides an excellent sample. For the 
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general psychiatrist seeking help with clinically 
difficult cases, this book leaves hysteria as elusive a 
concept as it was prior to reading it. 


STUART LIEBERMAN, Senior Lecturer and Consultant 
Psychiatrist, St George’s Hospital Medical School, London 


Jung, Man and Myth. By Vincent Brome. London: 
Macmillan. 1978. Pp 327. £6.95. 


Thank goodness for a book about Jung as a person 
that is not adulatory, though it is the expression of 
the author’s fascination by Jung over a long period 
since before his books on Havelock Ellis and Freud. 
The early chapters necessarily rely heavily on Jung’s 
own Memories, Dreams, Reflections, but later chapters 
supply much of what Jung’s own book markedly 
lacks thanks to Mr Brome’s enthusiastic work in 
interviewing persons who had to do with Jung as 
friends, colleagues, family members and patients, A 
full account of Jung’s friendship and break with 
Freud for example includes the part played by Emma 
Jung, and there is a much more detailed description 
of Jung’s love affair with Toni Wolff than has yet 
appeared in print. On the side of interpretation and 
assessment the book is weaker; there is a slight 
vulgarity of approach and some irritating quirks of 
style, but these detract little from the essential value 
of this book as a collation of published material with 
extensive original reportage into a coherent bio- 
graphical tale. 


D. Macprarmap, Senior Lecturer in Psychotherapy, 
Middlesex Hospital, London 3 


Contemporary Models in Liaison Psychiatry. 
Edited by Roserr A. Facuet, Fawzy I. 
Fawzy, Davi K. Wexuiscu and Rosert O. 
Pasnau. London: SP Medical and Scientific 
Books. 1978. Pp 215. £14.00. 


This American book sets out to expand the 
frontiers of liaison psychiatry. This it succeeds in 


doing while at the same time using models which can 
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be applied to the more commonly encountered aspects 
of this field. Topics covered range from the failure to 
conceive by design or fate, to the use of heroic 
measures to stave off death and include chapters on 
rape, plastic surgery, the medically ill drug addict and 
psychiatric complications of traction. The psych- 
iatrist’s role in the neo-natal unit and the approach 
to the patient with colostomy or ileostomy are 
subjects particularly well presented but the child with 
life threatening illness is disappointing. This book is 
generally well written and informative and would be a 
useful addition to the psychiatric library of the 
general hospital. 


Jeremy M. Prerrer, Senior Registrar in Psychiatry, 
The London Hospital 


Unwanted Pregnancy: Accident or Illness? By 
Davm TunNnanme and Rocer GREEN. Oxford 
University Press. 1978. Pp 188. £8.00. 

This book describes the work of a group of géneral 
practitioners who met weekly from 1969-73 to study 
women who had presented in their practices and 
requested termination of pregnancy. The seminar 
was led by Dr Michael Balint until his death in 1970 
and then by Dorothea Black. The object of the 
research was to increase the understanding of the 
types of women asking for termination as a guide to 
others dealing with such requests. Cases were 
presented to the seminar and this was followed by a 
critical discussion of the „material ‘presented, the 
doctor’s handling of it, and the doctor-patient 
relationship. Some of the emotional problems of these 
women were studied through the discussion of the 
transference and counter transference in the doctor- 
patient relationship and an attempt was made to 
classify the patients and predict the outcome. Forty- 
two cases were described and a rather confusing 
picture emérges. This‘is not helped by constant’ 
referral to other chapters and previously described 
cases. 


yisi BLAIR, Medical Assistant in Gast, 
Charing Cross nee London 


Brit. F. Psychiat. (1979), 134, 647-52 
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-RELIEF OF NIGHTMARES 


Dear Sr, 

Dr Mark’s article (Journal, November 1978, 133, 
461-5) on rehearsal relief of a nightmare concerns a 
rather involved case, but I would suggest the method 
should be more widely used. I am a trainee GP, and 
with the help of my trainer have been treating an 80- 
year-old man with a recurrent nightmare. Treatment 
consisted of rehearsal relief which has been dramatic- 
ally successful. 

The patient’s dream was of his experience as a 
17-year-old boy during the First World War. He 
remembered learning how to bayonet a dummy and 
how horrifying it was to perform this in real life on a 
man who shouted ‘mother’ as the bayonet plunged 
in and how it was necessary to stamp on his chest to 
extract the bayonet. He then had to continue running 
and passed a comrade who, mortally wounded, 
implored him to stop and help. The patient was 
unable to do so because of his infantry training and fear 


ofcourt-martial or being shot in the back for cowardice. : 


The guilt involved in this sequence had not left him 
for 63 years and he’ had apparently relived the 
nightmare most nights. 

He had not talked out the nightmare with his wife 
and had only briefly mentioned it to one of his sons 
5 years previously during a period of increased guilt 
and depression. 

Consultation was conducted in his bedroom since 
the original contact came following a heart attack. 
I feel this setting encouraged him to talk, but he is a 

. religious man and, fearing death, may have wanted to 
make peace with God. He repeated the nightmare in 
detail on four separate occasions and was exhausted 
after each session. 

He also revealed that his father.was an alcoholic 
who at times threatened his' mother with a razor, 
and she had taught him to pray regularly and never 
to be a coward; also that one of his sons was killed in 
the Second World War and he felt this was God’s 
punishment for the murder he had committed. Guilt 
was further increased singe he could not tell his wife 
it was his fault. : 

Following these sessions the patient was relieved of 
the nightmare, although he still had vivid dreams. 
I suggest that this technique, although time consuming, 


‘could be used successfully ñn general practice; 
especially in the patient’s home. 
Davip CUTTING 


St John’s House Surgery, 
28 Bromyard Road, 
Worcester 


SIMULATED AND REAL ECT 


Dear Sir, 

The paper by Lambourn and Gill (Journal, 
December 1978, 133, 514-19) was less disquieting to 
me than the two answers in the February 1979 
Corresplndence section (Barton and Snaith; Dowson 
(134, 220-1) which have difficulty in interpreting the 
results. In my opinion the actual explanation of the 
equal results in the two groups of the original 
article was the use of unilateral rather than bilateral 
ECT. Unilateral ECT was tried by most of us, but 
it was soon recognized as being inferior in the work 
of many clinicians and research workers who origin- 
ally had been favourably impressed by the new 
method. My own experience was equally negative, 
and I often see ECT failures treated by others with 
unilateral ECT who, respond immediately when 
bilateral treatment is instituted. 

It should be remembered furthermore that 
barbiturate anaesthesia alone has a moderately 
favourable effect.on various psychiatric conditions, 
and it is not surprising that the group treated with 
‘simulated ECT’ showed some improvement. It was 
frequently my thought that whenever results are 
obtained with unilateral ECT they are partly due to 
the repeated barbiturate anaesthesia rather than to 
the convulsion. The paper by Lambourn and Gill 
supports this view. 

Four decades of worldwide experience with ECT in 
the most severely psychotic patients is sufficient proof 
that it is not ‘the mystique associated with an un- 
usual form of treatment’ that is effective. The authors 
of the original paper seemed to be aware of the 
problem of unilateral ECT. It is quite possible that 
if they had not limited themselves to 6 treatments 
but had given at least 12 treatments they would 
have achieved better results in their ECT group. 
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What their interesting investigation demonstrates, is 
again the poor therapeutic effectiveness of unilateral 
ECT. 

Lotuar B. Kauinowsky 
30 East 76th Street, 
New York, N.Y. 10021 


CHANGES IN SELF-RATING OF SYMPTOMS « 


Dear Sir, 

Bedford, Edington and Kellner (Journal, January 
1979, 134, 108-10) assume that response set ‘is likely 
to make a test more stable, i.e. less sensitive and 
therefore less suitable for the measurement of changes 
related to treatment’. Though agreeing with the 
latter point, our own experimental work leads us to 
disagree totally concerning the assumption of greater 
stability. We have conducted a number of experi- 
ments to examine behaviour of response set with 
re-testing. A wide variety of subjects have been asked 
to rate photographs of faces for a number of items, 
some connected with psychiatric symptoms, especi- 
ally mood and anxiety. Where unipolar item scales 
have been used (5 and 7 point and 100 mm line) they 
were perceived invariably though unwittingly as 
bipolar scales with an assumed opposite pole and mid- 
point. We have found that the sum of all scores lying 
above the mid-point initially falls dramatically on a 
subsequent occasion a week later. Similarly all 
scores below the mid-point move upwards. 

In one experiment ten subjects were tested on four 
weekly occasions and the effect was seen even up to 
the fourth week. Calculations were made using both 
the explicit mid-point (i.e. 3 for 5, or 50 mm for the 
100 mm line) and the implicit mid-point (grand mean 
of all scores). Some differences between the two 
methods are evident, but the picture overall is the 
same regardless, and changes in scores followed this 
way are significant beyond the 0.001 level. An 
implication arising is that rating scales containing 
items scaled for severity, in the same direction, giving 
a simple total score, could show a drop im severity 
with re-testing alone, (the photographs do not 
change). 

We have conducted a post hoc test for this by 
extracting an eight item scale (from 18 items) 
equivalent to a depression/anxiety rating scale for two 
of our experiments. Where subjects mitially rated 
high (one standard deviation or above), then on 
re-testing there was a fall significant beyond the 0. 05 
level thus confirming our prediction. Further research 
is being conducted with recorded speech and for the 
effect of drugs, on change in response set with re- 
testing. 
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We do not suggest, of course, that the patients in the 
study by Bedford et al did not benefit from treatment 
but we think another explanation is available. Their 
sentence ‘after affirming an item the patient then 
rates the intensity or frequency of occurrence of that 
item’ is in our terms those scores which initially fall 
above the mid-point. We hope soon to publish our 
preliminary data in full and regard this ‘Heracleitean 
Phenomenon’ as an alternative explanation for the 
so-called placebo effect and a hitherto unrecognised 
serious source of error variance in treatment studies. 

GERALD SILVERMAN 
MANGAL Katz 
St Bernard’s Hospital, 
Southall, Middlesex 


CONVERSATIONS WITH SCHIZOPHRENICS 
Dear Sir, 

Dr Morgan’s account of his conversations with a 
group of chronic schizophrenic patients (Journal, 
February, 1979, 134, 187-94) is of considerable 
interest to those working with similar patients, and 
compels admiration for his persistence, compassion 
and humour. 

However, we have recently completed a study of 
‘old long-stay’ patients which suggests it may be 
easy to form a misleadingly simple picture of their 
behaviour and overlook aspects which show it in a 


.more complex light. Their shrewd understanding 


of what mattered to them day-to-day emerged 
clearly in our study, as indeed it does from Dr 
Morgan’s conversations, and it is difficult to under- 
stand why he gives this little weight in comparison to 
interest in fields such as politics, from which they 
will have been excluded for most of their lives. 
However, it is clear that his patients are severely 
disabled, having been selected by failure to respond 
to a sustained programme of social and occupational 
rehabilitation. Uncertainty about the precise effect of 
their disabilities is less important than doubts about 
the fundamental conclusions he draws from them 
about the course of schizophrenia. Dr Morgan. 
assumes that the current levels of disability are due to 
continuing progression of schizophrenic illnesses, and 
that therefore ‘the current community-orientated 


„style of managing such illnesses will result in such 


chronic schizophrenic patients becoming no less 

disabled outside hospital after a similar length of | 
illness’. 

. But he offers no evidence that his patients are 
undergoing a continuing ‘process of deterioration. 

What he describes are intractable. rather than 
progressive disabilities: a crucial distinction. Amongst 
a sample of the most disabled long-stay patients, in 
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ST. ANDREW’S HOSPITAL 
NORTHAMPTON 


PRIVATE TREATMENT GROUP PSYCHOTHERAPY ` 
OF ALCOHOLISM UNIT : 






























Our well-established alcohotism treatment unit offers intensive 

resident therapy in pleasant surroundings, first-class accom- of specialised facilities offered by St. Andrew's Hospital. It is run 

modation, a friendly, relaxed atmosphere and at a reasonable by two Consultant Psychiatrists, assisted by a Nurse Therapist 

cost. , and an Occupational Therapist, ‘and has now been open for a 
The programme includes group therapy, social skills year. 

educational films, videos and discussions, together with a We have found that with an intensive approach of daily inter- 

comprehensive range of recreational facilities catering for men pretative groups, social skills training and art snd drama 

and women of all ages. therapy, encouraging results can be obtained in ten to twelve 
Staffed by a Consultant Psychiatrist, Psychologist, and woeks’ in-patient or out-patient treatment. This is helped by the 

specially trained Nursing Staff, the unit is readily accessible friendly, non-institutionalised atmosphere of the hospital. 

from all parts of England and Wales. Regular ivllow-up groups 

take place in London and the Midlands. 


Further details may be obtained from the 
Medical Director St. Andrew’s Hospital | Northampton NN1 5DG 
Telephone Northampton (0604) 21311 


The Retreat, York 


for Psychiatric lilnesses 








Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 

_ surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for thelr indivi- 
dual needs. 


The Nursing Home is a registered charity and Is able to offer inclusive care in shared ~ 
accommodation from £13.85 per day or In single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. i 


.For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904-64551). ` 


XXXIi BRITISH JOURNAL OF PSYCHIATRY, JUNE 1979 


BOWDEN HOUSE CLINIC - 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
tel Only 20-25 Mins from London 
i j va Westway Extension 
Founded in 1911 by Dr. H. Crichton-Miller 


A non-profit making Chanıty outside the National 
Health Service 





A private clinic (all patients having single rooms) for 


the treatment of patients suffering from neuroses, 
early psychoses, psychosomauc disorders, drug 
addiction and alcoholism 
Treatment 1s supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees 
A full physical examination and pathological investi- 
gations are made In the first week. 
Facilities are also available to Consultants wishing to 
treat thelr own patents independently. 


Apply for details. Administrative Secretary 
Applications for admission to the Matron 
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Goodmayes we did not find a single example of the 
progressively deteriorating course which is the 
traditional stereotype of chronic schizophrenia. All 
the patients had either been maximally disabled at 
the time of first admission to hospital, or their 
deterioration had ceased to progress at least ten years 
previously; the end-state described by Bleuler (1972) 
in Die schizophrenen Geistesstorungen tm Lichte langjahriger 
Kranken- und Familiegeschichte. 

This evidence that chronic schizophrenia tends to 
stabilize is supported by a number of long-term 
studies, including Bleuler’s own personal follow-up of 
over 200 patients and Daum, Brooke and. Albee’s 
20 year follow-up of 253 patients, and accords well 
with clinical experience. 

This is not, of course, to suggest there will be no 
chronic schizophrenics in the community, but taken 
in conjunction with evidence that the most severe 
and crippling forms of the illness are less common than 
in the past (Hogarty, 1977, Schizophrenia Bulletin, 3, 
587-99) it predicts a more hopeful future than the 
tenacious myth of inevitable, progressive deterioration. 

DAVID ABRAHAMSON 
Goodmayes Hospital, 
Barley Lane, Ilford 
DEBORAH BRENNER 
London Borough of Southwark, 
Social Services Department 


Reference : 
Daum, C. M., Brooxs, G. W. & Arsrer, G. W. (1977) 
Twenty year follow-up of 253 schizophrenic patients 
originally selected for chronic disability. The Psych- 
iatric Fournal of the Umversity of Ottawa, 2, 129-32. 


j 1 
NO LUNG CANCER IN SCHIZOPHRENICS? 


DEAR Sir, 

I was prompted by the letter from Dr D. Rice 
(Journal, January 1979, 134, 128) and by the recent 
death of one of my chronic schizophrenic patients to 
look at post-mortem records at Rainhill Hospital— 
made available to me by Dr A. S. Woodcock, 
F.R.C.Path. In the past five years post-mortem 
examınation has confirmed the presence of lung 
cancer in eight patients. Three wıth no previous 
psychiatric history had an acute psychotic episode of 
the type familiar in this condition; two had long- 
standing recurrent depressive illnesses; three were 
typical chronic schizophrenic patients of at least 
twenty years duration before the terminal illness. 
Two of them had been continuously in hospital (since 
1953 in one case and 1956 in the other), while the 
third had been maintained at home, thanks partly 
to a supportive family. Histologically the tumours 
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were: oat cell, poorly differentiated squamous, and 
a well differentiated papillary adenocarcinoma. 
D. V. COAKLEY 


55 Rodney Street, 
Liverpool 1 


BRITISH POLICY ON OPIOID MISUSE 


Dear Sir, e 

Professor G. Edwards (January, 1979, 134, 1-13) 
refers to a paper of mine (1) by the wrong title, date and 
page, and misquotes some figures from it. He has 
made the mistake of combining results from my 
study with those of a previous one by Bewley et al (2), 
though he lacks the necessary data. The passage in his 
article should have read: ‘of 112 opioid users whose 
deaths were reported in the United Kingdom, 24 
were not known to the Home Office before they died’. 
These deaths deserve more attention than Edwards 
has given them because they represent some of the 
price paid for the present British policy. 

The prescribing of NHS heroin or methadone— 
whether this is done by general practitioners or by 
specially licensed doctors—does not protect against 
the high morbidity, mortality and infectious nature of 
opioid misuse (1, 4). There is, therefore, an alter- 
native option to the ones Edwards has proposed. 
This is to stop the prescribing of opioids for self- 
administration altogether, and for medical personnel 
to administer them to patients considered suitable for 
maintenance treatment. The advantages of this 
approach are that it would diminish the above risks, 
officially acknowledge that the medical risks are too 
great to justify using medical means (prescribing 
opioids) for social ends (‘keeping the Mafia out’) and 
enable different maintenance schedules to be tested. 
Certain problems would remain such as when to 
start maintenance treatment (5) for a ‘new case’ or 
for one who has relapsed, and when to stop because, 
say, a patient is misusing illicit drugs. The dis- 
advantages would include the logistics of imple- 
menting this scheme and the possibility of stimulating 
a criminally organised black market. 

Although it may have been justifiable in 1967 to 
be so fearful of what might happen, Edwards 
shows that there is less cause for alarm today and that 
the present policy should be reviewed. 


R. GaRDNER 
Fulbourn Hospital, 
Cambndge CB1 SEF 
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‘MEANING AND VOID’ 


DEAR SIR, ` 

A review as muddled factually and conceptually as 
Dr Berrios’ review of my book, Meaning and Void: 
Inner Experience and the Incentives m People’s Lives 
(Journal, September 1978, 133, 270-1) compels a 
reply. Since space restrictions do not permit a 
reasoned point-by-pomt rebuttal to the review’s 
lattice of misrepresentations, this letter can only 
indicate the nature of the principal discrepancies. 

Dr Berrios misrepresents me as equating ‘meaning’ 
with ‘incentive’ and of setting incentives up as 
‘a kind of primum mobile’. In fact, on p. 24 I wrote 
“The idea that incentives control behaviour. . . 
manages to hide as much as it reveals”, and I go on to 
point out its circularity. Most of the book from that 
point on is devoted to nailing down what this 
‘pedestrian truth’ (Berrios) may mean in terms of 
specific functional relationships among psychological 
processes and conditions—the conditions that govern 
attraction to objects and that determine the rise and 
fall of value, the role of affect in this process, the 
effects of frustration, and the clinical implications. 
The incentive-related systems involved are certainly 
regarded as pivotal features of human life, but this 
is very different from representing incentives as prime 
causes. 

The review wonders about the relevance of 
‘138 American students talking about the importance 
of meaning in their lives’. In fact, that isn’t what they 
talked about, and that paragraph further mis- 
represents the function, number, and diversity of the 
samples involved in that four-page section of the 
book. 

Contrary to Berrios, the book never refers to lack of 
meaning as a cause of depression or as a cause of 
anything else, other than to reflect a motivational 
basis for attempts to alter one’s state of consciousness. 

The review misrepresents several chapters as 
unoriginal rehashes of stale material. The reviewer 
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noted the ‘expected’ references but ignored the rest, as 
well as the original integrations. For example, are 
expectancy-value formulations of suicide really as 
customary as all that? How many books have 
systematically formulated principles of value change, 
or have traced the role of affect and habituation in 
value, drawing on the experimental as well as clinical 
literature? Above all, this book develops original 
current-concerns and incentive-disengagement ap- 
proaches to motivation. 

The review misrepresents the book as espousing a 
‘view of depression based on learning’, a view that 
much of Chapter 5 is specifically devoted to rejecting. 

There is much more to be said. Berrios’s review 
simply does not fairly represent the book. I urge you 
to consult it yourself. 

Eric KLINGER 
University of Minnesota, 
Division of Social Scrences, 
Morris, Minnesota 56267, 
USA 


ELECTROSLEEP 
Dear Sir, 

I was interested to read your recently published 
study of methadone withdrawal with electrosleep by 
Professors Gomez and Mikhail (Gomez and Mikhail, 
1979), and to learn that they had found electrosleep 
successful under controlled conditions, but was 
disappointed by the brevity of their discussion which 
made no mention of possible mechanisms and only 
mentioned four previous studies. I am not sure 
whether, by this, they were implying that electrosleep 
is so well accepted that discussion is unnecessary, or 
so peculiar that discussion 1s impossible . . . Neither 
of these situations apply, and I suspect that many of 
your other readers would also welcome the authors’ 
fuller discussion of the results of their otherwise 
admirable paper. 

At my own review some years ago (Hall, 1973) over 
a hundred previous articles on the subject were 
brought to my attention, and there had even then 
been two international symposia held at Graz in 1966 
and 1969, a controlled trial carried out by American 
workers (Rosenthal and Wolfson, 1970) and the 
subject had been reviewed in several of the foreign 
science bulletins put out by the United States Library 
of Congress (Ivanovsky, 1967, 1968 and 1969) since 
electrosleep had been introduced by Livenstsev in 
1949. Despite one’s inevitable scepticism about a 
treatment which is pleasant, quick, economical and 
without side effects, and which several eminent 
neurophysiologists have quite properly explained to 
me is scientifically far from respectable, an admittedly 
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small study (Hall and Smith et al, 1974) suggested 
that’ electrosleep. was 'as effective in the relief of 


` neurotic anxiety as, tranquillizers and/or hypnosis, ‘ 


‘and I have continued using it ın my own Unit in the 


treatment of anxiety states (some extremely intract- - 


able and ‘placebo-proof’) despite, my own and my 
staff’s basic scepticism. , 

As Gomez and Mikhail indicate, the actual 
technique of electrosleep “is almost ludicrously 
simple to administer (Hall, 1973). The ‘possibilities 
seem to be that the current may simply act on the 
scalp hair follicle receptors, producing an electronic 
‘cradle rocking’ effect, that the monotonous repetitive 
stimuli may produce light hyphosis, that an induced 
alpha EEG rhythm may be produced (much as in 
biofeedback techniques), or that, the whole technique 
is simply electronic mumbo-jumbo. 

Nevertheless, there seem to be recurrent suggestions 
that the’ presence or absence of ‘ alpha type’ ten hertz 
electrical microcurrents in the head are related to the 
presence or absence of subjective anxiety (e.g. Smith, 
1973), and Lippold and Redfearn (1964) found under 
double blind controlled conditions that resistant 
depression may respond to treatment with micro- 
currents. Since Victorian times there have been 
numerous swings of fashion’s pendulum regarding 
‘electrotherapy’ of various types in psychiatry, and 
particularly as electroplexy, hitherto considered 
‘respectable’ appears to be under increasing attack, 
I feel that some rigorous research studies of electro- 
sleep are overdue. 

: PETER HALL | 
Worcester Royal Infirmary, i 
- Newtown Road, i 
Worcester WR5 17G 
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E UENIG WHO WEAR EARPLUGS 


DEAR SR, 

Dr Frith’s paper (Journal, March 1979, 134, 225) 
is an interesting addition to the recent literature on 
the possible relationship betwten primary cognitive 
abnormalities and the secondary development of 


-schizophrenic symptoms. It is refreshing in a specu- 


lative paper of this sort to have the predictions 
deriving from the theory spelt out so explicitly. 
However, I wonder if, in formulating his first predic- 
tion (that reducing the ambiguity of stimuli should 
reduce hallucinations), he has too readily dismissed 
the idea that schizophrenics may experience some 
temporary beneficial effects from a reduction in 
sensory input. Faced with the problem of information 
overload (Hemsley, 1977) it has been postulated that 
schizophrenics may utilize one of a number of 
different strategies in their attempts to cope. They 
may for example minimuze their contact with arousal- 


` heightening stimuli by total social withdrawal 


(Venables and Wing, 1962). Alternatively they may 
employ less drastic methods to lessen perceptual 
input. One such case I have seen recently. 


Case Report 

A 20-year-old single man of West Indian’ origin 
was undergoing a day hospital rehabilitation pro- 
gramme following recovery from an acute psychotic 
illness. His breakdown had been of sudden onset, had 
had certain affective features and there were no 
residual signs of a definite schizophrenic process. His 
phenothiazines were therefore cautiously stopped. He 
fared well initially, but after a few weeks became 
unsociable, refused to attend groups and began to 

neglect his personal appearance and hygiene. His 
mother complained that when she visited him in his 
flat she found that he was no longer coping with his 
day-to-day household chores. In some respects his 
behaviour became decidedly odd. For example, he 
would attempt to memorize pages in the Bible and 
then tear them out and throw them away. Shortly 
after this he began to wear cotton-wool earplugs. 
When interviewed he denied hearing voices but said 
that extraneous sounds bothered him and made him 
feel ill-at-ease in a way which was difficult for him to 
describe. These sounds included the ticking of clocks 
and ‘certain notes’ in the music which was played 
almost continuously over the radio in the day hospital 
workrooms. Wearing earplugs, however, improved his 
sense of general well-being and helped him to ‘hear 
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things clear’. He refused to consider restarting anti- 
psychotic drugs and over the course of the next three 
weeks, with earplugs in situ, he improved socially in 
his work and in his relationship with his parents. This 
amelioration proved but temporary, however. His 
decline was heralded by the announcement ‘Half of 
my brain is linked, to the Moon’. Following this he 
developed bizarre quasi-religious ideas and delusions 
of control by outside influences. It was necessary to 


readmit him to an in-patient ward where he eventu: , 


ally improved again on phenothiazines. 


In’ addition to this man I have personally seen two 
other male schizophrenics who have worn earplugs 
during exacerbation of their illnesses and who claimed 
they ‘felt better for doing so. Both of these differed 
from the case I have described in that auditory 
hallucinations formed a prominent part of their 
complaints. Conversations with colleagues who men- 
tion similar cases suggest that the phenomenon is not 
rare. ` 
It may well be that the wearing of earplugs is a 
product of the disordered logic of the schizophrenic. 
Auditory hallucinations are perceived as arising from 
outside the head and cotton-wool plugs are used to 
keep them out. The reason for a non-hallucinated 
patient wearing earplugs comes less readily, but it 
could perhaps be explained away as simply another 
example of a pointless irrational schizophrenic 
affectation. The phenomenon, however, bears an 
alternative explanation which would make the 
exercise seem less futile. It may be that the schizo- 
phrenic, during the early stages of his illness or during 


CORRESPONDENCE 


an exacerbation, finds himself overwhelmed by 
sensory input from his surroundings. He seeks ways 
to reduce this and may .temporarily succeed in . 
relieving his subjective distress and in improving his ' 
performance. It is tempting to suggest that this was ` 
true of the patient I have described as well as others 
like him who adopt the seemingly eccentric habit of 
pluggings up their ears. : 
P. McGurrin 
The Bethlem Royal Hospital, : 
Monks Orchard Road, 
Beckenham, Kent 
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OMISSION 


Unfortunately, in the paper by Drs Bond, Cundall 
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both the address for reprints and the authors’ address 
were omitted from the end of the paper. Drs Bond and 
Cundall are working at St John’s Hospital, Stone, 
Aylesbury, Buckinghamshire and this is the address - 
for reprint requests. ` 
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ECTRON LTD. 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychiatrists, 17 Belgrave Square, London SW1X 8PC. 


Contributions are agcepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Three high quality copies (one of which should be the original typescript) should be submitted. 
Articles must be typed on one side of the paper only with double spacing and wide margins, and the pages 
must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journa? and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and shouid therefore be underlined in the typescript. 


Kennett, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rutter, M., Tizarp, J. & Warrmore, K, (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scort, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. 1. Rosen). Oxford University Press. 


Durxuem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology; by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 


Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, 1 Wimpole Street, London W1M 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SW1Y 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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e Retreat, York 


for Psychiatric llInesses 


Founded in 1792 by the Quaker, William Tuke, whe establistied the tradition of concern 

for patients as individuals. The Retreat is a 250 bedded private registered nursing home 

“surrounded by extensive grounds on the outskirts of the historic City of York. Itis easily 
reached by rail and motorways: 


; = Care and treatment is offered for most types of psychiatric ies on the short or long 
-term in: a- sympathetic and friendly atmosphere. Patients suffering from neuroses, 
“psychoses, alcoholism and dementia are treated in surroundings suitable for their. indivi- 
= dual needs. fete 


-The Nursing Home i isa registered charity and is able to offer inclusive care in shared 
accommodation from £13.85 per day or in single rooms at slightly: ncreased charge. The 
-Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Roten; York YO1 5BN 
= (Talophons 0904-54551). 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed environ- 
ment. Staffed by nine full-time Consultant Psychiatrists, three Clinical Psychologists and with a 
full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range of 
psychiatric treatments. Care is provided on a short, medium and long term basis and the follow- 
ing specific units are available: 

SHORT TERM ACUTE TREATMENT 

ALCOHOL TREATMENT 

BEHAVIOUR MODIFICATION 

DAY HOSPITAL 

PSYCHOGERIATRIC 

PSYCHOTHERAPY 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London. W1, 
Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 
Further details and brochures may be obtained from the Medical Director, 


St. Andrew’s Hospital, Northampton. 
(Telephone 0604-21311}. 
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isipal has made her a little more 
responsive to her phenothiazine therapy. 


The addition of Disipal to phenothiazine therapy enables optimum therapeutic response to be achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 
often associated with major tranquillizer therapy. 

Drug of choice 


Following a three month double blind crossover trial, the authors concluded thar,“orphenadrine is the drug 
of choice in the treatment of drug-induced cxtra-pyramidal reactions and depression”! 


Increased response 
Furthermore, the authors postulate that “the introduction of orphenadrine in the treatment of a patient whose 
response to phenothiazines is not maintained, might well result in further benefit” 


For patients on major tranquillizer therapy 


* controls extra-pyramidal reactions 
* elevates patient mood. 


L Capstick N, J Int. Med, Res, 1976,4 (6), 435. Disipal, orphenadrine hydrochloride B.P, is a registered trade mark 
Pull prescribing information on request from:— 


O Brocades Great Britain|Lid 


Brocades House. Pyrlord Road, West Byfiel, Weybridge, Suey KT14 6RA 
Telephone: Byfieet 45536/42291 Telex 917301 
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BOWDEN HOUSE CLINIC 


Hartow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
ma Westway Extension 
Founded in 1911-by Dr. H. Crichton-Miller 


A non-profit making Charity outside the National 
: Health Service 


A private clinic (all patients having single rooms) for 
the treatment of patients suffering from neuroses, 
early. psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 


Facilities are also available to Consultants wishing to 
treat their own patients independently. 


-Apply for details: Administrative Secretary 
` Applications for admission to the Matron 


SALFORD COLLEGE OF TECHNOLOGY 
DEPARTMENT OF HUMANITIES 


DIPLOMA IN DRAMATHERAPY 


1 year block-release course (Commencing 
January 1980) 


2 year part-time day-release course 
(commencing September 1979) 


Post-professional courses for qualified and 
experienced workers in the education and the 
caring services. The courses are recognised 
by the British Association of Dramatherapists 


Details and application forms from: 


The Tutor in Dramatherapy 
Department of Humanities 
Salford College of Technology 
Adelphi Building 

Peru Street 

Salford M6 6PU 


UNIVERSITY OF RHODESIA 


GODFREY HUGGINS SCHOOL OF 
MEDICINE 


CHAIR OF PSYCHIATRY 


Professor A. M. Lamont will be retiring on 31 
December 1979. Applications. are invited from 
medical graduates for the post of Professor and Head 
of the Department of Psychiatry. Evidence of clinical 
and organizational skills for undergraduate and 
postgraduate teaching, as wel. as the capacity to 
conduct and stimulate interest in scientific enquiry in 
an African setting would be advantageous. 

The incumbent will be Head of a Department in a 
modern teaching hospital dealing with all racial 
groups. 


Salary Scale: R$20,028 x 96--20,124 x 108— 
20,232 x 96—20,328 x 108-~-20,436 x 96— 
20,532. Approximate current equivalent in S.A. 
Rand: R24,714 x 118—-24.832 x 133-——24,965 x 
118-—25,083 x 133—~25,216 x 118—-25,334. 


Approximate current equivalent in £ sterling: £14,024 
x 67—14,091 x 76—14,167 x 67—14,234 x 76— 
14,310 x 67—14,377. 


Both permanent, pensionable terms and short-term 
one or two year contracts are offered. 


Permanent, Pensionable Terms: Family passages and 
allowance towards transport of effects on 


- appointment. Installation loan of up: to half of one 


year’s salary if required. Unfurnished University 
accommodation guaranteed for a period of at least 
three years for. persons recruited from outside 
Rhodesia. Sabbatical leave and Biennial visits with 
travel allowances. Superannuation and medical aid 
schemes. 


Short-term Contracts: Family passages and 
allowance towards transport of effects. Assistance 
with accommodation for persons recruited from 
outside Rhodesia. 


APPLICATIONS: (6 copies) giving full personal 
particulars (including full name, place and date of 
birth, etc.), qualifications, experience and publications 
and names and addresses of three referees, should be 
submitted by 18 July 1979 to: The Senior Assistant 
Registrar (Staff), University of Rhodesia, P.O. Box 
MP 167, Mount Pleasant, Salisbury, Zimbabwe- 
Rhodesia, from whom further particulars may be 
obtained. An additional copy of application should be 
sent to the Secretary General, Association of 
Commonwealth Universities (Appts), 36 Gordon 
Square, London WC 1H OPF. 


British subjects considering applying for posts in 
Rhodesia are urged to consult the Foreign and 
Commonwealth Office (Telephone 233 8727) or their 
nearest British Consular Office. 
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On second 
thoughts... 


A restless mind in an overtense 
body, fretting the wakeful hours away. 


Cycles of mental and physical 
tension, setting up barriers to 
natural drowsiness. 

To help such patients over these 
initial hurdles, a mild relaxant may 
be all they really need. 

Before you consider recourse to a 
hypnotic, try two Trancopal tablets, 
taken at bedtime. Just to help them 
unwind into natural sleep. 















Trancopal (PL 0071/5098): Each tabiet contains 200 mg chlormezanone. Bottles of 60. 
Dosage: For patients suffering from muscular spasm or anxiety which prevents 
sleep, a usual dose of two tablets at nightis recommended. 

Basic N.H.S. Cost: One week's treatment (2 tabs nocte} 59p. 

Side-effects and precautions: Trancopal may cause minor side effects such 

as drowsiness, dizziness and drying of the mouth. Ambulant patients who 
experience drowsiness should not drive or operate machinery. The sedative 

effect may be potentiated by alcohol and other tranquillisers, particularly 
phenothiazine compounds. Trancopal should not be used with monoamine oxidase 
inhibitors. Trancopal is a registered trade mark. Further information 

available from: Winthrop Laboratories, Surbiton-upon-Thames, Surrey KT6 4PH. WIN 
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CANADA 
PSYCHIATRY 


Saskatchewan. Health, Psychiatric Services Branch and the University of Saskatchewan, have 
embarked upon a new concept which will be attractive to recently qualified British Psychiatrists. 


We offer a “TWO-YEAR FELLOWSHIP IN COMMUNITY PSYCHIATRY” allowing you the opportunity 
to gain experiegce that will benefit your future application for Consultant positions. The delivery of 
our comprehensive community based program is accomplished through muiti-disciplinary teams 
composed. of psychologists, psychiatric social workers, community nurses, therapists, psychiatric 
nurses and support staff. 


Your fellowship experience will consist of an orientation, work assignment, participation in case 
conferences, teaching seminars and assignment of directed readings. 


Psychiatrists interested in this opportunity should request further information via telex from: 
Dr. H. G. Lafave 
Executive Director 
Psychiatric Services Branch 
Saskatchewan Health 
3475 Albert Street 
Regina, Saskatchewan 
S4S 6X6 
Canada 


Salary: $31,216-$49,164—Commensurate with qualifications and experience. (Relocation 
assistance available.) 


Competition number: 614030-8-581 


PSYCHIATRIST 
MEDICAL DIRECTOR 


Saskatchewan Health, Psychiatric Services Branch invites applications for the position of Medical Director, 
Saskatchewan Hospital North Battleford. 
Saskatchewan, Canada is internationally known for pioneering the community care approach while maintaining a 
tradition of high quality service. This particular position affords you a unique career opportunity to be involved in a well 
functioning, comprehensive mental health service for a population of 95,000. 
The delivery of this community based program is accomplished through interdisciplinary teams drawn from professional 
groups composed of psychologists, psychiatric social workers, community murses, therapists, nurses and support staff. 
As the Medical Director you will, within the guidelines established by the Branch and the Executive Director, have 
considerable freedom and influence with responsibility for effective and efficient clinical service. You will direct and 
control the admission, treatment and discharge procedures and have complete responsibility for. assignments and 
evaluation of a medical staff of nine. 
Applicants must have postgraduate psychiatric training and be eligible for full license in Saskatchewan. Graduates of 
approved medical schools in the United Kingdom, Ireland, South Africa, Australia, New Zealand, Canada and the 
United States may be eligible for license. 
The appointment to this position will be on a contract basis. 
BASIC SALARY: upto $61,068 per annum and commensurate 
with qualifications and experience 

Relocation Assistance is available. 
North Battleford is situated on the scenic North Saskatchewan river and minutes away from some of Saskatchewan's 
most scenic lakes, fishing areas, and parkland. Our pollution-free environment offers skiing, curling, skating, swimming, 
camping, sailing and good schools. 
Inquiries should be telexed to: 

Dr. H. G. Lafave, Executive Director, Psychiatric Services Branch, 3475 Albert St, 

Regina, Saskatchewan, S4S 6X6 
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Psychometrics and Psychology 


Paul Kline 

May 1979, x + 382pp., £19.00 0.12.415150.7 
Psychological tests are obviously designed to provide basic insights into the dimensions of 
individual personality and ability. But the available literature on this subject is disproportionately 
concerned with the tests themselves and with related statistical methods. There is a real need for 
psychometrics and psychology to become more closely integrated. This bo8k redresses the 
balance by concentrating on the coherent body of findings that has emerged from psychometrics. 
It concludes that the results obtained from psychological testing constitute a valid basis for 
empirical, psychological theorizing. In particular, it stresses the importance of these findings to 
applied psychology in education, industry and psychiatry. This is an important book for students 
and researchers alike. 


Origin, Prevention and Treatment of 
Affective Disorders 


edited by M. Schou and E. Strémgren 

May 1979, xiv + 308pp., £9.80 0.12.628950.6 

In 1978, the University of Aarhus, Denmark, arranged a series of international scientific symposia 
to celebrate its 50th anniversary. The University wanted to emphasize the internationality of 
research and to provide opportunites for discussions of the results of past work and the plans for 
future work. The Institute of Psychiatry held a 3-day symposium with Danish and international 
speakers on the topic of affective disorders, with emphasis on origin, prevention and treatment. 
The presentations dealt with lithium therapy and research, rubidium, tryptophan, brain amines, 
blood and tissue antigens, cerebral localization of memory and depression, neuroendocrinology, 
genetics, epidemiology and suicide. This book will be of considerable value to psychiatrists, 
pharmacologists, geneticists, epidemiologists and public health workers. ` 


The Technique of Psyc hotherapy 


L. R. Wolberg PARTS ONE AND TWO 


November 1977, Pt. 1, 624pp., Pt. 2, 720pp., £49.00(set) 0.8089.1009.4 

Long a „Standard text in psychiatric training institutions, this publication has been massively 
revised to incorporate current advances in the field. In the third edition, details of every aspect of 
the treatment process may be found that are not available in any other book on the subject. The 
present volumes constitute a convenient work manual, teaching guide, and research resource, 
and are indispensable for the student learning psychotherapy, the practicing psychotherapist, and 
the teacher, supervisor, and researcher in the mental health field. 

Part one: The scope, types, and general principles of psychotherapy. The beginning phase of 
treatment. The middle phase of treatment. Part two: The middle phase of treatment (continued). 
The terminal phase of treatment. 





Academic Press 

London New York San Francisco 
A Subsidiary of Harcourt Brace Jovanovich, Publishers 
24-28 Oval Road, London NW1, England 

111 Fifth Avenue, New York, NY 10003, USA 
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Amitriptyline 
first choice 
in treatment 

of depression 











sustained release amitriptyline 


the obvious 


choice of 
= = = 1 
amitriptyline 
e for your new patients 
e for maintenance treatment of 
responders to amitriptyline 
e Lentizol aids patient compliance by 


avoiding the need for multiple daily 
doses 


1, Barton, LL and Snaith, R.P. Curr.med.Res.Opin,, 4, 3,133, 1972 


FLentizol 


sustained release amitriptyline 
Further information is available on request 
William R. Warner & Co. Ltd. Fa 
o 


Usk Road, Pontypool, Gwent NP4 0YH 
*Trade mark 6612-UK-DEC 78 





CURRENT THEMES IN 
PSYCHIATRY 2 
R.N. Gaind and BL. Hudson 


* Develops the apprcach used so successfully by 
voliume 1 


* Based on lectures at the prestigious Senior 
Psychiatrists course given at Bexley Hospital 


* Broad coverage of issues of contemporary 
concem 

* Specially written by internationally recognised 
authorities 

June 1979; £15.00; 0333 261046 


also available by the same authors: Current 
Themes in Psychiatry 1 (£72.00 O 333 23408 1). 
Together these two volumes provide an unrivalled 
coverage of the subject. 

For further details contact: Robert Devereux, 
The Macmillan Press, Little Essex Street, London 
WC2 3LF 


MACMILLAN 
PRESS 





THE TAVISTOCK CLINIC 


in conjunction with 


THE TAVISTOCK INSTITUTE OF HUMAN 
RELATIONS 
SCHOOL OF FAMILY PSYCHIATRY AND 
COMMUNITY MENTAL HEALTH 


A Psychoanalytic Approach to Work 
with Family Groups 


Membership for this part-time course will be drawn 
from professionals interested in applying 
psychodynamic concepts and practice to their work 
with families. Emphasis is on the understanding and 
appropriate use of the transference and counter- 
transference manifest in the sessions with families. 
Learning will be based on clinical and reading 
seminars throughout the year. 

Further details and application forms are available 


from: 


The Executive Officer (Training) 

School of Family Psychiatry and Community 
Mental Health 

The Tavistock Centre 

120 Belsize Lane 

London, NW3 £BA 
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THE ROYAL COLLEGE OF PSYCHIATRISTS 


GASKELL PRESS 


Just published 
Psychiatric IlIness and Mental Handicap 


Edited by F. E. James, Consultant Psychiatrist, Fieldhead Hospital, Wakefield, Yorkshire and R. P. 
Snaith, Senior Lecturer, Department of Psychiatry, University of Leeds 


The effective treatment of the mental illnesses which occur so commonly in the mentally 

handicapped require special skills beyond those possessed by the general psychiatrist. The 

damaged brain alters symptoms and signs so making the recognition of illness and the response 
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The Psychiatrist in the Terminal Care Unit 


By AVERIL STEDEFORD and SIDNEY BLOCH 


SUMMARY The types of problems of 49 patients referred to a 
psychiatrist in a terminal care unit are reported and their management 
reviewed. The findings suggest that a psychiatrist can play a useful role 
in such a unit, particularly in supervising medical and nursing staff in 
the psychological care of patients and in helping more directly in the 
management of psychiatrically complicated cases. 


Dying patients who cannot be nursed at 
home are being cared for more often in recent 
years in terminal care units or hospices where 
treatment is aimed at the relief of distressing 
symptoms, particularly severe pain (Lack, 
1976; Saunders, 1972). Psychiatrists have taken 
an increasing interest in psychotherapy with the 
dying, but what role they should have in 
terminal care units remains unclear. In this 
paper we report on the experience of a psych- 
iatrist in such a unit over a two year period and 
consider the rate of psychiatric referral, the 
types of problems encountered, and the form and 
result of intervention. The question of the 
appropriateness of including a psychiatrist as a 
member of the terminal care team is discussed. 


Method 


The present study was conducted in Sir 
Michael Sobell House, a terminal care unit 
attached to the Churchill Hospital in Oxford 
which opened in April 1976. This twelve 
bedded unit is staffed by three part-time 
physicians, and by nurses especially selected to 
work with the dying, The patients, most with 
metastatic cancer, are admitted from other 
hospital wards or directly from home for control 
of intractable symptoms such as pain or 
vomiting, for social reasons such as living alone, 
or because their illness has outstretched the 
emotional or physical resources of their relatives. 

All referrals to the psychiatrist (A.S.) attached 
to the unit, between 1 June 1976 and 31 May 
1978 were studied. Patients were seen as soon as 
possible after referral and a psychiatric assess- 


ment was made as comprehensive as their 
clinical condition allowed. A problem list was 
compiled, a diagnosis made where possible and 
a proposed plan of action formulated. In some 
cases one consultation was sufficient; in others 
patients were taken on for further treatment by 
the psychiatrist. She discussed her work regularly 
with a second psychiatrist (S.B.) who provided 
support and advice and also helped to assess the 
effects of her intervention. 

Although a referral could be made by any 
staff member at any time, patients were 
generally referred at a weekly ward round of 
medical and nursing staff which the psychiatrist 
attended. She attempted to clarify the problems 
so that they could be formulated as questions 
requiring specific answers in terms of manage- 
ment. Additional information was obtained from 
the nurse who best knew the patient. Only 
patients referred in this way are considered here. 
Discussion of other patients’ problems took 
place during ward rounds, in regular seminars 
with the nursing staff and in informal meetings. 
Occasionally this led to a formal referral but 
more often the psychiatrist remained in the 
background and provided further guidance as 
requested, 

The psychiatrist was consulted only in- 
frequently in the case of bereaved relatives. 
Although this aspect of terminal care is obviously 
important it is not discussed further in this 


paper. 


Results 
Of the 348 admissions during the period of 
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study, 49 patients were seen by the psychiatrist, 
a referral rate of 14 per cent. The youngest 
patient was 19 and the oldest 83, with a median 
of 61 years. Comparable figures for all patients 
were 4 and 96 with a median of 67. Thirty-six 
women and thirteen men were referred, a ratio 
of 2.8:1. The comparable ratio for all admissions 
was 1.2:1. Table I shows the medical diagnosis 
of the referred patients. 


Reason for referral 


Almost all patients in a terminal care unit 
experience emotional distress of some kind, 
particularly during the first few days of their 
stay. In addition to the anxiety felt by every 
patient newly admitted to strange surroundings, 
some go through the trauma of realising for the 
first time the seriousness of their illness and need 
time to adjust to this. A few expect that a 
terminal care unit will be a gloomy and frighten- 
ing place where they will gradually deteriorate 
until they die. Their attitude can change from 
despair to hope when they experience relief of 
many of their symptoms, and discover that they 
may even be able to make visits home again. 
Because even quite severe anxiety and depression 
can subside in a few days, most patients were not 
referred until they had been in the unit for at 
least a week. This practice tended to select out 
those whose emotional disturbance was amen- 
able to the usual nursing and medical care. 
Table II shows the reasons for psychiatric 
consultation as cited by the referring person. 

A problem in communication between patient 
and staff accounted for six referrals: underlying 
factors for this turned out to be as diverse as 
dysphasia, acute confusional state, and dementia. 
The fourteen patients with ‘abnormal behaviour’ 
were referred because they either disturbed 
other patients, refused medication or showed 
evidence of frank psychotic illness such as 
hypomania. The ‘preventive’ referrals were 
three cases where medical staff anticipated 
problems: one was a woman whose histrionic 
behaviour had impressed the consultant during 
a domiciliary visit and alerted him to possible 
difficulties in in-patient management; the 
second was a young nurse with whom the staff 
would find it only too easy to identify with 
resultant distress for them; and the third was a 


Tase I 
Diagnosis of referred patients 























No. of 

patients 
Carcinoma of breast 15 
Carcinoma of intestinal tract 8 
Carcinoma of bronchus 4 
Carcinoma of prostate 3 
Carcinoma of genito-urinary tract 3 
Primary brain tumours ‘3 
Non-malignant neurological disease 4 
Other malignant conditions 9 
49 

Taste II 
Reason for referral 

No. of 

patients 
‘Abnormal behaviour’ 14 
Depression 12 
Anxiety 8 

Communication problem between patient 

and staff 6 
? Psychogenic basis for physical symptoms 3 
Preventive 3 
Family problem 2 
Suicidal 1 
49 














Taste IH 
Clinical findings at psychiatric consultation 
No. of 
patients 
Family problem 28 
Depression 20 
Anxiety state 16 
Psychotic state: 
(a) organic brain syndrome (acute, 
sub-acute or chrenic) 16 
(b) paranoid reaction 3 
(c) hypomania j 2 
Psychogenic basis for physical symptoms : 
e.g. pain 6 
Personality disorder 4 
Suppressed grief related to previous loss 3 
98 
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chronic schizophrenic. Only one emergency 
referral was made: a woman who became panic 
stricken on realising that she was about to die 
and who threatened suicide and refused to be 
left alone. 


Findings at psychiatric consultation 


The psychiatric problems found as a result of 
consultation are listed in Table III; several 
patients are included in more than one category 
because they had two or more problems. In 
describing these problems, we also briefly 
comment on the psychiatrist’s interventions. 


A ‘family problem’, the most frequent type of 
problem encountered, was recorded when a 
close relationship was sufficiently disturbed to 
warrant direct intervention. The commonest 
example of this was due to a failure in com- 
munication so that patient and relative were 
uncertain what each other knew about the 
diagnosis and prognosis. Until this was resolved, 
they were denied the comfort of intimacy in the 
last few days or weeks, and were unable to 
discuss necessary plans and arrangements. 
Other instances of family problems included a 
case where a daughter could not accept that her 
mother was dying, and kept urging her in a 
cruel and forceful way to make efforts to 
recover. Within two days of her agreeing to ‘let 
her mother go’, the old lady died peacefully, 
much sooner than the medical staff had antici- 
pated. Two other cases were young wives who 
regressed during their terminal illness and 
turned to their mothers for support, rejecting 
their distressed husbands. Here the psychiatrist 
directed her efforts to providing support and 
explanation to the men who felt bewildered and 
guilty. 

Depression was a commonly found feature, 
most often of the sort accompanying the 
mourning of the many losses that the dying 
person experiences. Here the psychiatrist’s role 
was mainly that of listening and sharing. There 
was often associated covert anger against staff, 
relatives, fate or God. Facilitation of the 
expression of this sometimes led to a lifting of 
mood. Patients who were not receiving anti- 
depressant medication when first seen were only 
prescribed it if their depression was persistent 


and there was no evidence of them being able to 
‘work through’ it. Indicators such as sleep 
pattern, appetite or bowel function could not be 
used in assessment because these were usually 
disturbed as a result of the primary illness or 
medication, 

Anxiety states were also common, and 
usually manifested as demanding behaviour, 
talkativeness which irritated other patients, or 
nightmares, The mechanism of denial was 
frequently used by anxious patients. The 
anxiety usually diminished when the psychiatrist 
was able gently to break through this denial and 
help the patients face the basic source of their 
fear. The peaceful death of a patient in a 
neighbouring bed, though a source of temporary 
grief, often helped anxious patients to lose some 
of their own fears. This was much facilitated by 
the staff using these deaths as opportunities for 
feelings to be ventilated. 

Most of the patients with organic brain 
syndromes were intermittently anxious about 
their abnormal experiences or impaired cerebra- 
tion, and often saw them as evidence that they 
might become mad. For some the prospect of 
insanity seemed worse than death, and they 
derived comfort from an explanation of a 
likely cause of their symptoms, even if it meant 
acknowledging that they had a brain tumour. 
Such patients respond to encouragement to see 
themselves. as separate from their illness—sane 
people to whom unusual things happen because 
of their disease. 

Of the 49 patients referred 13 had been 
treated by a psychiatrist in the past. An addi- 
tional six had an obvious psychiatric history, 
though they had not consulted a psychiatrist. 
For example, one had regularly threatened 
suicide, another had suffered recurrent de- 
pression, and another had developed a paranoid 
state in the few months preceding admission. 
Interestingly, in only three cases other than the 
four neurological ones in which psychiatric 
symptoms were clearly related to cerebral 
dysfunction, was the previous psychiatric history 
known to staff at the time of referral. In fifteen 
patients it was not possible to ascertain the 
presence or absence of a past psychiatric history. 
There was definitely no such history in the 
remaining eleven patients. 
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Psychiatric intervention 


Following initial assessment further inter- 
vention was planned with 44 patients. Seventeen 
of these needed only two or three sessions: their 
problems stemmed mainly from poor com- 
munication about their illness, either between 
the staff and the patient or between the patient 
and his relatives. These patients’ emotional 
distress was commonly relieved when the staff 
could be open with them, and when they 
themselves were able to express feelings they 
had previously concealed. Once this had been 
achieved the patient was able to manage 
without further psychiatric help. 


The twenty-seven patients seen for more than 
three sessions (the range was four to twenty-five) 
usually had long-standing personality or relation- 
ship problems which impaired their ability to 
cope with the stress of dying. In many of these 
cases, their relatives were also seen on several 
occasions. The likelihood that there would only 
be a brief period available for treatment before 
death meant that psychotherapy had to be 
focussed mainly on current problems. Material 
from the remote past was only sought and used 
when it seemed relevant. Patients and their 
families showed responses typical of people in 
crisis: motivation for change was common and 
was used to good effect in intensive individual, 
marital or family sessions to bring about 
resolution of the presenting problems. Some 
solutions appeared quite radical; others were 
more in the nature of a ‘flight into health’ with 
denial of problems. Either outcome was at least 
partially satisfactory in the circumstances, as it 
brought considerable peace of mind to the 
patient. When reconciliation occurred some 
time before death, a family or couple could 
experience a new closeness through the terminal 
phase. 


In four instances the psychiatrist concen- 
trated on advising and helping staff rather than 
treating the patient directly. One was a dys- 
phasic patient with whom no one had been able 
to converse. By spending much time with her, 
it was discovered that she could express herself 
adequately and in fact she revealed several 
problems which were easily remedied. She was 
encouraged to greater efforts at comprehensible 


speech, and the staff later learned to understand 
her better. Another had multiple sclerosis and 
associated dementia with disinhibition as a 
prominent feature. Her loud revelations about 
intimate details of her sex life tended to upset 
fellow patients and the staff. The psychiatrist 
explained the nature of this problem to the 
latter and demonstrated that it was possible to 
divert the patient’s attention to more appropriate 
topics when necessary. 


Results of intervention 


Assessing the results of psychiatric inter- 
vention presented difficulties because most 
patients had more than one psychological 
problem; there could be marked improvement 
in some problems but no change or even 
deterioration in others. Moreover, the psych- 
iatrist’s contribution was only a small part of the 
overall treatment regime and inevitably there 
was interaction between the various therapies. 
Thus improved control of pain was usually 
associated with relief of anxiety or depression 
and vice versa. In addition, changes in the 
attitude of family members, either related to or 
independent of the efforts of the staff, often 
altered the situation, presenting new crises or 
unexpected improvement. 


Although we had not planned to measure 
outcome formally, we did attempt to monitor 
the efforts of intervention by using a four-point 
rating scale—markedly improved, slightly im- 
proved, unchanged or worse—for each of the 
items on a patient’s problem list. We arrived 
at a global assessment based on these ratings. 
These were made immediately following the 
patient’s death in 42 cases, and at the end of the 
psychiatric intervention in five patients who 
were discharged from the unit (two others were 
still being seen by the psychiatrist at the time of 
writing). Eighteen patients were rated as 
markedly improved and fifteen as slightly 
improved. In the fourteen patients assessed as 
unchanged, some of their problems may have 
changed for better or worse but the overall 
outcome did not represent either gain or loss. 
No patient was rated as worse i.e. had deterior- 
ated overall in respect of his psychological 
State. 


r 
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Discussion 

The referral rate for psychiatric consultation 
was 14 per cent, considerably higher than has 
been found in studies done in general hospitals. 
White and Bloch (1970) reported a rate of 
2.2 per cent in their Australian study, and other 
authors have reported rates of 9 per cent (e.g. 
Lipowski, 1967) in the U.S. and 0.7 per cent in 
England (e.g. Fleminger and Mallett, 1962). 
Several factors may account for this difference, 
perhaps the most important being that all 
patients in this study were terminally ill. Many 
patients were admitted to the unit after they 
had become too distressed or ill to remain at 
home. In some, psychological and family 
problems were responsible for the breakdown in 
home care: these patients were thus hospitalized 
mainly for psychosocial reasons. Another factor 
that probably increased the number of referrals 
was the ready accessibility of a psychiatrist. 
It is generally recognized that a liaison psych- 
fatrist’s services are used according to their 
availability. Our figures suggest an increased 
prevalence of organic brain disease in terminally 
ill patients compared to hospital patients in 
general, and this may also have contributed to 
the high referral rate. 

The referred patients tended to be younger 
than the non-referred group. Hinton (1963) in 
his study of dying patients found that those 
under 50 years showed more depression and 
anxiety, while Craig and Abeloff (1974) found a 
greater level of psychological distress on a 
symptom check list among younger patients 
with cancer, particularly younger women. The 
young are seldom ready to die; in particular the 
mother with children still at home appears to 
suffer most as she faces the prospect that her 
family will have to cope without her. It is 
likely that the preponderance of younger 
patients referred reflected also the sensitivity of 
the medical and nursing staff to the tragic 
nature of the situation (Hinton, 1972). 

Nineteen patients were known to have 
suffered from psychiatric illness in the past. This 
finding arises the question of whether such a 
history should be enquired for routinely. The 
practice would help to identify ‘at risk’ patients 
but would also carry the disadvantages of 
‘labelling’. Some staff in a general hospital still 


share the common prejudice and fear which 
surrounds psychiatric illness. They suspect that 
an ex-psychiatric patient is more vulnerable and 
more difficult to understand than the average 
person and that he requires specialized skills to 
handle his emotional distress. This attitude can 
obviously inhibit a spontaneous response by the 
staff who may be quite capable of coping with 
the situation. The label may be misleading 
anyway since a previous psychiatric history can 
refer to anything from attendance at a child 
guidance clinic or a circumscribed depressive 
episode to a gross personality disorder. We think 
it probably best not to solicit this history unless 
the patient’s clinical state prompts the admitting 
physician to do so. He should then ascertain 
whether it has any bearing on the present illness. 
In any event an enquiry about psychiatric illness 
does not always elicit an accurate answer. A 
patient in the present sample for example denied 
any previous consultation with a psychiatrist 
because she disliked the one who had treated her 
a year earlier and was reluctant to be re- 
referred. 

Payne and Krant (1969) consider it valuable 
to obtain and record certain information in the 
management of the dying: what the patient 
has been told about his illness and what 
conclusions he has reached; how he is coping; 
how much fear and depression he experiences; 
what the family has been told, what their 
reaction is to the illness, and how much support 
they require. We agree that these are all useful 
questions to ask routinely. In addition, Weissman 
and Worden (1976) conclude from their study of 
cancer patients that those with high emotional 
distress in the first 100 days after diagnosis had 
many regrets about the past, were pessimistic, 
experienced current marital problems and 
enjoyed only minimal support from others. We 
tended to cover these areas with our patients 
and believe that they are pertinent to the 
proper care of the dying. 

Patients in a terminal care unit are usually 
on several drugs, including narcotic analgesics. 
For example, physicians use phenothiazines to 
potentiate narcotics and to counteract their 
emetic effects. Twycross and Wald (1976) have 
shown that the longer a patient is kept on 
diamorphine, the more likely he is to require 
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antidepressant drugs. They noted that the risk of 
depression increased with the duration of 
illness, but were unable to say whether this was 
caused by the illness per se or by the drugs the 
patient received. Tricyclic antidepressants are 
often used at night for their sedative effect, and 
in the belief that they potentiate analgesics 
while diazepam is, sometimes prescribed as a 
muscle relaxant or as an anxiolytic. Thus the 
patient referred to the psychiatrist for the 
assessment and treatment of anxiety or depres- 
sion is likely to be on psychotropic drugs already, 
and the effect of these and other substances (such 
as steroids) that he may be receiving, has to be 
considered. As we found the patient’s overall 
drug regime too complex to allow accurate 
monitoring of the effectiveness of the drug 
treatment recommended by the psychiatrist, we 
have not reported on this aspect of the psych- 
iatric consultation. 

The large number of patients referred and the 
effectiveness of intervention in about two thirds 
of them suggest that the psychiatrist has a 
definite role in the terminal care unit or hospice. 
He can assist both in assessment and in the 
treatment of psychologically complicated 
patients. If in close contact with his medical 
and nursing colleagues, he can take on a 
supervisory role, thus enabling them to become 
more competent in handling the more straight- 
forward psychosocial problems associated with 
terminal illness. Leigh (1973) has highlighted 
the function of the liaison psychiatrist as 
educator. This policy increases the chance that 
someone will be available to respond to the 
immediate psychological needs of patients 
whether a psychiatrist is accessible or not. The 
general level of psychological care is likely to 
improve, allowing the psychiatrist to concentrate 
on patients whose problems clearly require his 
expertise. Finally, as work with the dying can be 
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emotionally demanding, he can play a valuable 
part in supporting colleagues when they are 
exposed to exceptional stress. 
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Psychotherapy of the Dying Patient 


By AVERIL STEDEFORD 


SUMMARY The psychotherapeutic aspects of the care of the 49 
terminally ill patients described in the preceding paper are discussed. 
Their differing ways of coping with the stress of dying and the range of 
psychotherapeutic strategies used in treatment are described. The 
work suggests that the therapist’s use of psychological insights can 
improve his understanding of the emotional pain of terminal illness, 
and well-aimed psychotherapy can contribute to its relief. 


The role of the psychiatrist in a terminal care 
unit was described in general terms in the 
preceding paper by Stedeford and Bloch (1979). 
This paper focusses on the clinical experience 


gained while offering psychotherapy to the. 


patients who were referred, and attempts to 
highlight the psychodynamics which they 
showed and the psychotherapeutic interventions 
which were used. Murray Parkes (1978) has 
reported that much of the physical pain in 
terminal illness goes unrelieved. Cartwright et al 
(1973) in their retrospective study of the 
symptoms suffered by patients in the last 12 
months of their life, reported an incidence of 
36 per cent for both depression and mental 
confusion. Our preceding paper confirms this in 
the cases referred to the psychiatrist, and in 
addition shows that family problems related to 
the terminal illness are even more common. 
Much of this suffering can be alleviated when 
the psychology of dying is understood and 
appropriate psychotherapy is provided. 


The therapist's approach 


When considering the psychology of dying 
patients Kubler-Ross (1969) inevitably comes 
to mind. She described the stages through 
which they may pass during the course of their 
illness. Her work provides valuable guidelines 
for the therapist but he must avoid interpreting 
it too rigidly, or he may lose sight of the wide 
variety of ways in which terminally ill patients 
cope. There is obviously not one way which is 
ideal, and the therapist should approach 


patients with an open mind, recognising that 
they are often more aware of their strength and 
limitations than is the therapist, and use coping 
mechanisms which they have learned to depend 
on during previous crises. Some have retained 
the flexibility that enables them to try new 
ways, and for them the experience of dying can 
be even one of growth. Others are frightened 
into withdrawal from the therapeutic relation- 
ship by anything other than support for their 
familiar pattern, coupled with the gentlest 
attempts to modify. those aspects that are 
especially maladaptive. As the therapist explores 
with the patient the problems confronting him 
at that moment, he should ask himself about 
each one ‘How is this patient coping with this? 
If his reaction is adaptive, can it be reinforced ? 
If maladaptive, how much attempt at change 
will he tolerate ?? The more secure a person feels 
the greater is his capacity for change. The relief 
of physical symptoms, the warmth of the 
therapeutic milieu, and a growing rapport with 
the therapist, may combine to transform a 
patient who is initially frightened and rigid to an 
open, more flexible person who will respond to a 
programme of psychotherapy. Then quite brief 
but precisely aimed intervention may bring 
about marked improvement, as case illustrations 
in this paper will show. 

The dying patient should never be con- 
sidered in isolation, because his interaction with 
those around him profoundly affects his own 
well-being and theirs. Therefore an adaptive 
reaction is here defined as one which brings 
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most relief or causes least suffering to the patient 
himself and also to his family and those patients 
and staff with whom he is in close contact. It is 
sometimes assumed that however difficult or 
destructive a patient’s behaviour may be toward 
others it should be accepted just because he is 
dying. It is always appropriate to support those 
who are coping with the patient, giving them 
opportunities to ventilate their pain or frustra- 
tion. But it may also be necessary to confront 
the patient himself with what he is doing and to 
explore with him the reasons for his behaviour. 
For example, hostility in dying patients is 
usually a mask for inner distress or fear, and 
where the psychotherapist can help the patient 
to cope with these, the resulting improvement is 
rewarding for everyone. Even if the patient 
does not change, discussion with relatives and 
staff about the causes of the behaviour enables 
them to tolerate it more easily. 


Establishing communication 


The dying person experiences many fears 
and often feels isolated because there is no-one 
with whom they can be shared. The basic aim 
in therapy is therefore to establish good rapport 
so that the patient feels free to talk and thus to 
discover the relief that comes from being 
understood and accepted. This interchange 
often leads the therapist to explore with the 
patient whether he wishes to share what has 
passed between them with a relative, friend or 
priest. Often he does, but is reluctant to begin. 
The therapist can offer to meet the other 
person and prepare the way, or suggest that a 
joint discussion takes place. Where the relation- 
ship was previously close, a single bridging 
interview may suffice. As soon as the patient 
begins to receive the emotional support he 
needs from his family and the regular staff, the 
therapist can withdraw. The main focus of 
attention will be on those patients who for one 
reason or another lack supports or are not able to 
use them. 


Defences 


One obstacle to close relationships during the 
patient’s illness may be his use of certain de- 
fences, Relatives do not know what to say, for 
instance, to a patient who is talking unrealistic- 


ally about his future. They either collude or 
retreat from him by visiting infrequently or 
communicating at a superficial level, leaving 
him feeling lonely and isolated. But defences are 
an essential aspect of coping, and the therapist 
needs to know which are being used and 
whether they are maladaptive, before he plans 
his intervention. Some patients go through an 
initial crisis of adjustment, experiencing shock, 
anger, depression, and then acceptance fol- 
lowed by a period of relative calm. Then the 
various defences operate to enable him to cope 
with each new sign of the progress of the 
disease without re-evoking the fear of death. 
Few people can tolerate facing death for any 
length of time, and the therapist should be 
content simply to monitor the situation, inter- 
vening only if there is a resurgence of persistent 
anxiety and suffering. Forceful disclosure of the 
truth when a patient does not need to hear can 
be as harmful as evasion when he does. 

The commonest defence is probably denial 
and this will be discussed in detail to illustrate 
how it may be dealt with in various circum- 
stances. The use of other defence mechanisms 
such as displacement, projection, and regression 
will be mentioned more briefly. 


Denial 


Pattison (1977) has contributed to our 
understanding of denial by differentiating three 
forms: existential, psychological and non- 
attention denial. Existential denial refers to the 
universal capacity to suppress awareness of the 
hazards inherent in everyday life. It is necessary 
for a continuing sense of security that we should 
be able most of the time to ignore such threats as 
nuclear warfare or sudden accidental death. 
Persistent awareness of these possibilities would 
cause overwhelming anxiety and paralyse the 
individual’s ability to respond selectively to 
those immediate threats that jeopardize his well 
being, and to which an effective response is 
possible. 

Psychological denial is a defence against the 
anxiety evoked by danger or the threat of it. The 
dying patient who initially seems to accept the 
truth about his illness but then behaves as if he 
has never been told is using this defence. He 
shows anxiety at the non-verbal and physio- 
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logical levels, but denies it if questioned. He 
may repeatedly ask about his condition and 
respond to the answers he is given as if no such 
conversation had ever taken place before. This 
behaviour may indicate that he believes at an 
intellectual level than an honest approach is 
best, but at a deeper level is not prepared to 
know. If this is the case, he will continue to 
‘ask round’ the staff until someone gives him a 
reassuring answer to which he can cling. More 
often this pattern gives the patient time to 
assimilate gradually information which would 
overwhelm him if he appreciated its full import 
at once. Over the passage of time he makes less 
use of denial and his behaviour indicates that 
he is making adjustments in his appraisal of his 
situation. No intervention other than sensitive 
support is necessary here. 

I agree with Mansell-Pattison’s observation 
that psychological denial is a problem only 
when it is the sole or prominent defence. It then 
blocks communication with family and friends 
and prevents the patient from making suitable 
plans for the future. It is often accompanied by 
severe anxiety, distressing dreams and either 
attention-seeking behaviour or withdrawal. The 
case of a farmer’s wife with breast cancer 
illustrates this clearly. Her relatives reported 
that she had always been ‘nervous and difficult 
to get on with’ and that her habitual method of 
coping with stress had been a refusal to speak 
about it and an attempt to live as if nothing 
amiss had occurred. On admission she reacted 
angrily when she overheard a doctor talking 
with another patient about death. ‘No one must 
ever talk to me like that’ she declared. This 
request was respected until she reported a 
dream in which she had been trapped in a 
corner of an enclosure by a large herd of her 
husband’s pigs. She had cried out for help, but 
although her husband could see her there was 
no way he could rescue her. Her readiness to 
talk about this dream seemed to indicate a 
change in attitude, and it led to her 
acknowledgement that she felt ‘cornered’ by her 
illness and afraid because there was no escape. 
Later she was able to talk with staff about the 
death of other patients she had come to know, 
and through this came to accept that she too 
was dying. She lost most of her fear and achieved 


a peace which was remarkable for a woman 
whose lifestyle had always been one of anxiety 
and denial. 

Three patients who persisted in using denial 
as a defence were found to have suppressed their 
grief over the death of close relatives in the past. 
One who was referred because of vomiting 
which was thought to be psychogenic, could not 
recall experiencing grief When either of her 
parents died, and appeared unconcerned over 
her own malignant disease. The other two were 
referred for chronic anxiety and depression and 
had never mourned the death of a husband, and 
a daughter. It seems likely that successful grief 
work in the past prepares people to approach 
their own death with more equanimity. Con- 
versely, a history of previously unexpressed grief 
should alert the therapist to the problems he 
may encounter when he treats such patients. 

Non-attention denial differs from psychological 
denial in that it is at least partly conscious and 
not usually accompanied by undue anxiety. It 
occurs in those patients who, having accepted 
that they are terminally ill and made necessary 
practical arrangements, pretend to themselves 
and others that they will recover. The purpose of 
this form of denial is not to escape the truth, 
but to prevent the pain of it from spoiling the 
quality of life in the present. It enables patients 
to live as normally as possible for as long as 
possible, and is adaptive unless it reaches a level 
where they deny the severity of the illness to 
such an extent that they refuse further treatment 
and endure unnecessary pain. 


Displacement 


Patients use the defence of displacement as a 
means of coping with powerful emotions which 
would be most appropriately felt about them- 
selves or their predicament. By directing their 
feelings on to others they remain relatively calm 
except when thinking about those who have 
become the focus. This defence may be adaptive 
in some respects for the patient, but causes 
suffering to the person who has become the 
target. A man who showed considerable non- 
verbal anxiety denied that he was at all worried 
about himself. He declared that he had witnessed 
death in the Army Medical Corps and had 
learned to accept it. Now his sole concern was 
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for his wife. He remained calm for most of the 
day with a detached attitude to this illness, but 
became increasingly apprehensive as visiting 
time approached and quite agitated if his wife 
was a few minutes late. When she did arrive, 
his reproachful attitude and his anxious 
questioning about her activities distressed her 
so much that she curtailed her visits and 
consequently felt guilty. Psychotherapy aimed at 
allowing him to experience appropriate anxiety 
about himself corrected this displacement. 
Temporarily he was more disturbed as he 
worked this through, but his relationship with 
his wife improved so much that she was able 
to sit for hours by his bedside, knitting and 
keeping him company as she would have done at 
home. 

Anger about the terminal illness is often 
displaced on to doctors, who are blamed 
inappropriately for making the diagnosis too 
late or giving wrong or ineffective treatment. 
Relatives are sometimes blamed for not showing 
sufficient concern, and nurses may become the 
butt of innumerable petty complaints. A patient 
who displaces anger in this way can disrupt 
relationships with those on whom he depends 
for his care, and psychotherapy which allows 
him to express the anger and frustration he feels 
because he is dying, often changes the situation 
for the better. 


Projection 

Paranoid states in terminally ill patients can 
often be understood in terms of projection. The 
unconscious recognition that a man is soon to 
die is turned into a belief that someone is trying 
to kill him, and may result in frightened or 
aggressive behaviour, in apparent self-defence. 
I have described elsewhere (Stedeford, 1978) 
how this happens most often in acute confusional 
states in which impaired consciousness can 
result in disinhibition and the release of florid 
psychotic material. Guilt about events in the 
patient’s past may appear as ideas of persecution 
and accusatory auditory hallucinations. Al- 
though it may be necessary to control the 
resulting disturbed behaviour with major tran- 
quillizers, it is also worth attempting psycho- 
therapy with these patients. They usually retain 
some capacity to relate to a sympathetic person 


and may—during or after the acute episode—be 
able to perceive the relationship between their 
psychotic experience and their real guilt or 
fears. When this occurs, the abnormal experi- 
ences usually cease. 


Counterdependency, dependency and regression 


There is an appropriate level of dependency 
for each stage of the illness and the psychiatrist 
may be able to help his patient to achieve this. 
In- the terminal phase, a patient’s heroic 
attempts to maintain his independence can 
cause suffering both to himself and to his 
relatives. The person who is determined to walk 
unaided despite frequent falls often needs help 
to recognise that it is not shameful to ‘give in’ at 
this stage and accept assistance. The man or 
woman who ‘has always been a fighter’ needs 
permission to stop struggling and, having 
received it, often experiences great relief when 
able to let go. 

On the other hand the regression which 
accompanies dependency may be maladaptive 
in terminal illness, as it deprives the patient of 
independence which he could still enjoy and 
makes him expect more attention from others 
than he needs. A patient who became breathless 
on walking a few yards claimed that he was too 
ill to walk at all, and thus denied himself the 
freedom to move about the unit at will. During 
psychotherapy he revealed that while he was 
taken everywhere in a chair, he could sit and 
imagine he was still able to walk well if he chose. 
The last attempt he had made had forced him to 
recognise how ill he was, and he would rather 
stay put than be made aware, day by day, that 
his strength was waning. When he understood 
why he had taken to his wheelchair prematurely 
and had accepted that he would gradually be 
able to do less, he resumed walking and was 
pleasantly surprised at how much he could still 
do. 

Later in the illness regression is appropriate, 
and allows the patiemt to accept without loss of 
dignity the personal help and attention which he 
needs, The closeness that results from the giving 
and receiving of tender care can be one of the 
compensations for the suffering of terminal 
illness, for both patient and family, and for 
nursing staff too. Adaptive regression can be an 
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enriching experience as a dying psychoanalyst 
discovered. She asked for psychotherapeutic 
help to ensure that her defences did not deprive 
her of full awareness of what she was experi- 
encing. When she gave up her vigorous attempts 
to be independent, she became almost childlike 
in her attachment to the therapist, and the new 
intimacy that followed gave her intense joy. 
This emotional regression in no way impaired 
her ability to ponder about the philosophical and 
spiritual aspects of her dying, which led to deep 
and stimulating conversations almost to the end. 


Hope 

This discussion of defences and their man- 
agement leads on to the subject of hope, 
particularly because some clinicians maintain 
that it is cruel to remove defences and confront 
patients with the truth about their illness as 
this will inevitably undermine some of their 
hope. The idea that truth destroys hope is often 
used as a justification for keeping patients in 
ignorance. Some doctors with such a view may 
well have seen patients in a stage of shock, 
anger, or despair after news has been awkwardly 
imparted, and not be aware that their emotional 
state can change considerably over a few days. 
Dying patients have a great facility for holding 
two incompatible ideas without feeling that they 
are incongruous. They make appropriate pre- 
parations for imminent death, and at the same 
time can plan for a splendid holiday a year 
hence. As death approaches, it is not that hope 
gets lost, but that its object changes. At first a 
patient hopes that the doctors are wrong and 
that he will recover. Later he accepts limits, and 
sets his sights on an event such as a wedding, 
which he hopes to attend before he dies. Later 
still, he speaks of his aspirations for members of 
his family who will survive (as if he envisages 
himself living on in them) and for himself he 
asks only for a peaceful death. If he is religious, 
his hopes turn to eternal life, and perhaps to 
reunion with beloved relatives who have already 
died. Only the patient who knows he is dying 
can make these natural adjustments. To with- 
hold information about prognosis when a 
patient is seeking it is therefore to deny him 
something which is essential if he is to do the 
work of rounding off his life in a fulfilling way. 


Depression 

As the preceding paper indicates, depression 
is common in dying patients who have many 
losses to mourn. Some staff and relatives find it 
hard to accept that depression is appropriate 
and inevitable, and their well meaning attempts 
to cheer a patient may jar, and make him feel 
that he is not understood. There may be pres- 
sure on the psychiatrist “to prescribe anti- 
depressant drugs, motivated by the need to feel 
that something is being done for the patient. It 
should be recognised that giving support and 
understanding, together with the facilitation of 
the expression of anger where necessary, is in 
itself active treatment. Patients who have 
always had a positive attitude to life emerge 
from this kind of depression with a new appre- 
ciation of the good things that are left. Once 
they accept that their time is limited, they 
begin to make the most of every opportunity 
that presents itself, and outsiders are often 
surprised by their capacity to experience so 
much happiness. Other -patients who are 
naturally of a gloomy disposition do not change 
much. But even they. may respond to the staff’s 
friendly individual attention, and this together 
with freedom from customary responsibilities, 
may bring about improvement in mood. 

The only patient in this series with completely 
intractable depression believed that an intra- 
thecal block done for the relief of severe pain had 
caused her paraplegia. When seen by the 
psychiatrist, she began to reveal her feelings and 
it soon became clear that she had suppressed a 
considerable amount of resentment. The display 
of any negative feelings was taboo for her, and 
she refused to discuss the matter further or to 
see the psychiatrist again. She remained most 
unhappy until her death. 

Some patients whose pain is disproportionately 
severe and unresponsive to analgesics are 
suffering from atypical depression. One such 
woman with severe facial pain had a per- 
sonality disorder, characterized among other 
features by a belief that the only acceptable 
way to respond to trouble was to treat it as a 
joke. Her attempts to laugh her way through her 
illness did not evoke the sympathy and support 
she needed, and the only way she could obtain 
concerned attention was through pain. Psycho- 
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therapy enabled her to begin to express her 
distress more directly, especially to her husband, 
who in his turn learned to support her. Her 
depression lessened, and although her pain 
never left her, it receded into the background so 
much that she could return to her home and 
her role as housewife, and her requirement for 
analgesics diminished. 
Anxiety 

Anxiety too is common in the dying and the 
defences discussed above are used in an attempt 
to cope with it. When a patient expresses 
anxiety directly about himself and his condi- 
tion, it is often helpful to explore it by breaking 
it down into its various components. Existential 
anxiety, the fear of non-being, was seldom in 
evidence in our patients. More common were 
fears about the suffering which the process of 
dying might entail; pain, loss of control, 
dependency, and abandonment. Some fears 
were groundless, and disappeared when they 
had been spoken about. Others were realistic, 
and here patients responded to reassurance that 
their fears were understood and were not 
shameful. They needed to know that their 
symptoms would continue to be treated as they 
arose, and that they would never be left alone 
to cope. We have noted that the presence of a 
familiar person does much to allay anxiety, and 
relatives sitting quietly by the bedside con- 
tribute greatly to a peaceful death. Anxiolytics 
are a valuable adjunct to psychotherapy, but no 
substitute for care and support. 


Organic brain disease 


The following case history illustrates the 
management of a variety of problems which one 
patient presented, and in particular shows how 
the distress of organic brain disease can be 
ameliorated. 


Mrs G., a 52-year-old widow whose husband had failed 
to return from the war, had lived with, and cared for her 
86-year-old mother until she became too disabled by her 
illness, At the time of admission she had a severe hemi- 
plegia and some dysphasia, the result of a cerebral 
tumour. The first problem arose when she convinced her 
relatives that the nurses had strapped her in her chair all 
day and prevented her from walking. Her use of this 
mechanism of projection enabled her to avoid the distress 
of accepting the full extent of her disability, and to blame 


the staff instead. Attempts to help Mrs G. withdraw this 
pattern of projection were not successful at this stage, but 
explanation of it to the nurses helped them to cope with 
her allegations and handle the relatives’ complaints with 
understanding. 

She also presented with depression, provoked in part 
by the loss of her role as head of the household. On her 
admission to hospital, relatives had abruptly stopped 
consulting her about the future care of her mother in the 
belief that she had enough to worry about. When it was 
explained to them that she was still very much concerned, 
and that all she had left to offer was her interest and 
advice, they readily agreed to involve her in their de- 
liberations. Her depression then diminished. 

Later, the patient experienced temporal and spatial 
disorientation and thought that she was in Germany 
searching for her husband. This was associated with 
great distress, Staff were instructed on how to talk her 
back to reality and to separate past and present; their 
efforts usually brought temporary relief. On one occasion 
when Mrs G. was disorientated in time, she angrily blamed 
her watch for being wrong; it became apparent that she 
believed ‘they’ had decimalized time. With reassurance 
that this was not the case, she reflected for a long interval 
and then said ‘it is only a matter of time’. This led to 
conversation about her impending death and ner difficulty 
in tolerating the uncertainty of how much time she had 
left. 

In spite of her confusion, she did have lucid periods. In 
one of these, she complained that some nurses thought 
she was mad, and discussion with them led to greater 
understanding on their part. Through talking about her 
condition with the psychiatrist, she lost her fear of insanity 
and slipped in and out of confusion without being dis- 
tressed. She learned to separate ‘myself’ from ‘my illness’ 
and summed up her acceptance by saying on one occasion 
‘I think it is perfectly logical that I should be confused’. 


Psychotherapy with the family 


The patient’s admission to a terminal care 
unit confronts the family with the seriousness of 
his illness, Practical decisions about who shall be 
told, who shall visit, and how dependent 
members should be cared for, immediately arise. 
In this crisis the united family shows its strength, 
but the problems of a divided family are pain- 
fully exposed. In the latter case, the patient is 
often distressed at visiting time, and family feuds 
may erupt in a way that disturbs others in the 
unit. In almost half the cases in this series, the 
dying patient was so affected by family problems 
that psychotherapy was indicated in an attempt 
to alleviate them. Relatives were usually invited 
to see the therapist alone at first. This often led 
to conjoint or family interviews. 

In one such family, the patient was an elderly 
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man who had always been independent. He 
had expected to care for his invalid sister until 
her death, and refused to accept that he would 
die before her. He obstructed any arrangements 
that were suggested for her management, and 
consequently the family were forced to attempt 
to decide amongst themselves what should be 
done. The patient then complained that ‘things 
were going on behind his back’ and became 
increasingly angry. In this crisis, several 
interviews were held with the patient, his sister, 
and various family members, over three days. 
These resulted in an acknowledgement by the 
patient that he was dying, and the recognition 
that his anger and frustration about his illness 
had become displaced on to his family. A partial 
reconciliation was effected, sufficient for them 
to agree on plans for the care of his sister. The 
patient was also anxious that, because his 
sister had not made a will, her vulnerable 
situation after his death might be exploited by 
various family members who wanted to gain 
access to the money he planned to leave her. 
Delicate negotiations continued until the will 
was made, and she was placed in a nursing 
home. The old man then became less irascible, 
both with his family and with nursing staff, and 
he died peacefully a few weeks later. 

Terminal illness puts a strain on any marriage, 
particularly on one in’which there are under- 
lying problems. In eight instances in the series 
an important focus of intervention was the 
couple: the following vignette illustrates the 
kind of therapeutic approach used. A man of 53 
was admitted primarily because he had become 
80 morose and irritable at home that his wife 
could no longer cope. Theirs was a marriage in 
which she was dominant while he could only 
assert his masculinity sexually and as a skilled 
labourer. When prostatic carcinoma made him 
weak and partially impotent he lost all self- 
esteem and suffered from depression punctuated 
by angry outbursts against his wife and sons. 
Psychotherapy with the couple helped the wife 
to understand her husband’s difficult behaviour 
and to respond more appropriately to his 
emotional and sexual needs. He found a new 
role, taking increased interest in his adolescent 
boys whose care and discipline he had pre- 
viously left almost entirely to his wife. Com- 


munication between the couple improved, 
serious quarrels ceased and both saw the last 
months of their relationship as the most intimate 
of any period of their marriage. 

In terminal care there is a tendency to 
underestimate the ability of the dying patient to 
give. Relatives may feel that a dying person 
should not be troubled about other problems 
arising in the family, and fmay try to conceal 
them. This often depresses the patient who 
senses that something is amiss, and feels de- 
prived of his role as parent or spouse. It is 
appropriate for the therapist to point out to the 
family that the sick person still wants to give, 
and that he can continue to offer his concern 
and advice. They soon appreciate that he is 
likely to feel more alive if involved in family 
affairs, even when they are an additional 
source of anxiety. 

Although the spouse of a dying patient may be 
painfully aware of the lack of communication 
between them, he is often reluctant to talk about 
the impending separation. This may be because 
he is trying to avoid facing the situation himself, 
and pointing this out to him gently may be 
helpful. If the spouse accepts this insight he may 
still be unwilling to talk, fearing that he might 
break down in the course of the conversation and 
further upset the patient. A knowledge of the 
marital history is important here. If the dying 
partner has been a source of strength and 
encouragement to the spouse in previous crises, 
he is likely to want to do so again, and he can 
only act in this role when the couple are facing 
the separation together. Discussion about the 
future and planning how the surviving spouse 
will cope helps the patient to work through guilt 
he or she feels about abandoning a loved 
partner. In the days and weeks that follow 
death, there is comfort for the newly widowed 
in the knowledge that they are carrying out those 
things which the couple planned together. 


Conclusion 
The psychiatrist who provides psychotherapy 
for the terminally ill needs to be something of a 
jack-of-all-trades, and the prospect might seem 
daunting. However, sophisticated psychotherapy 
is not as necessary as are sensitivity, a willing- 
ness to follow the patient rather than lead him, 
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some knowledge of the psychology of dying, and 
the ability to accept the inevitability of death. In 
the. relief of pain physicians have moved from 
the era of aspirin and morphine to a wide 
variety of analgesics, each with its specific 
indications. To use them well the causes of pain 
must. be accurately diagnosed and the drugs 
given in the optimum way. The relief of the 
emotional. pain of fying has traditionally been 
achieved with tender loving care, and spiritual 
measures for those patients who are religious. 
Both still play an essential part, but the experi- 
ence described in these two papers suggests that 
a better understanding of the causes of emotional 
pain, and the use of psychotherapeutic strategies 
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aimed at specific areas of distress may be more 
effective than devoted care alone. 
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Psychologically Stressful Events in the Precipitation of 
Manic Episodes 


By A. AMBELAS 


SUMMARY The case notes of all 67 manic patients admitted to the 
psychiatric wing of a District General Hospital over a period of two 
years were screened for evidence of independent life events during a four 
week period prior to admission. The nature of such events. and of the 
underlying stresses was examined and the data obtained were com- 
pared with data from a control group of acute surgical admissions. 
Four times as many manic patients had an independent life event 
closely preceding their admission. It is concluded that stress in the 
form of loss or threat.is a common precipitant of mania. Some sur- 
prising findings are focused upon and discussed. 


_ Suggestions that exogenous factors can play a 
part in the precipitation of mania can be found 
in the earliest works of the Kraepelinian 
era of psychiatry (Meynert, 1890; Westphal, 
1911), 

Most commonly somatic and psychoreactive 
factors were taken together and concussion 
held the most prominent position, although 
Westphal and Schneider (1919) mention shock 
and anxiety as precipitants. However, all these 
references were brief and based on impressions 
rather than facts. 

‘French authors focused on bereavement more 
specifically and over the last 35 years ‘deuil 
maniaque’ (maniacal grief) became an accept- 
able term in the French literature. In 1957 
Racamier and Blanchard, reviewing the existing 
literature, concluded that ‘in the majority of 
cases, “maniacal grief” follows the death of a 
loved person. The specific precipitant of mania, 
which sets in after a latency period of hours, 
days or even weeks, is the loss of essential 
affective support’. 

In more recent times Italian workers also 
recognised mania precipitated by bereavement 
(Borgna, 1964; Scotti and Cerletti-Scotti, 
1969). In fact the Scottis attempted a classi- 

fication. of states of overactivity following 
bereavement, and distinguished : 


(a) ‘Maniform’ anxiety states 


(b) Oneiroid states with psychomotor 
excitement 
(c) ‘Maniform’ excitement. in schizo- 
phrenics 
and (d) Classical mania 


before going into detailed descriptions of the 
course of events in three cases of the fourth 
variety. 

The English literature during this time does 
not mention the question, although Parkes 
(1964) recognises mania as a complication of 
grief. Winokur et al (1969), in their monograph 
on manic-depressive: illness, dispose of the 
question of reactive mania inconclusively in less 
than one page, while McCabe (1975) writing 
on psychogenic psychoses recognises among his 
cases psychogenic schizophrenia and psycho- 
genic depression and refers to a third variety he 
calls ‘psychogenic excitement’, but mania is 
never mentioned. Brown and Birley studied the 
precipitants of schizophrenic (1968) and of 
depressive (1970) illnesses, but again mania was 
omitted from consideration. Only Stern (1944) 
in complete isolation and opposition concluded 
that mania was a reactive illness. 

Blankenburg in 1964 and Tölle and Fritz in 
1971 produced numerical data. Both studies 
looked retrospectively at precipitating factors 
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and distinguished between somatic and ‘psycho- 
reactive’ factors. Their studies are uncontrolled, 
and the authors themselves recognise and 
discuss the methodological problems they 
encountered and the weaknesses of their work. 

Finally, while the present study was being 
undertaken, Leff et al (1976) discovered, as an 
offshoot of a binational epidemiological study 
of mania, indeperident events occurring soon 
before an attack in 28 per cent of their cases. 

The present study looks at events which 
precede manic episodes, leaving aside the 
question of psychogenicity or reactivity, which 
is usually a clinical inference from experiences 
significant individually to the particular patient. 
In this way the study loses in sensitivity but 
gains in objectivity and a choice had to be made. 


Material and Controls 


All 67 patients admitted to Walsgrave 
Hospital, Coventry, and given a diagnosis of 
‘mania’, ‘hypomania’ or ‘manic-depressive 
illness, manic phase’ during the first two years 
of this new psychiatric unit were included. 
Whenever the patient had been admitted more 
than once during this period, the first admission 
was taken as the index one. The first 60 serially 
admitted acute surgical patients matching the 
sample for age and sex constituted the control 
group. Acute surgical admissions were preferred 
for two reasons: 

(a) Definite acute onset in the surgical cases, 
which rendered the timing of preceding 
events more accurate, and 

(b) Definite positive pathology: whenever 
the operation did not reveal pathology 
the case was not included, e.g. appendi- 
cectomies without appendicitis. 


Method 


The case notes of the 67 psychiatric patients 
were examined and cases positive for the 
presence of events were identified. These 
patients were interviewed personally so that 
the presence of an event, its emotional quality 
and its independence were ascertained beyond 
doubt. 


(a) Diagnosis 
The diagnoses had already been made by the 


responsible consultants. As a double precaution 
the notes were screened against Feighner’s 
diagnostic criteria for research purposes which 
are as follows: 
‘For the diagnosis of mania A, B and C are 
necessary. 
A. Euphoria or irritability 
B. At least three of the following: 
(1) Hyperactivity (including 
social and sexual hyperactivity) 
(2) Pressure of talk 
(3) Flight of ideas 
(4) Grandiosity (which may be delusional) 
(5) Decreased duration of sleep 
(6) Distractibility 
C. A psychiatric illness lasting at least two 
weeks, with no pre-existing psychiatric 
condition’ (Feighner et al, 1972). 
This did not result in any cases being rejected. 


motor, 


(b) Exclusions 


It was decided to exclude from consideration 
as positive those cases where the following 
circumstances were obscuring the picture: 

(1) Cases presenting with rapid succession 

of manic and depressive episodes without 
a reasonably long interval of normality, 
as it becomes impossible to establish the 
onset of the phases and the relationship 
of the events in time. 

(2) Cases with a history extending over more 
than 15 years, and with more than 10 
episodes; here it could be argued that 
any antecedent events could be purely 
fortuitous occurrences without any bear- 
ing on the course of the illness. 

(3) Case notes containing insufficient in- 
formation. 

(4) Cases were excluded if on a previous 
occasion a non-affective diagnosis had 
been made. 

(5) Cases could not be considered if they 
did not fit the limitations set out regard- 
ing the events themselves (see below). 


(c) Events 


A stressful event is defined following the 
Brown and Birley (1970) example as ‘an event 
of such character. as to be considered as poten- 
tially emotionally disturbing to a majority of 
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Taste I 
List of events considered as stressful 











No. Event No. Event 
1. Death of child 25. Marital separation not due to arguments 
2. Death of husband/wife 26. Move to another country 
3. Being sent to gaol 27. Son enlists or drafted in forces 
4. Death of first degree relative 28. New person moves into home (e.g. relative, 
5. Serious financial difficulties (bailiffs, etc) lodger) 
6. Miscarriage or stillbirth 29. Retirement bd 
7, Court appearance for serious offence 30. Change in work hours or conditions: (over- 
8. Business failure time, second job, new boss, re-organization) 
9. Marital separation due to arguments 31. Cease going out with steady boyfriend/girl- 


10. Unwanted pregnancy 

11. Divorced 

12. Fired 

13. Death of close friend 

14. Serious illness of first degree relative 

15. Unemployed for one month 

16. Involved in law suit 

17. Failimportant exam or course 

18. Losing or being robbed of personally valuable 
object 

19. Demotion 

> 20. Taking a large loan (more than half annual 
salary) 

21. Break engagement 

22. Child marries without approval 

23. Separation from significant person (e.g. close 
friend} 

24. Prepare for important exam 





people on common sense grounds’. In order to 
be considered, such an event should be ‘inde- 
pendent’ of the illness, ie. not influenced by 
“the patient’s possibly abnormal behaviour due 
to an, as yet, undiagnosed illness. For the 
purposes of this work, the event should have 
occurred during the four weeks preceding 
admission or should have been continuously 
operating throughout this period. A list of 
life-change producing events was used, taken 
from Paykel et al (1976) but abbreviated. Some 
of the items originally included were here 
omitted because either they were considered 
weak statistical data, or were felt to be in- 
appropriate questions for acute surgical patients. 

The check list used is shown in Table I. 
The author realized that the study had the 
following methodological weaknesses: 


(1) Use of case notes to discover events in the 


manic group may underestimate their 
actual occurrence. 


friend (after at least 3 months) 
32. Change in line of work 
33. Move to another city 
34. Marital reconciliation 
35. Child leaves home (e.g. college) 
36. Wife becomes pregnant 
37. Birth of child (for mother) 
38. Change school, college or university 
39. Birth or adoption of child (for father) 
40. Begin full or part-time education 
41. Promotion 
42. Move within same city 
43. Marriage 
44. Finish full-time education 
45. Become engaged 
46. Child engaged 
47. Wanted pregnancy 
48. Child marries (with approval) 





(2) A group of surgical patients probably 
has a higher level of events preceding 
onset than the general population. 
The event selection criteria forced an 
omission of cases that would satisfy the 
most stringent criteria for selection as 
psychogenic (see Note 3 under Table II). 
Fortunately these factors would tend to 
narrow the difference between the groups and 
disprove, rather than confirm, the starting 
hypothesis that stressful life events occur before 
manic illness. 


(3) 


Results 


Fourteen of the patients considered satisfied 
the criteria set forward for positiveness relating 
to the existence of events and their timing, and 
did not need to be excluded for any of the 
reasons given above. In comparison, only 4 of 
the surgical controls reported stressful events 
from the check list occurring during the four 
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PSYCHOLOGICALLY STRESSFUL EVENTS IN THE PRECIPITATION OF MANIC EPISODES 











Taste H 
Stressful events in the precipitation of manic episodes 
Overview 
Type of event and stress 
Un- Type of 
Cases Sex Age Events Pleasant pleasant Loss Threat illness 
(1) Pat H. Female 40 (1) Deathoffriend 
(2) *Death of mother — -= + — Mania only 
(2) DorothyB. Female 42 Death of father — ~ + —— Ist episode 
(3) NoraMcG. Female 66 Death of mother E + + —- Bipolar 
(4) Henry A. Male 30 Death of father — + + —  Istepisode 
(5) Ella T. Female 64 Death of last surviving sister — + + — Ist episode 
(6) Paul G. Male 31 Breakdown 2 days prior to exam 
on which promotion depended a + _ + Ist episode 
(7) Janet B. Female 39 Son went to boarding school — + + — Bipolar 
(8) Kath F. Female 28 Son in car accident and husband 
loses job — + + — Ist episode 
(9) Reg K. Male 61 Decision reached for him to go to 
London and live with other son — — ?- + Bipolar 
(10) RichardS. Male 47 (1) Birth of child 
(2) Birth of child 
(3) Theft of coin collection 
(4) *Marriage of daughter + — P+ Mania only 
(11) Stephen H. Male 61 Loss of job. Took new job, very 
unhappy = + + + Bipolar 
(12) Albert A. Male 37 Informed about wife’s pregnancy + —_ — + Bipolar 
(13) S.J. (indian) Male 30 (1) Emigration 
(2) *Birth of 2nd female child — + + — Mania only 
(14) Rosemary W. Female 22 Breakdown of engagement to first 
ever boyfriend — + + — Ist episode 


* Key admission 


Note (1): The ‘independent’ character of the events in cases 10, 12, 14 was ascertained through personal interviews with 
patients and when necessary relatives. 

In case 9 the move was decided because the son playing host was moving to another city; in case 11 the loss of 
job resulted from the employing firm going into liquidation, and in case 14 the ex-fiancé of our patient in- 
formed us that he had met somebody else who was physically more attractive and he never had any problems 


with our patient, 


Note (2): Incase 13 the patient explained that the birth of the female child was unpleasant, in fact it was a disaster. 


Note (3): Examples of cases not included 


(15) 


(16) 


MichaelG. Male 


MargaretB. Female 


67 


21 


This old man of sub-average intelligence, single, who had never had any 
relationships with women and who was living with a family as a lodger, became 
ill the day following the first adolescent-type party given by the fourteen-year-old 
daughter of the family, of whom he was very fond. He had bought her a pony 
and taught her how to ride. The first thing he did was to go to the riding-school 
and start breaking things up there. (Reason for non-inclusion: event not in the 
check-list). 

Orphan since age 10, went on a spending spree four days after the death of an 
elderly gentleman ex-neighbour she had become friendly with and used to visit 
and help look after for the last four years. (Reason for non-inclusion: man not 
first degree relative). 
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week period prior to their admission. This 
difference is significant at the | per cent level 
(x? = 9.09, df = 1, P <0.01). In absolute 
numbers it means that more than four times as 
many manic patients had a stressful life event 
preceding their illness (28 per cent vs 6 per 
cent), This is even more significant if one 
considers that the controls were personally 
interviewed and no event was likely to have 
been overlooked, which was always a possibility 
with the manic patients where case note screen- 
ing was the method for data collection. 

The sexes were equally represented and no age 
group was immune. The mean age was 43.6 
years; the mean age of the controls was 41.8 
years. 

Family history of definite or probable mental 
illness in first and second degree relatives was 
obtained in one third of the cases. The range of 
diagnoses included 2 of schizophrenia, 2 
suicides and 2 definite and 2 probable manic 
depressive illnesses. 


Clinical picture 

Nearly half the positive cases were first 
admissions. In fact nearly half the first admission 
cases had their onset of illness preceded by 
some event from the list. The accepted clinical 
features of a manic phase were used as selection 
criteria in this study and hence do not merit 
further elaboration, except to stress the fact 
that these symptoms occurred with the expected 
frequency. Overactivity, pressure of talk and 
flight ofideas were present in all cases; irritability 
was present in all but one, and delusions of 
grandeur in 40 per cent. The onset was in- 
variably acute. Recovery from the illness was 
preceded by a brief period of depression in half 
the patients. This was so in the 3 cases of 
recurrent manic episodes without definite 
depressive episodes between. Unfortunately this 
small number forbids the critical evaluation of 
this observation. 


Events and stresses 


The independent events can be divided, 
according to the work of Brown and Birley, 
into pleasant and unpleasant; the stress under- 


Taste IHI 
Number of admissions per week 





Time between event and admission 
(weeks 








Bereavements 0 1 2 2 0 
a ee AANE 
Other events 0 2 1 1 5 





lying them can then be examined and classified 
according to its nature. Table II summarizes the 
events, their ‘pleasantness’ and the associated 
stress types. It can be seen that the unpleasant 
ones prevailed by a ratio of 4 to 1, and whenever 
a pleasant event was found an element of threat 
or loss could be strongly suspected. The stresses 
could be fitted into two categories, ‘loss type’ 
or ‘threat type’; the ‘loss type’ stresses were 
present twice as often. A bereavement was found 
in 5 out of 14 cases. Table III shows the 
relationship in time between the occurrence of 
an event and the admission (admission dates 
being preferred to onset dates as harder data) 
separately for the bereavements and the non- - 
bereavement events, — 


Discussion 

(1) In a high proportion (28 per cent) of 
patients, it was possible to identify an inde- 
pendent event which was potentially psycho- 
logically stressful. This figure is significantly 
higher than the one found among the control 
group where similar stresses were apparent in 
only 6.6 per cent. The figure is identical with 
the 28 per cent which Leff et al (1976) gave for 
precipitating events in their epidemiological 
survey of manic illnesses. The difference 
between controls and patients is significant at 
the I per cent level. 

This figure is felt to be an underestimate since 
the deeply rooted ideas as to the genetic and 
biochemical aetiology of mania militate against 
doctors asking the relevant questions. In fact 
Télle and Fritz had also noticed that when over 
the last 2 years of the 10 year period covered 
by their study, the work acquired a prospective 
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quality, ‘psychoreactive’ factors were identified 
more frequently. 

(2) In 5 of our cases (1 in every 3) bereave- 
ment was the stress factor, thus indicating a high 
prevalence of this particular event. However, 
it is possible that as it is the one event least 
likely to be missed in the history it assumes 
undue prominence. The finding that non- 
bereavement events tend to cluster more closely 
to the admission date (see Table III) could be 
accounted for either by the well-established 
existence of an affectively blunt period in the 
process of mourning, immediately following the 
event, or by a higher and longer tolerance from 
the part of the community in the face of odd 
behaviour exhibited by a recently bereaved 
person, resulting in a delay before pressing for 
admission. 

(3) The surprising number of first episodes 
among the positive cases (7 out of 14) may be 
accounted for in either of two ways. One is that 
the environmental stress has a major patho- 
plastic role, possibly in predisposed individuals, 
the other is that the result is an artefact resulting 
from better history-taking during a first admis- 
sion than in a later one, where the familiarity of 
the patient results in a brief description of the 
mental state replacing a comprehensive review. 
A third theoretical possibility would be that in 
later episodes the events and stresses need not be 
of the gross quality studied here, and so might 
go undetected, or might not qualify for inclusion 
in the study. A process of conditioning might 
have to be assumed if this were the case. Stern, 
making a similar observation in 1944 com- 
mented, ‘melancholia and mania are reactive 
and not constitutional. But, once an attack has 
taken place, the liability of the patient to 
further attacks of either is so increased that 
these can be caused by trivial misfortune’. 

(4) In virtually all of the cases reported, the 
stressful event is one of loss or threat, but it is 
not easy to explain why such stresses should 
operate as precipitants for mania. Hypotheses 
include the concept of a ‘manic defence’ pro- 
pounded mainly by Melanie Klein. She 
describes a particular type of organization of 
defence mechanisms (splitting, denial, projec- 
tive identification, idealization), postulated as 
protecting the individual from the devastating 
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effects of depression and anxiety when the 
slower-acting alternative mechanism of repar- 
ation could not effectively and quickly repair 
the damage caused by the event. Perhaps such a 
mechanism could take over the ego completely 
and present itself as an illness, The observation 
made that the onset of manic illness is very close 
to the events would add further support to such a 
hypothesis. Outside psychoanalytic theory, the 
manic illness can be seen as a set of forms of 
behaviour or symptoms which can be released 
by a variety of stresses. Just as depression has 
been considered by some as a posture, manic 
symptoms could be considered similarly. 

What conclusions can we draw from the 
facts presented ? First, the traditional view that 
mania is never reactive or psychogenic is 
challenged. Secondly, further research is needed, 
ideally on first admissions, if possible prospective 
in design, and supported by biological and 
personality studies of the patients. The hypo- 
thesis to be tested would be that patients 
whose manic episodes are stress-precipitated 
constitute an identifiable group. This would 
not only be of intrinsic interest but might have 
far-reaching implications for the management 
of such patients. The notion that the manic 
episode is the easiest to control among the 
psychoses may have to be replaced by the 
anxiety that we have not yet started treating the 
illness itself. That again might force us to pay 
more attention to what has always been the 
poor relation in the family of the psychoses. 
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Renal Function in Patients on Lithium Treatment 


By R. HALLGREN, P. O. ALM and K. HELLSING 


6 
SUMMARY A cross-sectional study was performed on 66 lithium- 
treated patients to investigate a possibly changed kidney function, 
using ['Cr]-EDTA clearance, and urinary excretions of albumin and 
B.-microglobulin. Thirteen patients showed abnormal test results: 
seven had decreased glomerular filtration rate, four had increased 
albumin excretion and four had increased excretion of B, micro- 
globulin. There was no correlation between length of treatment with 
lithium or hypothyroidism (10 patients) and impaired renal function. 
Four patients had already manifested signs of renal dysfunction 
before lithium treatment. The high prevalence of impaired renal 
function among our patients is unexplained but lithium could be one 


possible cause. 


Lithium is widely used as a psychotropic 
agent in patients with manic-depressive disorders 
or recurrent endogenous depression. Polyuria is 
often observed during lithium treatment and 
regarded as the result of a harmless reversible 
kidney affection (Robak and Saetermo, 1975; 
Forrest et al, 1974). Attention has recently been 
drawn to the possible association between 
long-term treatment with lithium and chronic 
renal damage. In experimental animals epithe- 
lial degeneration of the distal as well as the 
proximal parts of tubules has been reported 
(Radomski et al, 1950; Evan et al, 1972). In 1977 
Hestbech et al reported on chronic interstitial 
renal lesions in 13 patients receiving lithium 
treatment. This alarming report prompted us to 
perform a cross-sectional study of our patients on 
lithium treatment. We have so far investigated 
66 patients, including the urinary excretion of 
albumin as'a marker for glomerular proteinuria 
and of 8,-microglobulin as a marker for tubular 
proteinuria. The data obtained are discussed in 
relation to the length of time on lithium 
treatment, earlier episodes of lithium intoxica- 
tion and a possible connection between lithium- 
induced hypothyroidism and renal damage. 


Material and Methods 
Patients: The material consisted of 66 un- 
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selected patients (18 males and 48 females, 
25-73 years old, mean 49 years), under treat- 
ment and follow up by the Department of 
Psychiatry, University Hospital, Uppsala. The 
diagnoses were: bipolar affective disorder 
(n = 26), unipolar affective disorder (n = 34) 
and cycloid psychosis (n = 6). All patients had 
been on lithium treatment for between 2 
months and 15 years. Lithium alone was 
administered to 33 patients, while the remainder 
received also tricyclic antidepressants (n = 16), 
or neuroleptic agents (n = 10) or both types of 
drug (n 7). The patients had previously 
been examined at least three to four times a year 
for psychiatric symptoms, serum concentrations 
of lithium and creatinine, and the presence of 
albuminuria (measured qualitatively with test 
strip). They were also regularly (about once a 
year) examined for thyroid function. Ten of 
them were under treatment with thyroxin for 
hypothyroidism. 

{@Cr]-EDTA clearance: The tracer substance 
was purchased from Hoechst, West Germany. 
[2Cr]-EDTA clearance was performed and 
calculated according to the single-injection 
technique described by Bréchner-Mortensen 
(1972). In our department the lower normal 
limit for glomerular filtration rate (GFR) as 
measured with [%'Cr]-EDTA clearance is 85 
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ml/min per 1.73 m? surface area for men aged 
20 to 39 years and 77 ml/min for females of the 
same age. The decrease of GFR with age was 
calculated according to Smith (1951) and 
Bréchner-Mortensen et al (1977). 

Urinary proteins: Urine specimens were col- 
lected for 24 h in plastic bags of four litre 
capacity containing three ml of a preservative 
solution (2 mol/l Tris HCl buffer, pH 8 with 
0.2 per cent sodium azide). Urinary albumin 
was quantified with a  polymer-enhanced 
immunonephelometric technique according to 
Lizana and Hellsing (1974). The upper normal 
limit has previously been given as 50 mg/l 
(Bohn, 1973), 30 mg/l (Rennie and Keen, 1967) 
or 20 mg/l (Weeke and Weeke, 1973), Our own 
normal material (unpublished) shows a mean 
value of 3.8 mg/l with + 2 SD limits of 1-20 
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mg/l. However, with regard to earlier reports on 
albumin excretion (Bohn, 1973) and to. the 
lognormal distribution of urinary albumin we 
consider only albumin values outside the + 3 
SD region (> 50 mg/l) as clearly abnormal. 

Urinary 8,-microglobulin was analysed with a 
radioimmunoassay (Phadebas 8,-micro test, 
Pharmacia Diagnostics, Uppsala, Sweden) fol- 
lowing the manufacturer’s instructions. The 
normal range for urinary ®»-microglobulin. is 
up to 350 ug/l (Peterson et al, 1969). 

Creatinine and thyrotropin: Blood samples were 
drawn from all patients at 9 a.m. before the 
injection of [®Cr]-EDTA. Serum creatinine was 
analysed using an autoanalyzer technique 
(Technicon NIIb). The normal range for serum 
creatinine is 64-106 pmol/l. Thyrotropin (TSH) 
was determined by radioimmunoassay (TSH- 
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test, Pharmacia Diagnostics, Uppsala, Sweden) 
following the manufacturer’s instructions. 

Lithium analyses were performed using an 
atomic absorption spectrophotometer. Recom- 
mended therapeutic serum levels are 0.5-1.5 
mmol/l. 


Results 

Figure | shows the {2Cr]-EDTA clearance 
values for the patients. The decrease of clear- 
ance with age is apparent. Seven patients had 
impaired GFR as measured by [5'Cr]-EDTA 
clearance, The excretion of albumin and 
8,-microglobulin is also shown in the figure. 
Four patients had urinary albumin values 
exceeding 50 mg/l and another four had 
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increased excretion of §,-microglobulin. Only 
one patient with pathologically increased excre- 
tion of 8,-microglobulin had impaired GFR. 

The patients (n = 10) with treated hypo- 
thyroidism are also indicated in the figure. Only 
one of them had a clearance value below the 
lower normal limit and none showed abnormal 
proteinuria. No patient had at the time of this 
investigation manifest hypothyroidism (i.e. all 
serum TSH values were normal), 

There was no correlation between the length 
of lithium treatment or estimated total dosage 
of consumed lithium, and measured variables of 
renal function. Three patients had had serum 
lithium concentrations above the recommended 
upper therapeutic level on one occasion, but 


TABLE I 
Treatment data and impaired renal function 











Add. [*Cr]- 
Age Li-period S-Limax psych. EDTA U-Alb U-6.-u 

Patients Sex (years) Diagnosis (years) (mmol/l) med. (ml/min) (mg/l) (ug/l) 
Group A 

lL HL M 29 c 10 0.9 +- 70 <10 37 

2. HF M 57 u 9 0.8 49 23 156 

3. NE M 36 b 3 0.8 + 83 <10 91 

4. GH M 39 b 8 1.4 o> 80 40 82 

5. GE F 53 u 7 1.1 60 26 97 
Group B 

6. EN F 73 u 2 0.9 + 38 43 1980 
Group C 

7. IL F 37 b 2 1.0 53 427 99 
Group D 

8 KO F 55 c 13 1.1 124 46 442 

9 MA F 52 u 8 0.5 76 36 660 
10. GB 46 u l 0.7 129 <10 3800 
Group E 
ll. GA F 55 u li 1.1 + 102 77 <30 
12. EP F 50 b 15 0.8 ~ 34 93 72 
13. AB M 49 b 9 0.9 94 72 41 
Normal values 0.5-1.5 85M, 77F <50 <350 





Li-period = Time on lithium therapy; S-Limax = Maximal observed serum level of lithium; Add. psych. 
med. + = tricyclic antidepressants, — = neuroleptic agents; u = unipolar affective disorder; b = bipolar 


affective disorder; c: = -cycloid psychosis. 


Group.A: reduced GFR only, B with tubular proteinuria as well, C with albuminuria as well. 


Group D: tubular proteinuria only. 
Group E: albuminuria only. 
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none showed signs of impaired renal function. 
The patients were also divided into subgroups 
according to treatment with lithium alone or in 
combination with other drugs but no significant 
differences in proteinuria or GFR between 
these groups could be established. 

In Table I, those 13 lithium-treated patients 
who had signs of impaired renal function are 
presented. Four of them had already docu- 
mented renal dysfunction or disorder prior to 
the institution of lithium treatment. Patients 2 
and 6 both had, at first admission to Department 
of Psychiatry, elevated serum creatinine values, 
120 and 160 pmol/l, respectively. As judged from 
creatinine values GFR has not further decreased 
during lithium treatment. Patient 7 suffers from 
nephrolithiasis and her kidneys were operated 
on in 1967 and 1968 for renal pelvic stones. 
Patient 9 has had repeated attacks of pyelocystitis 
throughout the years. 


Discussion 


Measurements in urine of the amounts of 
high and low molecular weight (m.w.) proteins 
enable studies of glomerular and tubular 
function in kidney disease. Under normal 
circumstances the low m.w. protein §,-micro- 
globulin is freely filtered across the glomerular 
basement membrane in contrast to the high 
m.w. protein albumin. Patients with isolated 
glomerular lesions have an increased albumin 
excretion and unchanged excretion of Bə- 
microglobulin. Increased urinary output of 
8,-microglobulin—normally reabsorbed almost 
completely by the proximal tubules—with 
unchanged or slightly increased albumin excre- 
tion suggests proximal tubular dysfunction 
(Peterson et al, 1969). 

The present investigation revealed that among 
66 patients, four had an increased excretion of 
albumin and another four had an increased 
excretion of 8,-microglobulin. These findings 
suggest early changes in renal structure and 
function with slight or no affection of renal 
filtration capacity since only two of these 
patients with pathological proteinuria had 
impaired GFR. Another five patients had 
slightly reduced GFR but no pathological 
proteinuria. 

No renal biopsy was performed on our 


patients. However, recently Hestbech et al 
(1977) reported on 13 patients who had been 
treated with lithium for 1.5 to 14 years. Lesions 
found on light microscopy in renal specimens 
from these patients were unspecific, consisting of 
nephron atrophy and focal interstitial fibrosis. 
Although the same changes were seen in age- 
matched controls, semiquantitative assessment 
of renal lesions indicated afmong the patients a 
significant increase of totally sclerotic glomeruli, 
of tubular atrophy and amount of interstitial 
fibrous tissue. They also observed an inverse 
correlation between the creatinine clearance and 
the severity of renal lesions. However, it should 
be noted that eight of their patients were 
examined because of acute lithium intoxication 
and the other five because of severe polyuria. 
They found no correlation between length of 
treatment and severity of renal lesions. In our 
study we had no patient with documented 
severe intoxication and no patient had severe 
polyuria. We found no correlation between GFR, 
urinary excretion of albumin or §,-micro- 
globulin and length of lithium treatment or 
serum levels of lithium. 

Since the prevalence of lithium-induced 
hypothyroidism in psychiatric patients is high 
(Villeneuve et al, 1974; Lindstedt et al, 1977) 
and since deficiency of thyroid hormones 
influences renal morphology and function 
(Katz et al, 1975; Salomon et al, 1967) we also 
measured the serum thyrotropin concentrations. 
The normal concentrations found are strong 
evidence against hypothyroidism. Ten patients 
already had thyroxine treatment but only one of 
them had impaired GFR, suggesting that renal 
dysfunction in our cases could not be attributed 
to present or previous thyroid dysfunction. 

It has been known for many years that acute 
intoxication with lithium can give renal lesions 
(Radomski et al, 1950; Chapman and Lewis, 
1972) but the urgent question is whether a 
patient with recommended therapeutic serum 
levels of lithium is at risk to develop chronic 
renal damage. At present there exists no report 
of chronic uraemia developing during the 
course of well performed lithium treatment. In 
our nine patients with slightly impaired renal 
function now and no evidence of impairment 
prior to starting lithium it cannot be excluded 
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that lithium is responsible for this dysfunction. 
Hestbech et al thought the lesions they observed 
could not be age dependent or arteriosclerotic. 
However, there is considerable evidence linking 
psychiatric diagnoses with excess of mortality 
(Ødegaard et al, 1952; Rorsman, 1974; Tsuang 
and Woolson, 1977) and recently a higher 
incidence of deaths caused by cardio-vascular 
lesions has been feported for patients with 
depression (Avery and Winokur, 1976). Such 
data may suggest that the process of ageing and 
of arterio-sclerosis is accelerated among patients 
with affective disorders, irrespective of lithium. 

To clarify the role of lithium it may be 
necessary to perform a comparative study of 
renal function of patients with affective dis- 
orders without treatment, or treated with 
lithium, or treated with other drugs. At present 
we suggest that the GFR and the excretion of 
albumin and §8,-microglobulin should be deter- 
mined before institution of lithium treatment 
and checked regularly thereafter. Until more 
data are available concerning the possible 
nephrotoxic effect of lithium it seems reasonable 
to avoid lithium in those patients who already 
have a reduced GFR or a pathological pro- 
teinuria. 
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Evaluation of a Detoxification Service for Habitual 
Drunken Offenders 


By JOHN R. HAMILTON 


SUMMARY The progress of 52 chronic alcoholic habitual drunken 
offenders who were offered a detoxification, assessment and referral 
service as an alternative to penal management for their public drunken- 
ness was compared over a year with 48 control subjects, and each 
group’s progress in the experimental year was compared with that in 
the previous year. The ‘detoxification’ patients were found not to have 
benefited as regards their alcoholism or episodes of drunkenness, 
though their periods of abstinence were longer. There were significant 
improvements in their accommodation and self-reported quality of 
life, and it is likely that their physical and perhaps mental health 


improved. 


There is now general acceptance of the 
ineffectiveness of penal management of the 
drunkenness of chronic alcoholics. In the last 
20 years detoxification centres have been 
established, especially in North America and 
Eastern Europe, to provide a more appropriate 
medical and rehabilitative service. Despite the 
proliferation of such centres, few if any con- 
trolled studies of their therapeutic effectiveness 
have been reported. This paper describes some 
of the results of Britain’s first pilot detoxification 
centre. 

The stimulus for the Edinburgh Alcoholic 
Detoxification Project was the Report (1971) of 
the Home Office Working Party on Habitual 
Drunken Offenders which recommended the 
establishment of detoxification centres as 
‘demonstrably medical and social work facilities 
with a clearly therapeutic purpose’. 

The aims of the Project were (i) to assess the 
feasibility of adding an alcohol detoxification 
service to a Regional Poisoning Treatment 
Centre and to a psychiatric hospital; and (ii) to 
evaluate the effectiveness in terms of benefit to 
the patients of this detoxification, assessment and 
referral service for socially deteriorated alco- 
holics. A full description of the first of these aims 
has been given elsewhere (Hamilton et al, 1978) ; 
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it was shown that the change from a penal to a 
medical and rehabilitative form of management 
was considered successful by all those concerned 
and need not be more-expensive. 


Methods 


The cohort of 100 individuals, who met the 
criteria of being male, physically addicted to 
alcohol (but not receiving treatment) and habi- 
tual drunken offenders was recruited mainly 
from an Edinburgh court after the subjects’ 
conviction for drunkenness. They were randomly 
allocated to a proband (‘detox’) group and a 
control group. Prior discussion had taken place 
with the police authorities and Procurator Fiscal 
who had agreed that for the period of one year 
the ‘detox’ subjects would not be prosecuted for 
drunkenness offences, but would instead be 
brought by the police to the detoxification 
centre; they were also able to refer themselves 
when drunk or having withdrawal symptoms. 
All of the ‘detox’ group were issued with an 
identification card, their names given with their 
consent to the police and they were asked to use 
the project psychiatrist and social worker for 
help with their problems. The control group 
were offered no special service, but continued 
to use the existing facilities in the city. 
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On enrolment, all subjects completed a 
questionnaire giving details of their present and 
past accommodation, employment, marital 
status, medical and alcoholic history and 
previous convictions for drunkenness and other 
offences. 

The detoxification centre was first located in a 
Regional Poisoning Treatment Centre and 
subsequently in a psychiatric hospital. At each 
admission for detoxification, details were re- 
corded including the circumstances of referral 
and admission, treatment given for alcohol 
withdrawal and for other physical and psych- 
iatric. conditions and proposed further man- 
agement. 

At the end of the experimental year, an 
attempt was made to trace each subject and 
administer a questionnaire similar to that on 
enrolment. In addition, data were collected 
from hospitals, prisons and courts on the 
subjects’ contact with them during the experi- 
mental year and in the previous year. 


Results 


I Information from penal and medical 
sources 

Number of days of abstinence 

Complete data on court appearances, recep- 
tions into prison and admissions to hospital 
were collected for all but nine subjects. Five of 
the ‘detox’ group were excluded as they did not 
-complete the experimental year, two having 
been withdrawn owing to complete lack of co- 


operation with the aims of the project and three 
having died; likewise, four controls are excluded 
as they died during the experimental year. 
(These seven deaths were due to a variety of 
causes, not all related to alcoholism; the rate 
was twice that of the general population). 

Each individual was given a score, compared 
with the previous year, on each of the variables 
measured. The scores were subjected to Student’s 
‘t test to find the significance of the variation 
from zero for each of the two groups in the 
experimental year, compared with the previous 
year; ‘? was then calculated to find the sig- 
nificance of the differences between the ‘detox’ 
group and the controls. 

Measurements of amounts of alcohol taken 
and frequency of drunkenness are of course 
most unreliable when the information is 
obtained from the subjects themselves and an 
attempt was therefore made to obtain more 
reliable data from other sources. 

Table I combines the number of days in all 
forms of ‘treatment’? (meaning medical and 
rehabilitative. management) with days in penal 
management. These figures can be inter- 
preted as the number of days when it is known 
that the individuals had certainly not been 
drinking and indicate the ‘detox’ group had a 
significantly higher number of ‘dry’ days. Such 
would also, of course, be the case if all had been 
sentenced to prison and Table II shows the 
increased number of days spent voluntarily in 
rehabilitative hostels and psychiatric hospitals. 
This indicates a significant increase for the 


TABLE I 


Number of days of known abstinence 
(Number of days in treatment* + number of days in prison for all offences) 


In the year In the 
before enrolment experimental year % Change 

‘Detox’ group: t = 2.8985 
N = 47 df = 46 
per 100 probands 5,926 9,411 +59% p <0.01 
Controls: t = 0.8459 
N = 44 df = 43 
per 100 controls 4,557 3,580 -21% NS 









* ‘Treatment’ includes daysin allo 





“suf = 2.6453; df = 89; p <0.01 
psychiatric hospitals, hostels and detoxification unit. 
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‘detox’ group, but is a measure more of the 
effectiveness of the management system than of 
the benefit to the individuals. As all institutions 
from which these data were obtained discharged 
patients who relapsed, Table II shows an 
increase in unenforced abstinence in the ‘detox’ 
group—a better indicator of effectiveness than 
when enforced abstinence in prison is included. 


Number of episodes of drunkenness 

The number of convictions for drunkenness 
offences among the ‘detox’ group fell to virtually 
zero, as they should have done, whilst the 
control group were convicted for drunkenness at 
the same rate as before. The ‘detox’ group had, 
in addition, admissions for detoxification and the 
combined known number of episodes of drunken- 
ness is shown in Table ITT. 

The incidence is seen to have risen among the 
‘detox’ group at a level significant at p <0.05, 


but this is not significant when compared with 
the controls. These figures therefore tend to 
refute any suggestion that the ‘detox’ group saw 
their participation in the project as a licence to 
get drunk. 

The data on these episodes of drunkenness in 
the experimental year and the previous year 
were also studied in relation to the number of 
‘days at risk’, which was calculated by sub- 
tracting from 365 the number of days in which 
the subject was in prison (for any offence) and 
was hence not at liberty to drink. Each subject 
was then given a score, obtained from the 
number of known episodes of drunkenness, 
multiplied by 365 and divided by the number of 
‘days at risk’. For each subject, the score for 
the year before enrolment was subtracted from 
that for the experimental year, giving a final 
score for the difference in the number of known 
episodes of drunkenness, taking into account the 


Taste IT 


Number of days of known unenforced abstinence 
(Number of days in hostels and psychiatric hospitals) 
































In the year In the 
before enrolment experimental year % change 
‘Detox’ group: t = 3.368 
N = 47 df = 46 
per 100 probands 1,349 4,960 +368% p <0.005 
Controls: t = 0.469 
N = 44 df = 43 
per 100 controls 1,325 966 -27% NS 
t = 2.978; df = 89; p <0.005 
Tase III 
Number of known episodes of drunkenness 
(Number of detoxification admissions +- number of court appearances for all drunkenness offences) 
In the year In the 
before enrolment experimental year % change 
‘Detox’ group: t = 2,0409 
N = 47 df = 46 
per 100 probands 508 808 +59% p <0.05 
Controls: t = 1.289 
N = 44 df = 43 
per 100 controls 350 448 +28% NS 





t = 1.1872; df = 89; NS 
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days at risk. These final scores were then 
subjected to Student’s ‘t? test in the same 
manner as described above. 

Table IV shows that, taking ‘days at risk’ into 
consideration, the increased number of epi- 
sodes of drunkenness in the experimental year 
is less among the ‘detox’ group than among the 
controls, but in neither group does the difference 
between the two years reach statistical sig- 
nificance; furthermore, there is no difference 
between the ‘detox’ group and the controls. 
The higher standard deviation in the ‘detox’ 
group (nearly double that of the controls) 
suggests that the latter group were more 
consistent in their drinking habits between the 
two years. Among the ‘detox’ subjects, there are 
probably two small groups of men with high 
individual scores who respectively did ‘well’ by 
having fewer episodes of drunkenness or ‘worse’ 
by becoming drunk more often. 


Taste IV 


Adjusted number of episodes of drunkenness. (Court appear- 
ances for all drunkenness offences and detoxification 
admissions) 





Episodes- in experimental year 

















Physical and mental health 

No attempt was made to measure change in 
the subjects’ mental health, but Table V shows 
an increased stay in psychiatric hospitals, 
excluding the detoxification unit, among the 
‘detox’ group. Whilst this is no doubt a reflection 
of the change in management, one can tenta- 
tively suggest that their menjal health may have 
improved through contact with psychiatric 
services, 

To gain an impression of improvement in 
physical health, note was taken during de- 
toxification admissions, of all medical morbidity, 
defined as a pathological condition requiring the 
attention of nurses and/or doctors, over and 
above intoxication and detoxification. A physical 
condition was treated in approximately every 
second admission and the pathological con- 
ditions encountered ranged from pneumonia, 
pulmonary tuberculosis, chronic bronchitis and 
hypothermia to lacerations, soft tissue infections 
and verminous conditions. There are no data for 
comparison between groups or years, but it 
seems reasonable to conclude that the physical 
health of the ‘detox’ group improved. 


II Information from subjects 








-Episodes in previous year Fifteen of the 100 enrolled cases could not be 
‘Detox’ group: Mean 0.82 t = 0.3041 traced at the one year follow-up, a further seven 
(N = 47) SD 18.46 df = 46 had died and thus complete information was 
NS available from 78 subjects. The characteristics 
of the missing alive men showed a trend for 
Mean 2.28 t = 1.5908 them to be younger, not so severely addicted to 
SD 9.50 i 43 alcohol and more likely to be employed; many 
had probably left Edinburgh to find work 
t = 0.4688; df = 89; NS elsewhere. 
TaBLe V 
Number of days in psychiatric hospitals 
In the year In the 
before enrolment experimental year % change 
‘Detox’ group: t = 2.9603 
N = 47 df = 46 
per 100 probands 302 2,138 +608 % p <0.005 
Controls: t = 0.6999 
N=44 |. df = 43 
per 100 controls 1,136 611 —46% NS 


t = 2.4384; df = 89; p <0.02 
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Of the 42 ‘detox’ patients followed-up, 13 had 
had no admissions for detoxification nor any 
contact with the project team during the 
experimental year; no help had therefore been 
offered to them. 


(a) Drinking habits 

The men were asked what was their longest 
period of unenforced abstinence in the last year 
and for most, this was less than one week. There 
was no difference between the two groups or 
between the experimental year and that 
previously. Eight of the ‘detox’ group said they 
had had shorter periods of abstinence and ten 
had had longer. 

Of the ‘detox’ group, 19 per cent said they 
had drunk more or much more than the previous 
year, 31 per cent had drunk the same and 50 per 
cent less, much less or none. The figures for the 
control group were 16 per cent, 39 per cent and 
44 per cent. 

Thus, there was no significant difference in 
the amount of alcohol consumed between the 
two groups, despite half the ‘detox’ group 
reporting they were taking less. The reported 
improvement in the control group is noteworthy. 


(b) Accommodation 


Information was taken on the details of what 
kind of accommodation the men had lived in, 
for how long, with whom and in which sub- 
cultural area of the City. There was a definite 
trend for the ‘detox’ group to have moved ‘up 
the ladder’ from sleeping rough to being in a 
night shelter, to being in a common lodging 
house, to being in a hostel, to digs or a 
Corporation house. They also tended to be living 
alone less and some had moved out of the ‘Skid 
Row’ area of Edinburgh. Of the ‘detox’ group, 
38 per cent were in improved accommodation, 
48 per cent in the same and 14 per cent in 
worse, Of the controls, 11 per cent had im- 
proved accommodation, 67 per cent the same 
and 22 per cent worse. (y? = 10.2; df = 2; 
p <0.01). 


(c) Employment 

The men reported no difference between the 
two groups on amount of days worked in the 
year, or again compared with the previous 


year; 58 per cent of the ‘detox’ group were 
continuously unemployed in the previous year 
and 48 per cent in the experimental year. 
Attempts to check unemployment records 
through the Employment Service Agency 
proved fruitless; that organisation had records 
on less than half the cohort and the records 
which they did have were incomplete. 


(d) Quality of life 

Finally, the subjects were asked for the 
impressions on the kind of life they had led 
during the experimental year. Of the ‘detox’ 
group, 52 per cent said it was better, 17 per cent 
the same, 26 per cent worse and 5 per cent of 
responses were other or not known. Of the 
controls, 28 per cent said it was better, 42 per 
cent the same, 25 per cent worse and 6 per cent 
of responses were other or not known. (x? = 
11.2; df = 2; P <0.01). 

Whilst these are perhaps the most subjective 
of the data, it should be said that the Project 
team considered it an important question to ask, 
that the replies were in accord with their own 
views and knowledge of the men’s lifestyles and 
the respondents had nothing to gain by not 
telling the truth. The Project team were of 
course pleased to see that significantly more of 
the ‘detox’ group thought their quality of life 
had improved. It is easier to convey the im- 
pression felt by the ‘detox? men by anecdotes 
and the following are the comments written by 
one of the men on Christmas Day from prison, 
to which he had been sent for stealing money to 
buy drink: 

‘Now that it is over, all I can do is try again. 
I can’t say that last year was exactly a 
triumph over the ‘auld enemy’, but in some 
ways it was quite successful for me. At least I 
had four jobs in a year and that was after 
fifteen years of unemployment. So I suppose 
you could say that being a patient must 
have influenced me in some way... I think 
this contact gave me an incentive to try 
harder (not always successfully, alas), know- 
ing, I suppose, that at least someone cared for 
your welfare and tried to understand your 
problems and have found myself with a sense 
of direction again after being nearly rudder- 
less for so long’. 
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Discussion 

It is nearly 200 years since Thomas Trotter 
described drunkenness as a disease of the mind 
warranting medical attention (Trotter, 1788), 
but it is clear from review of the current 
literature on alcoholism treatment programmes 
that those subjects with the characteristics of the 

drunken offender—low social class, severe 
alcohol addiction, personality disorder, a history 
of failure of interpersonal relationships and 
poor intellectual ability—are either not treated 
by psychiatrists or alcoholism treatment units 
or when they are usually do badly (Edwards 
et al, 1974; Freeman and Hopwood, 1968). 
Most drunkenness offenders are alcoholics 
(Hamilton et al, 1978) and have special needs, 
requiring alternative methods of management. 
Penal management has been- ineffective in 
preventing ‘recidivism (Ratcliff, 1966) and has 
__ been criticized (Ross, 1971) as inappropriate in 
dealing with a medical condition in offenders 
who are themselves the victims of their offences. 
In the U.S.A., Pittman and Gordon's (1958) 
book described “The Revolving Door’ of 
drunkenness offenders and ‘stimulated the 
decriminalization of drunkenness and pro- 
liferation of a wide variety of detoxification 
centres. It is regrettable that so few controlled 
studies of the effectiveness of such centres have 
been published. 

Root (1970), in an uncontrolled study, showed 
that of 160 patients followed up four months 
after discharge from the St Louis detoxification 
centre about half showed overall improvement. 
There was an improvement in drinking pattern 
in 47 per cent, 49 per cent had improved health, 
18 per cent improved employment and 15 per 
cent improved housing, 

From the same centre, Pittman and Tate 
(1969) compared a group of 177 subjects whose 
detoxification was followed by extensive diversi- 
fied in-patient and out-patient treatment with 
78 controls who were detoxified only, discharged 
after one week and invited to attend for further 
therapy. The actively treated group were 
reported to have improved on several measures, 
but examination of the paper shows them to 
have improved in comparison with the passively- 
managed group on the measure of employment 

-only and that significant at only P <0.05. 


The most recent evaluation reported from 
North America (Smart, 1977) found the mean 
length of stay in Toronto detoxification centres 
was 3.9 days. An uncontrolled group showed a 
high re-arrest rate and poor use of after-care 
facilities. No comparisons were made, however, 
with the period before entering the detoxi- 
fication programme, 

In Britain, Hershon et al (1974) asked ‘What 
shall we do with the drunkenness offender ?’ and 
suggested that part of the answer depended 
on the needs and expectations of those con- 
cerned. The Edinburgh. Project found that the 
needs expressed by the individuals were often 
greatly at variance to what the Project team 
thought they needed, and it was often difficult 
to marry the two. More in accord were expec- 
tations, though these waxed and waned. 

The individuals probably had more faith in 
their belief that they could stop drinking than 
did the Project team, though the latter acted as 
an assessment and referral service rather than 
providing treatment themselves. Clearly, little 
was done to combat the alcohol abuse itself, 
though there is a crumb of comfort in that most 
of the men did not become ‘worse’ with the 
‘easier’ life, as critics had forecast. Three of 
the ‘detox’ group were identified as certainly 
not having benefited from participation in the 
project. They had numerous admissions for 
detoxification (distorting much of the data) and 
would not accept or would not be accepted for 
admission to any conventional hostel for 
rehabilitation, 

It was encouraging that progress was made in 
improving living conditions for a large number, 
and such change is often an essential preliminary 
to a further change, which involves obtaining 
employment and ceasing to become drunk so 
often. Though the ‘detox’ group did not have 
better employment records, this is partly due to 
the policies of hostels and psychiatric hospitals of 
discouraging residents and patients from leaving 
to work, at least initially. It should be 
emphasized that this Project took place over a 
short period of time, was working initially with 
some staff who were sceptical or even hostile to 
it, and took place in a Calvinistic city with the 
most meagre of services for alcoholic offenders. 

The Edinburgh Project (Hamilton et al, of. 
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cit.) has shown that it is feasible to transfer the 
management of habitual drunken offenders from 
the penal system to a medical and rehabilitative 
system, and that detoxification should be 
conducted in a medical environment with 
medical and nursing staff trained in psychiatry. 
Close social work liaison and an adequate 
supply of different types of residential and 
rehabilitation hostels are essential. 

The establishment of detoxification centres in 
Britain has been extremely slow, and of the 
110,552 people arrested for drunkenness in 
England and Wales in 1977 (Home Office, 1978) 
less than 1 per cent were admitted to a detoxi- 
fication centre. Whilst the Edinburgh Project 
has made specific recommendations based on 
their experiences, it is recognised that different 
models will be appropriate in other centres, 
depending mainly on who is willing to carry out 
the work and what type of premises are avail- 
able. Even more important is that all centres 
research their work to provide more evidence on 
what is the best model for different patients. 


Acknowledgements 


The author is indebted to the other members of the 
Project team: Professor Cairns Aitken, Mrs Ann Griffith 
and Dr Bruce Ritson; and to the medical and nursing 
staff, police, court and prison officials and others without 
whom the project could not have taken place. The 
Project was financed by a grant from the Scottish Hospital 
Endowments Research Trust. 


REFERENCES 

Epwaros, G., KyLe, E. & Nicuoxzs, P. (1974) Alcoholics 
admitted to four hospitals in England: social class 
and the interaction of alcoholics with the treatment 
system. Quarterly Journal of Studies on Alcohol, 35, 
499-522. 

Freeman, T. & Hopwoon, S. E. (1968) Characteristics 
and response to treatment of an unselected group of 
alcoholics. Scottish Medical Journal, 13, 237-41. 

Hamitron, J. R, Arrxen, R. C. B., GRIFFITH, A. & 
Ritson, E. B. (1978) Detoxification of Habitual Drunken 
Offenders. Scottish Health Service Studies no. 39. 
Scottish Home and Health Department. Edinburgh: 
H.M.S.O. 

Hersuon, H. I., Coox, T. & Fores, P. A. (1974) What 
shall we do with the drunkenness offender? British 
Journal of Psychiatry, 124, 327-35. 

Home Orrice (1971) Habitual Drunken Offenders: Report of 
the Working Party. London: H.M.S.O. 

—— (1978) Offences of Drunkenness 1977 England and Wales. 
London: H.M.S.O. 

Prrrman, D. J. & Gorpon, C. W. (1958) Revolving Door: 
A Study of the Chranic Police Case Inebriate. Glencoe, 
Illinois: Free Press. 

—— & Tare, R. L. (1969) A comparison of two treatment 
programmes for. alcoholics. Quarterly Journal of 
Studies-on Alcohol, 30; 888-99. 

Rarciirr, R. A. W. (1966) Characteristics of those 
imprisoned in Scotland in 1965 on conviction for 
primarily alcoholic offences. Health Bulletin, 24, 68-70. 

Roor, L. E. (1970) A community experience—treatment 
of the public intoxicant. Paper read at International 
Corference on Alcoholism and Addictions, Cardiff. 

Ross, C. F. J. (1971) Comparison of hospital and prison 
alccholics. British Journal of Psychiatry, 118, 75-8. 

Smart, R. G. (1977) The Ontario detoxication system: 
an evaluation of its effectiveness. In Alcoholism and 
Drug Dependence: A Multi-disciplinary Approach, eds. 
J. S$. Madden, R. Walker and W. H. Kenyon. 
New York: Plenum Press: 

Trorrer, T. (1788) De Ebrietate ejusque Effectibus in Corporis 
Humanum Complectens. M.D. Thesis, University of 
Edinburgh. 


John R. Hamilton, M.D., M.R.C.Psych., Consultant Forensic Psychiatrist, Broadmoor Hospital, Crowthorne, Berks ; 
previously Research Fellow, Edinburgh University Departmeni of Psychiatry 


(Received 24 November 1978) 














Brit. F. Psychiat. (1979), 135, 35-41 


Treatment Settings in Psychiatry: 
Long-term Family and Social Findings 


By A. A. ROBIN, J. B. COPAS and D. L. FREEMAN-BROWNE 


SUMMARY Treatment in a psychiatric unit, as distinct from a 
psychiatric hospital, held no benefits in the long term (5-8 years after 
admission) as far as the patient’s mental and behavioural status and 
employment, or the family’s burdens, health needs or attitude were 
concerned. Schizophrenic patients from both settings received more 
hospital treatment and medication, were more often unemployed, and 
had more adverse effect on relatives’ health than neurotic or depres- 
sive patients. Hospital attendence identified relatives who expressed 


a need for support. 


Introduction 


Copas, Fryer and Robin (1974) describe an 
investigation to “determine differences in out- 
come which may be attributed to treatment 
under different administrative conditions by 
comparing (in patients from the same geographic 
area) the results of a psychiatric unit in a general 
hospital and its associated day hospital with 
those of a large modern psychiatric hospital also 
receiving day patients’. Differences were demon- 
strated in the ward environments of the two 
hospitals, in the attitudes of patients and their 
families towards the hospitals, in the patterns of 
admission and in ease of contact with the 
community. Ninety-eight patients undergoing 
first admission to the psychiatric unit were 
individually paired with the next patient of the 
same sex, age and diagnosis undergoing first 
admission to the psychiatric hospital. In retro- 
spect these patients were also shown to resemble 
each other in numerous other ways—in marital 
status, employment status, previous personality, 
education, family size, family history, previous 
neurotic traits, drinking habits, and recent 
physical ill-health to take some examples. The 
98 pairs were also shown to be closely com- 
parable in clinical state assessed with the 
Present State Examination (Wing, 1970), 
while their hospital treatment involved equal 
amounts of ECT, major tranquillizers and 
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antidepressants. A month after admission a 
marked and equal degree of clinical improve- 
ment (measured by the Present State Examin- 
ation) was seen in the patients of both hospitals. 
At six months the pattern of treatment differed ; 
psychiatric unit patients spent almost half the 
time as day patients and correspondingly less as 
in-patients, while psychiatric hospital patients 
were treated mostly as inpatients and for only a 
twelfth of the time as day patients. The overall 
periods of treatment were, however, similar for 
the matched patients in each hospital. 

At five years after first admission (Copas, 
Freeman-Browne and Robin, 1977) the total 
period of treatment in each setting remained 
comparable: the unit continued to use more day 
patient care, while readmission was commoner 
to the psychiatric hospital. 

Patients’ homes were visited by a social 
worker at the time of admission, and at one 
month, ten weeks and six months after ad- 
mission (Copas, Fryer and Robin, 1974). 
Enquiry was made regarding the effect of the 
patient’s illness on the family. Problems created 
by the illness (‘family burdens’) were identified, 
e.g. financial difficulties when the patient had 
been a wage-earner or when the patient's 
illness prevented other members of the family 
working; the disruption of the family when 
children had to go into care; interference with 
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social and leisure activities. The effect of these 


problems was assessed in terms of the relatives’ 

attitude, health and needs. The patients’ social 

adjustment was determined by ratings of 
mental, behavioural and occupational status. 

At six months no essential differences were seen 

between the outcomes from the two treatment 

settings. The patignts’ homes were revisited at 

5 to 8 years after first admission and similar 

information was gathered to that obtained in the 

earlier visits. This paper examines the following 
questions: 

1. Comparing treatment in a general hospital 
psychiatric unit and a psychiatric hospital, 
which of the two promotes the patient’s 
readjustment to a greater degree? 

2, Comparing treatment in a psychiatric unit 
and a psychiatric hospital, which of the two 
relieves the patients’ families to a greater 
degree? 

3. Does any diagnostic category give rise to 
greater difficulties in social readjustment for 
the patient or greater problems for the 
patient’s family ? 


Method 


A social worker (D.L. F-B) revisited all 
surviving and locally resident patients’ families 5 
to 8 years after the patient’s first admission and 
collected information on a standard form similar 
to that employed in the earlier investigation. 
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In a few further cases, when the patient no 
longer lived in the district, contact was made by 
letter. From a total of 171 probable survivors 
from the original study, some information was 
finally obtained for 154 patients—132 treated 
in one hospital (general hospital unit or psychi- 
atric hospital) and 22 patients who, in the 
course of the follow-up changed hospital, to be 
treated in both. Comparisons between the 
hospitals were again made on the basis of data 
from matched pairs of patients, one treated in 
each hospital respectively. 


Results 

1. Patients’ social adjustment 

(a) Mental and behavioural status 
Ratings of patients’ mental and be- 
havioural status showed an overall 
progressive increase in the number of 
patients free of symptoms (Table I), and 
a corresponding decrease in the number 
of patients reported to be suffering from 
subjective distress and to be prone to 
violence or threatening violence to 
themselves or others. On the other hand, 
in relation to the six months’ follow up, 
an increase in self-neglect and more 
particularly of altered behaviour was 
observed. Examples of the latter were 
‘outbursts of temper’, ‘screaming and 
shouting’, ‘refusing to let people in the 





Tase I 
Mental/behavioural status on admission and follow-up 








6 months 


Initial 5 years 
RH RGH Total RH RGH Total RH RGH Total 
Not known 6 8 14 19 15 34 8 15 23 
Asymptomatic — — coe 40 4) 81 50 47 97 
Subjective distress 56 66 122 3200 3 69 16 18 34 
Self neglect 2 1 3 1 — 1 2 3 5 
Strange talk 5 6 H — — 1 1 2 
Altered behaviour 20 11 31 l 1 2 5 5 10 | 
Social reasons 1 — I — mi m — p m 
Threatened or actual violence to self 
and others 8 6 14 5 9 — = — 
N.A./Lost to follow-up — — — — —_— = 16 9 25 





RH —Runwell Hospital (Psychiatric Hospital) 
RGH-—Rochford General Hospital (Psychiatric Unit) 
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Taste II 
Occupation on admission and follow-up 


SOOS Oaa 


D Initial 6 months 5 years 





Fs ne i ee ect 
RH RGH Total RH RGH Total RH RGH Total 


Housewife — Sole occupation 37 41 78 32 34 66 26 26 52 
{ Outside job P/T 5 7 2 4 6 5 12 17 

F/T 2 7 4 3 7. 6 5 11 

Others employed 26 48 19 21 40 20 19 39 
Others (Retired, etc.) 2 5 2 2 4 6 2 8 
Unemployed 20 37 20 19 39 12 10 22 
Dead 5 2 7 16 9 25 
Not known 6 14 14 13 27 7 15 22 











RH —Runwell Hospital (Psychiatric Hospital) 


RGH—Rochford General Hospital (Psychiatric Unit) 


house’, ‘withdrawal’, and ‘drinking ex- 
cessively. No differences were seen 
between the hospitals. 


(b) Employment ; 

The number of employed housewives— 
both in part-time and in full-time jobs— 
doubled at the long-term follow-up 
(Table II). This change, and the slight 
increase in ‘retired’ patients and in the 
number of patients dead might simply 
reflect the passage of time and the 
increased age of both patients and 
dependants. 


2. Family problems 

(a) Family burdens 
The mean number of burdens that 
relatives carried, i.e. total burdens for 
group divided by number of relatives, 
fell throughout the study (Table III), 
and no differences were found in the 


Taste ITI 


Mean number of burdens carried by patient’s relative or 


closest contact 





Runwell Rochford 





On admission 1.42 1.33 
At one month 0.73 0.71 
At ten weeks 0.36 0.33 
At six months 0.24 0.31 
At five + years 0.10 0.08 





Lemmas naaa 


distribution of burdens between . the 
families of patients in either hospital. 


(b) Effect on relatives’ health 


The number of adult relatives themselves 
unwell as a result of the patient’s 
condition fell from 17 at the time of 
admission to one in the long-term 
follow-up, and the number under strain 
from 124 to 16, while those with no 
complaints rose from 37 to 123. Children 
under strain fell from 25 to 3. No 
differences were seen between the hos- 
pitals. 


~~ 


(c) Needs of relatives 

Relatives’ needs were assessed under the 
headings ‘financial’, ‘general supportive 
care’, ‘assistance with housing’, ‘assist- 
ance with children’, ‘period of rest’. The 
number of families who felt they needed 
any kind of support fell from 72 to 15, 
while those not requiring help rose from 
96 to 123. There was no difference 
between the hospitals. 


(d) Attitude of relatives 


The attitudes of the relatives were 
assessed as previously reported (Copas, 
Fryer and Robin, 1974). The number of 
relatives lacking insight into the patient’s 
condition decreased progressively (Table 
IV), as did the numbers of over-anxious 
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and over-protective relatives and those 
reluctant to have the patient at home. 
There was an increase in the accepting 
relatives and in the number who did not 
require any sort of help or support. On 
the whole, psychiatric unit relatives 
tended to be ‘understanding’ rather than 
‘accepting’, although at the five-year 
follow-up the reverse seemed to be the 
case for the psychiatric hospital relatives. 
Family attitudes of ‘refusing or reluctant 
to have the patient home’, ‘over-anxious 
or over-protective’, and ‘lacking insight’ 
were grouped together and classified as 
‘negative’, while those who were ‘under- 
standing’, ‘accepting’ or ‘welcoming’, 
were classed as ‘positive’ families. Initi- 
ally, 43 per cent of psychiatric hospital 
patients’ families and 36 per cent of 
psychiatric unit’s patients’ families were 
‘negative’, ie. 39.5 per cent of the 
whole group. In the long-term follow-up 


there was again no difference between 
the relatives of patients from the two 
hospitals, but the overall percentage of 
‘negative’ families had gone down to 
11 per cent. Although the difference was 
no longer significant, a trend was 
maintained for a higher incidence of 
readmission for the patients of ‘negative’ 
families (46 per cent) when compared 
vith ‘positive’ families (28 per cent). 


3. Diagnostic differences (Combining the 


patients from both hospitals) 
(a) Medical service 


An examination of diagnosis (for the 
major groups) and type of medical 
service received at follow-up (Table V) 
shows that a higher proportion of 
schizophrenic, compared with neurotic 
or depressive patients received hospital 
treatment as in-patients, day patients or 
out-patients. Equal proportions of 

















Taste IV 
Attitude of relative on admission and fellow-up 
Initial 1 month 6 months 5 years 

Attitude of 

relatives RH RGH Total RH RGH Total RH RGH Total RH RGH Total 
Not known 4 6 10 10 8 18 13 g 22 9 l4 23 
No insight 25 26 51 i8 23 41 5 ił 16 3 5 8 
Understanding 34 39 73 28 4l 69 38 49 87 29 43 72 
Overanxious/over 

protective 5 7 12 6 6 12 3 4 7 1 0 l 
Welcoming — — 0 — 4 4 l 1 2 3 1 4 
Accepting 20 18 38 25 13 38 27 19 46 32 21 53 
Reluctant 8 — 8 8 1 9 4 G 4 4 l 5 
N.A. 2 2 4 3 2 5 7 5 12 17 13 30 





RH —Runwell Hospital (Psychiatric Hospital). 


RGH—Rochford General Hospital (Psychiatric Unit). 

















Tase V 
Diagnosis and medical service for patients contacted at follow-up 
Schizophrenic ( %) Neurotic ( %) Depressive ( %) 
Attending hospital 14 (47) 8 (20) 7 (10) 
Attending general practitioner 7 (23) 10 (25) 16 (23) 
No medical contact 9 (30) 22 (55) 47 (67) 
30 (100) 40 (100) 70 (100) 
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patients in these three diagnostic groups 
attended their general practitioners. The 
depressive group had overall least con- 
tact with any medical service at follow- 


up. 


(b) Medication 


(c 


Nt 


Forty-two per cent of patients were 
found to possess medication for use 
during the day and 13 per cent had night 
sedation. Day time medication was 
being received by 68 per cent of th 
schizophrenic group, 44 per cent of 
neurotics, and 32 per cent of depressives; 
and 6 per cent of schizophrenics, 13 per 
cent depressives, and 18 per cent of 
neurotics had night sedation. The pro- 
portion of schizophrenic patients having 
day time medication was significantly 
greater than that for the neurotic and 
depressive groups. 


Mental and behavioural status 


No ‘altered behaviour’ figured in the 
depressive or manic groups at follow-up. 
Subjective distress and self-neglect (which 
was much less common) were reported 
roughly equally in the main diagnostic 
groups. Reports of abnormality in mental 
and behavioural status, regardless of 
type, were equally frequent in the 
schizophrenic and neurotic groups and 
less common at follow-up in depressives, 


(d) Employment 


(£ 


NS 


et 


Unemployment due to mental illness 
occurred more frequently with schizo- 
phrenic patients (8 of 34) than with 
neurotic (5 of 38) and depressive patients 
(0 of 74). 


Family burdens 

No differences were found in the 
distribution of burdens between the 
families of patients in the main diagnostic 
groups. 


Relatives’ health 


A higher proportion of families of 
schizophrenic patients (8 of 34) reported 
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effects on their health, compared with 
either depressive (8 of 74) or neurotic 
patients (4 of 38), 


(g) Relatives’ needs 


The relatives of schizophrenic (5 of 34) 
and neurotic (5 of 38) patients felt more 
need for support than those of depressive 
patients (5 of 74).° The relatives of 
patients attending hospital expressed a 
greater need for support than those of 
patients attending their general prac- 
titioners or not in.contact with the medi- 
cal services (Table VI). This expression 
of need presumably reflects the severity 
of illness, which may be taken to be 
represented by the type of service 








supplied. 
Taste VI 
Medical service and. relatives’ needs when contacted at 
. follow up 
Needsupport No need 
of support 
aeee a tn e 
Attending hospital ll 18 
Attending general 
practitioner 2 32 
No medical contact 2 78 
15 128 





(h) Relatives’ attitudes 
Relatives of schizophrenic and neurotic 
patients were less satisfied with the 
patients’ progress than those of the 
depressive group. (Dissatisfied: Schizo- 
phrenic 8 of 34, Neurotic 8 of 38, 
Depressive 10 of 74). 


Discussion 
According to Kathleen Jones (1976) ‘We 


‘know what happens to (the patient) while he is 


in hospital, or while he is in touch with a social 
worker; in many cases, these periods are 
comparatively brief, and separated by long 
spells of non-contact . . .’ She therefore points 
to an urgent need for ‘large-scale tracer studies 
which will chart the social experience of mental 
illness . . .’ Grad and Sainsbury (1968) in their 
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study of the Chichester (community) and 
Salisbury (hospital-based) psychiatric services 
reported that severe burdens were equally 
relieved by both types of service—all burdens 
less so by the community service. A group of 
young, mainly neurotic patients were identified 
as causing their families problems in the 
Chichester service. Sainsbury reviewed this and 
further studies in 1976. He points out that the 
mental health of the closest relatives was more 
affected in the Chichester service area, yet 
families expressed more satisfaction with this 
service. Like us, he found the services he 
studied were rated similarly by relatives as far as 
outcome for the patient was concerned, but 
psychiatrists and patients reported more benefit 
from the mental hospital than the community 
service. Sainsbury suggests, therefore, that 
social rather than clinical behaviour was the 
probable basis for relatives’ reports. 

Our study does not compare exactly similar 
services to those in Chichester, in that day 
patient care was most often used after admission, 
tending to shorten it rather than avoid it. 

Initially, and in both treatment settings, 70 
per cent of the nearest adult relatives of a group 
of closely matched patients complained of 
strain, and just under 10 per cent felt themselves 
ill as a result of the patient’s illness—most of the 
latter being under medical care. Of the children 
exposed to the patient’s illness 40 per cent were 
also reported as showing strain (Copas, Fryer 
and Robin, 1974), but by six months families 
were to a large extent and equally relieved in 
each treatment setting and continued to be so 
at follow-up from 5 to 8 years after inception. 
At the same time, family attitudes became more 
positive towards the patients. 

Throughout the 5-8 years of our study, ratings 
of mental, behavioural and occupational status 
showed an equal degree of improvement in 
patients treated in each setting, 

The small number of in-patients (1.5 per 


cent) at 5 years from first admission does not’ 


reflect the problems or service requirements of 
either patients or their families. It will be seen 
that more schizophrenic patients received 
hospital treatment of all types or day medication 
from any source, were unemployed, and had 
families in which there was evidence of strain; 
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while both schizophrenic and neurotic patients 
as distinct from depressed patients, continued 
to show mental or behavioural abnormality, 
and had relatives who were dissatisfied with 
their progress and who expressed a need for 
support. 

Tooth and Brooke (1961) showed that at 
two years 9 per cent and 10 per cent of cohorts 
from 1954 and 1956 respectively were still in 
hospital. Our two-year figure would have been 
little different from the five-year figure already 
given; not, unfortunately, because our patients 
had recovered: 1.5 per cent were day patients, 
14 per cent were out-patients, a further 20 per 
cent attended thei general practitioners—in 
short, over a third continued to receive medical 
care in the community. While there is some 
evidence that a hospital-based social worker 
may be associated with diminished in-patient 
chronicity (Robin and Hakki, 1972), this study, 
like those of Brown zt al (1966) and Hoenig and 
Hamilton (1969), who failed to show a reduction 
of morbidity with increased social work contact, 
does not suggest that the family’s needs were 
satisfied by such a department, which existed 
at the time of the study. Nevertheless, hospital 
attendance by the patient identified those 
families expressing a need for support, and a 
hospital-based department would therefore be 
rationally placed to seek appropriate solutions. 
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Nottingham and the Hospital Plan: a Follow-up Study 
of Long-Stay In-patients. 


By JOHN HOWAT 


SUMMARY The post-war development of psychiatric services in Nottingham, 
with their reduction in the number of beds and marked increase in in-patient 
turnover and day patient and out-patient attendances, represents a close 
approximation to the proposals of the 1962 Hospital Plan. These changes were 
achieved by redeployment of existing resources. 

A fifteen-year attrition study of 1960 long-stay in-patients shows a high rate of 


discharge, especially for males. 


The reasons for these findings and some implications are discussed. 


Introduction 


The resident population of psychiatric in- 
patients in England and Wales has steadily 
declined from an all-time peak in 1955. Since 
that date a number of studies have examined the 
reasons for the marked changes which have 
occurred in the numbers of patients remaining in 
hospital and in admission and discharge rates. 

One use of the resulting data, both national 
(Tooth and Brooke, 1961), and local (Cross and 
Yates, 1961, and Gore and Jones, 1961) has been 
to predict future in-patient requirements by 
extrapolating trends forward in time. Indeed, the 
conclusions of Tooth and Brooke appear to have 
formed the statistical basis for national planning 
(Ministry of Health, 1962). 

Estimates of the number of psychiatric beds 
required at a future date have usually considered 
three constituent parts separately: 

1. The existing long-stay patients: those already 
resident for more than two years at the time of 
prediction and remaining continuously resident 
in hospital until the predicted date. 

2. New long-stay patients: those with more than 
two years continuous residence at the predicted 
date who were not so qualified at the time that 
the prediction was made. 

3, Short-stay patients: those present at the 
predicted date, but less than two years 
continuously resident. 
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In the early 1960s the first of these groups was 
the largest, but there was already considerable 
evidence of decline in its size, and several of the 
predictions focused their attention upon likely 
rates of attrition by death and discharge. In 1961 
Tooth and Brooke, with some reservations about 
the effects of future policies, predicted a rapid 
extinction of the old long-stay population to 
zero by 1974. This study has been much criticized 
on statistical grounds (Lindsay, 1962 and 
Baldwin and Hall, 1967), and the more 
pessimistic, curvilinear projections from the 
same data match the subsequent national trend 
more closely. 

Rehin and Martin (1963) examining the 1962 
Hospital Plan, found much variation in the in- 
patient rate between the Hospital Regions. It is 
also likely that there have been differences in the 
rates and types of change between different areas 
which may be concealed in an analysis of 
national trends, It is only at local level that the 
complex relationships between such 
contemporary trends as the decline in the 
resident in-patient population and the increase 
in the admission rate can be elucidated. It is then 
possible to compare the evolution of psychiatric 
services in different areas. Differences in policy, 
resources or the nature of the population can be 
examined and their relative effects assessed. 

This study forms part of an investigation of the 
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Taste I 
Local and national statistics for 1970 


ian nme aa UUU 


Rate 
Resident in-patients 
Per All admissions 
100,000 First admissions 
population Out-patient attendances 


Day patient attendances 


In-patient turnover per 100 beds 


England 
Mapperley and Wales 

15 2.3 
5.9 3.6 

2.4 Š not available 
67.8 24.7 
272.7 36.1 
248 137 


Source: The Facilities and Services of Psychiatric Hospitals in England and Wales, 1970. DHSS. 


development of psychiatric services in 
Nottingham since 1948, which has special value 
for comparative purposes. As shown below, 
changes have occurred which have placed 
Nottingham’s services in an extreme position in 
most respects in the national statistics (Table 1). 

In addition, local policy was clearly stated, and 
since 1961 Nottingham Psychiatric Case Register 
has collected detailed information on patients 
and the services which they receive. 

Wing (1972) has summarized some of the 
difficulties in the interpretation of statistics 
dependent upon administrative measures, such 
as discharge from hospital. A large number of 
discharges are merely transfers to other hospitals 
or institutions without a break in continuous 
care. (Hailey, 1973), and interpretation ot 
simple attrition studies must take account of the 
finding that 30 per cent of discharged long-stay 
patients may be expected to be re-admitted to 
hospital within a year (Brown et al, 1958). 

A follow-up study of long-stay patients based 
on the Camberwell Register (Hailey 1971, 1973 
and Hailey et al, 1970) took these factors into 
account. The discharge rate found was low, and 
many of those discharged were soon readmitted 
to hospital. 


Psychiatric Services in Nottingham 

Since 1948, all psychiatric services for the 
population of the City of Nottingham and three 
adjacent Urban Districts have been supplied by 
the Mapperley Group of Hospitals, as a single 
functional unit. The area, which has a population 
of approximately 400,000, is wholly urban in 
character. In the years following 1948 a new 


policy was established for these services which 
aimed to extend the practice of psychiatry from 
its former institutional setting into the 
community. The principal architect of the new 
policy was the Medical Superintendent of 
Mapperley Hospital, the late Dr Duncan 
Macmillan (1956, 1958b, and 1963). 

Close links were established with the city’s 
Mental Welfare Officers by the appointment of 
the Medical Superintendent as an Honorary 
Medical Officer of Mental Health, and by the 
institution of regular contacts within that depart- 
ment of the Local Authority. Thus pre-admis- 
sion examination of patients outside hospital 
became a regular practice, with the aim of 
averting admission to hospital as far as possible. 
Where admission was unavoidable, an attempt 
was made to encourage the expectation of early 
discharge and to promote suitable conditions for 
the patient’s social reintegration. 

Fig. 1 shows that during this period the new 
policy did not prevent the admission rate from 
rising steeply, outstripping the contemporary, 
national increase. When the Department of 
Health commenced publication of comparative 
statistics in the 1960s, Mapperley was 
constistently to be found among the hospitals 
with the very highest rates for all admissions, first 
admissions and out-patient and day-patient 
attendances. In Table I the figures for 1970 are 
shown, together with the national rates. This 
Table also shows one respect in which the new 
programme was achieving a stated objective, 
namely, high in-patient turnover. This was 
confirmed by a follow-up of all. 1954 first admis- 
sions, which showed that of 660 patients only 9 
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remained in hospital after three 
(Macmillan, 1958a). 

There was a simultaneous decline in the num- 
ber of resident in-patients which began in 1947, 
seven years earlier than the national trend, and 
by 1960 the in-patient residence rate had fallen 
from 3.3 to 2.3 per 100,000 catchment popula- 
tion. This was largely due to early discharge of 
recently admitted patients. During the 1960s, a 
further change took place, with the discharge of 
a large proportion of the previously acquired 
long-stay in-patients, the aim being to remove 
these patients from the malign effects of the 
institution and, as an important secondary aim, 
to free medical and nursing staff from the tasks 
of in-patient supervision for work in the com- 
munity. 

In order to provide accommodation for the 
discharged patients, contractual arrangements 
were made by the hospital with a number of 
landladies in the lodging house district of the 
city. In the early 1960s these landladies were 
ready to accept this new population, with its 
residential stability and reliability of payment, in 
place of an itinerant and probably dwindling 
clientele. The arrangement was known as ‘the 
hospital hostel scheme’, and the landladies were 
guaranteed payment for board together with 
day-time supervision of the patients at newly 
created day-centres within the hospital. Social 
workers and community psychiatric nurses from 
the hospital would make domiciliary visits, both 
routinely and at the landlady’s request. It was 
also agreed that each patient might be re- 


years 


admitted, for up to two weeks a year, for the 
landlady’s holiday relief. 

The majority of hostels were opened between 
1964 and 1966, and the decline in the in-patient 
residence rate accelerated during that period 
(Fig. 1). 

The increase in the admission rate between 
1948 and 1971 shows two periods in which the 
rise was particularly rapid. The first was in the 
early 1950s, and the second followed the crea- 
tion of the hostel scheme and was between 1967 
and 1971. Since the latter date the rate has fallen 
even more markedly, so that the 1975 figure was 
the lowest since 1960. 


Purpose of the investigation 


The aim of this study is to examine one 
component of the changes described above, 
namely, the attempt to discharge from hospital 
significant numbers of patients from the 
standing long-stay population, and to answer the 
following specific questions: 

1. To what extent was the reduction in the 
number of resident in-patients in Mapperley to 
one of the lowest, for a comprehensive service in 
an urban area of England and Wales due to 
accelerated attrition of the existing long-stay 
population? 

2. If accelerated attrition is shown, to what extent 
was it due to true discharge, transfer to other 
institutions and death, respectively ? 

3. In what respects did the discharged patients 
differ from those who were not discharged ? 

A further part of the study will examine the 
subsequent fate of che discharged patients in 
respect of mortality, re-admission to hospital, 
and the receipt of other services. Of further 
interest, is the contribution which these patients 
may have made to the 25 per cent increase in 
the admission rate of Mapperley between 1967 
and 1971 and the 30 per cent decrease in the 
succeeding four years. 


Method 


From the Nottingham Psychiatric Case 
Register, a census was made of all patients 
resident in the Mapperley group of hospitals 
(Mapperley Hospital, St Ann’s Hospital, and St 
Francis Hospital) on 31.12.60. For each patient, 
the length of continuous stay was calculated. For 
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Tague I 
Long-stay patients by sex and length of stay (continuous residence) at 31.12.60 


Male Female Total 
Ne EEE E E E 
Length of stay in years No. % No. % No. % 

a hh ea SS A a A 
2-5 ns ne a 28 (11.9) 38 (13.7) 66 (12.8) 
5-10 os 3 ee 25 (10.6) 24 (8.6) . +9 (9.5) 
10-15 28 (11.9) 26 (9.4) 44 (10.5) 
15-20 22 (9.3) 31 (11.2) 53 (10.3) 
More than 20 re z 133 (56.4) 159 (57.2) 292 (56.8) 


All durations 7 aa 236 


this purpose, interruptions in care due to 
transfers to other hospitals for administrative or 
medical reasons were ignored. Patients with 
more than two years continuous stay were 
regarded as long-stay for the purpose of the 
study. 

Each patient’s age, sex, marital status and 
number of previous admissions was recorded, as 
was information about subsequent discharge 
from hospitals, transfer to another institution, 
and death. For patients discharged from 
hospital, post-discharge accommodation was 
noted. 

From the medical record a psychiatric 
diagnosis was made, based on information about 
the patient’s mental state on admission. These 
diagnoses were subsequently grouped as shown 
in the tabulations. Where a patient had received 
a prefrontal leucotomy this was also recorded. 


Results 
1. The composition of the cohort 


At 31.12.60 there were 895 patients in the 
hospital (411 males and 484 females), 
representing a rate of 2.25 per 100,000 persons 
in the catchment population. Five hundred and 
fourteen patients (57.4 per cent of the total) had 
been continuously resident for more than two 
years; there were 236 males (57.4 per cent of all 
males), and 278 females (57.4 per cent of all 
females). The ratio to females in the cohort was 
therefore, approximately 6 : 7 (0.85). 

Of the males, 34.7 per cent and of the females 
54 per cent were aged 65 and over. In contrast, 
there was an actual and proportionate 
preponderance of males in each of the three 


decades up to the age of 54, ie. 100 males (42.3 
per cent) and 56 females (20.1 per cent). Almost 
two-thirds of the patients were single (65.3 per 
cent of males and 60.4 per cent of females). 

The majority of patients (65.4 per cent of 
males and 57.2 per cent of females) had been 
continuously resident for more than 20 years, 
with the remainder fairly evenly distributed 
among the shorter stay categories (Table II). 
Two-thirds of all patients were in their first spell 
of in-patient care (Table IH). Schizophrenia was 
the commonest diagnosis for both | sexes, 
accounting for half of the females and more than 
half of the males. The next most common 
category for both sexes was organic psychosis; 
most of those suffered from senile dementia, 
with smaller numbers of arteriosclerotic 
dementia, GPI and epileptic and alcoholic 
psychosis. There were more than twice as many 
females as males with affective psychosis, and this 
accounted for three-quarters of the overall 
female excess. Most remaining patients had the 


diagnosis of mental subnormality without 
Taste Il 
Distribution of patients by number of admissions before 
31.12.60 





No. of admissions No. of patients 








No % 
1 337 (66) 
2 107 (21) 
3 36 (7) 
Over 3 34 (6) 
Total 514 (100%) 
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TasLe IV 
Long-stay patients by sex and diagnosis at 31.12.60 














Male Female Total 

Diagnostic group No. % No % No. % 

Schizophrenia = “a 130 (55.1) 139 (50.0) 269 (52.3) 
Affective psychosis — — « 29 (12.3) 6l (21.9) 90 (17.5) 
Organic psychosis = A 46 (19.5) 48 (17.3) 94 (18.3) 
Mental subnormality 23 (9.7) 25 (9.0) 48 (9.3) 
Other and not known sh 8 (3.4) 5 (1.8) 13 (2.5) 
All diagnoses 236 (100%) 278 (100%) 514 (100%) 





mental illness and had been admitted to the 
hospital before the clear separation of services 
for the mentally ill and the subnormal. Finally 82 
(16 per cent) of patients had received prefrontal 
leucotomy at some time during their stay. 

The Nottingham in-patient rates for 1960 are 
compared with those found in other 
approximately contemporary national and local 
studies (Table V). 

Lower in-patient rates in Nottingham are seen 
to be due to a reduction in those present for 
periods greater than two years. Within this group 
the difference is most marked for those present 
between 2 and 15 years, where the Nottingham 
rate is less than half that found in any other 
census. 


When the composition of the long-stay cohort 
is compared with the available data from the 
other studies, the principal difference is a greater 
proportion of patients aged 65 and over for 
Nottingham. Fewer patients have a diagnosis of 
schizophrenia, and there is a compensatory 
excess in the affective psychosis category. This 
may well represent differences in the sources of 
information, especially as diagnosis in this study 
was based on the mental state on admission. 


2. Altrition of the Cohort 


The attrition of the cohort by death and dis- 
charge over the 15 years was not an even, 
extended process, but provides confirmation that 
between 1964 and 1967 there was a large 


Taste V 
Comparative psychiatric in-patient stastics from Nottingham and other areas 




















England Leeds 
Area Nottingham and Wales! Camberwell*Birmingham? Region‘ Powick! 
Date 31.12.60 31.12.60 31.12.64 31.12.88 28.5.63 31.12.60 
Population g $ 401 47,022 173 1,462 3,103 268 
No of patients 895 132,770 567 4,143 9,762 992 
Rate per 100,000 under 2 years 94.3 90.8 110.8 86.5 91.8 95.5 
Population by 2-15 years 42.2 93.8 95.3 103.9 
length of stay over 15 years 86.0 97.8 121.2 10.8 118.8 tee 
Male: Female ratio (patients 
over 2 years) 0.85 0.80 0.61 0.62 0.81 0.73 





Sources: ‘Brooke (1967). *Hailey (1971). 3Cross and Yates (1961). ‘Gore et al (1964).SHassall et a1975). 
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Tase VI 
Attrition of the cohort from 31.12.60 to 31.12.75 
No. Cumulative No. Cumulative No. Cumulative % age of 
Year dis- % trans- % patients % cohort 
charged discharged ferred transferred dying dying remaining 
eS Cae eR S eae aN ra LID ee OD 
1961 6 1.2 5 1.0 24 4.7 93.2 
1962 17 4.5 9 2.7 25 9.5 83.3 
1963 3 5.1 9 4.5 27 44.8 75.7 
1964 12 7.4 2 4.9 32 21.0 66.7 
1965 32 13.6 2 5.3 16 24.1 57.0 
1966 28 19.0 1 5.4 27 29.4 46.1 
1967 18 22.5 1 5.6 9 31.1 40.7 
1968 4 23.3 0 5.6 7 32.5 38.5 
1969 5 24.3 0 5.6 18 36.0 34.0 
1970 I 24.5 1 5.8 16 39.1 30.5 
1971-5 1 24.7 3 6.4 56 50.0 18.9 
Total 127 33 257 





exodus of previously acquired, long-stay patients 
(Table VI). Only one patient was discharged 
from hospital during the last five years of the 
fifteen years follow-up period. The 
number of separations from hospital due to 
death shows a plateau for the first four years, 
with much subsequent variation in the annual 
totals. 

The outcome for the 514 patients in the cohort 
was as follows: 127 (25 per cent) had at some 
time been discharged from hospital; 257 (50 per 
cent) had died in hospital after being 
continuously resident; 97 (19 per cent) were 
alive, and had been continuously resident 
throughout the period and 33 (6 per cent) had 
been transferred to other residential care, such as 
geriatric, mental subnormality or other mental 
hospitals. Hailey (1971), in reviewing a number 
of studies of attrition rates for long-stay in- 
patient populations carried out between 1954 
and 1964, found a range of 27.0 per cent to 35.8 
per cent for a five year period. The 
corresponding rate in this study, for the first five 
years, is 43.0 per cent. 

When the loss due to discharge is considered 
separately, the range in the other studies is 6.9 
per cent to 10.6 per cent compared with 13.6 per 
cent for the Nottingham cohort, despite a more 
restricted definition of discharge. Extension of 
the comparison would be likely to increase the 
difference, as 8.9 per cent of Nottingham 
patients were discharged in the next two years. 


3, Discharged Patients 

The characteristics of the discharged patients 
were examined and compared with those of the 
cohort of long-stay patients as a whole. There 
was a striking difference between the sexes, in 
that 39% of males (92) and 13% of females (35) 
were discharged. Table VII gives a further 
breakdown of discharges in order to 
demonstrate the relationship between other 
variables and discharge. 

There is a steady decline in the proportion of 
male patients discharged, from the youngest age 
group to the oldest, from 85 per cent to 3 per 
cent. The same trend is found for the females, 
but the female age group with the highest rate of 
discharge, that aged 35 to 44 (38 per cent), 
remains much lower than the male rate for the 
same decade (66 per cent). 

The likelihood of discharge was more than 
three times as great for single males as for single 
females. For other marital statuses there is little 
or no difference between the sexes, and low rates 
of discharge among the married and widowed 
reflect the relative excess of the elderly with 
organic brain disease in these categories. 

Although for both sexes the longest-stay 
group of patients (over 20 years) had the lowest 
rates of discharge, length of stay appears to have 
had little influence on the decision to discharge 
the patient. The shortest-stay group had by no 
means the largest proportion of discharges for 
either sex, but it did have a large proportion of 
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Taste VII 
The discharged patients by sex vs age, marital status, length of stay and diagnosis with the discharge rate for each category 
Male Female Total 
% % % 
No. discharged No. discharged No discharged 


Age in years 









































25-34 bs ll 85 2 33 13 68 
35-44 23 66 6 38 29 57 
45-54 29 56 8 2 37 43 
55-64 19 36 14 2 33 27 
65-74 9 18 4 4 13 9 
Over 74 1 3 1 2 2 2 
Total 92 39 35 13 127 25 
Marital status 
Single 74 48 24 14 98 30 
Married 8 17 6 15 14 16 
Other 10 29 5 7 15 15 
Total 92 39 35 13 127 25 
Length of stay in years 
2-5 12 43 6 15 18 27 
5-10 12 48 3 13 15 31 
10-15 14 50 5 19 19 35 
15-20 il 50 5 15 16 30 
Over 20 43 32 16 19 59 20 
Total 92 39 35 13 127 25 
Diagnosis 
Schizophrenia (ICD 295 and 297) 62 48 17 2 79 29 
Affective psychosis (ICD 296) 10 34 10 16 20 22 
Organic psychosis (ICD 290-294) 7 15 3 5 10 11 
Subnormality (ICD 310-315) 8 35 3 12 11 23 
Other and not known 5 63 2 49 7 54 
Total 92 39 35 13 127 25 





deaths in hospital (34 per cent for males and 66 
per cent for females). This group included many 
patients admitted in old age with organic brain 
disease. 

A higher rate of discharge among males is 
found in all diagnostic groups. It is most marked 
in the case of schizophrenia (48 per cent to 12 per 
cent). Organic psychosis was associated with low 
rates of discharge for both sexes. It is of note 
that, even in this group, the male rate of 15 per 
cent, was almost as high as that of 16 per cent for 
females with affective psychosis, which in turn 


was the highest rate for a female group of 
significant size. 

Twenty-seven (75 per cent) of the 36. male 
patients and 12 (26 per cent) of the 46 female 
patients who had received prefrontal leucotomy 
were discharged. Leucotomy was associated with 
the diagnosis of schizophrenia (81 per cent of 
males and 89 per cent of females leucotomized 
having this diagnosis) and with younger age 
groups: the males had a mean age of 46 vears 
and the females 52 years. 

The broad categories of patients’ residence on 
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Taste VIII : a 

Destination of discharged patients by sex 

: Male Female Total 
Destination ES = i 

i No. > %' -No. ` % ‘No. 6%. 

To Scheme hostels 75 . (81.5) `- . -21 (60.0) 96. (75.6) 
To other hostels 2 (2.2) 3 (8.6) 5° (3.9) 
To lodgings 1 (1.1 ‘] (2.9) ° 2 1.6) ` 
To family units 14 ° (15.2 10. (28.6 24 - (18.9) 
Total discharged 92 (100%) . 35 (100%) - 127 (100%) 


discharge are shown in Table VIII. Three- 
quarters of all patients found residence jn hostels 
within the Mapperley Hostel Scheme. The 
majority of the remaining patients were dis- 
charged to live with their families.: ' 


Conclusions 


A census of psychiatric in-patients in 
Nottingham in 1960 showed that the in-patient 
prevalence rate’ was already lower than, that 
found either nationally or in other local studies. 
This was almost entirely due to a reduced num- 
ber of long-stay patients; within the long-stay 
group the difference was most striking for 
patients admitted between 1945 and 1958. This 
provides confirmation of the effects of the local 
policy, during that period, of prevention of 
prolonged detention ın hospital of newly arising 
cases. i . 

For patients admitted before 1945 the rate was 
also lower than the. national average, but the 
difference was not marked. 

The Nottingham in-patient services were 
therefore characterized by high admission rates 
(both first and subsequent) and rapid turnover, 
with few recently acquired long-stay patients but 
a substantial residue’ of those remaining from a 
previous era. _ 

When the other characteristics of this long- 
stay population were compared with those found 
elsewhere, no clear-cut differences were found. 
This indirectly confirms the observations of 
Wing & Brown (1970) in their comparative study 
of three hospitals; they found that the reduction 





schizophrenic. patients who.were out-of hospital 
did not have fewer symptoms or less severe 
psychological and social handicaps. 

The follow-up of 1960 long-stay patients has 


‘ further shown that there was accelerated attrition 


of: the cohort compared with: that found else- 


` . where, and this was due entirely to an increased 


rate of discharge from 
munity. 

When. the characteristics of the ` patients 
discharged were compared with those of the 
long-stay group as a whole, the most striking 
difference was the higher rate for males, which 
was found to be independent of differences in 
age, diagnosis, marital status and length of stay. 
An increased chance of discharge was also found 
to be associated with the - diagnosis of 
schizophrenia (tor males only). The discharge 
rate varied inversely with age. Almost halt of the 
discharged patients had been in hospital for 
more than 20 years. ; 

The factors responsible for the difference in 


hospital into the com- 


discharge rate between the sexes remain obscure. 


In:1960 the proportion: of females among long- 
stay patients was unusually small (Table V), and it 
is possible that they were more severely 
handicapped than the males. Male and female 
patients were situated in separate wings of the 
hospital under the care of different consultants. 


‘These. consultants may have -differed in their 


enthusiasm for the policy of discharge, or the 
need to vacate beds to provide for the rising.tide 


-of admissions may have been unequal; this last, 


of in-patient care in Nottingham was general, 


and not confined to particular diagnostic or age 
groups. Those authors also found: that the 


however, is unlikely, as the peak of the dis- 

charges coincided with a reduction in the 

number of male beds. - 
More generally, contemporary attitudes to sex 


‘roles may have dictated- that, whereas the 
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resettlement of socially isolated, chronically 
hospitalized schizophrenic men in unsupervised 


hostels was seen as desirable, the same was not 


true for their female counterparts. ` 
As the in-patient 
Nottingham in 1960-were already lower than 
those found in other surveys (Table V), there is 
no reason to suppose that the subsequent dis- 
charge of such a large number of patients was 
facilitated by a previously excessive accumula- 
tion of those with léss need for in-patient care. 
Christie Brown et al (1977), in a recent survey 
of a large long-stay population, have agreed with 
the pessimistic assessment: of 
investigators (Measey & Smith, 1978) that only a 
small proportion of these patients could bedis- 
charged without a substantial 
provision of supervised accommodation.. The 


residence rates in 


previous - 


additional: 


‘demonstrated. It the national in-patient rate for ' 


England and Wales haq fallen to the same level 
às that for Nottingham, in 1970 there would 
have been 74,393 psychiatric in-patients, whereas 


, the actual figure was 113,127 (DHSS, 1972). 


hostel accommodation in Nottingham was . 


funded by using. the patients’ Social Security 
subsistence payments, and’ no_ professional 
residential staff were employed. The .other 
support necessary was also obtained by the 
redeployment of existing resources: as wards 
were vacated they became day centres and some 
of their nursing staff became free to work in the 
community. No direct contribution was made by 
the local authorities in the form of accommoda- 
tion or after-care. 

The discharge of a large number of long-stay 
patients has thus been shown to be possible with 
no special increase in staff or facilities. However, 
a proper evaluation of this policy depends upon 
assessment of the subsequent fate of the patients 
and of any additional burden placed upon all 
involved. An attempt will be .made to estimate 
these in the second part of the study. ` 

As a corollary, the broad character of 
psychiatric services in Nottingham in 1975 may 
be compared with the recommendations of the 
Hospital Plan for that year. This had specified 
1.8 psychiatric beds per 1,000 population and 
large increases in out-patient and day care. The 
actual number of beds in Nottigham represented 
represented a rate ot 1.6 per 1,000 population, 
and the levels of the other forms of care, were 
high (Table I). Unless it can be shown, that 
Nottingham was privileged in some respect— 
and available statistics do not suggest that this is 
so—the feasibility of the Hospital Plan has been 


. The desirability ot discharging long-stay 


' patients is altogether another question. In 


California, where such a policy was prosecuted 
vigorously in the late 1960s, the evidence has 
been equivocal. (Lamb and Goertzel, 1972). 
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Hostility and Guilt in Obsessive-Compulsive Neurosis 


By RAHUL MANCHANDA,; BRIJ B. SETHI and SURESH C. GUPTA 


SUMMARY The enquiry relates to the investigation of 30 cases of 
obsessive-compulsive neurosis with special reference to the pheno- 
mena of hostility and guilt as revealed through Foulds’ Five Punitive 
Scales and the Thematic Apperception Test. Controls consisted of an 
equal number of subjects suffering from neurotic depression. Analysis 
reveals acting-out hostility and extrapunitive tendency in the experi- 
mental group. No significant difference was found in terms of guilt 


scores. 


Introduction. 

The aetiology of obsessive-compulsive neurosis 
has been frequently discussed with reference to 
repressed feelings of hostility and guilt. Freud 
(1924) pointed out that there was a close 
association between hostility and anal eroticism 
in the development of this disorder. Psycho- 
analytic literature amply demonstrates that the 
feelings of hostility and guilt are important 
determinants in the psychodynamics of neuroses 
in general and obsessive-compulsive neurosis in 
particular (Fenichel, 1945). Emphasizing the 
role of guilt in obsessive-compulsive neurosis 
and neurotic depression, Cameron (1963) called 
them guilt neuroses. Moreover, obsessive- 
compulsive neurosis is reported to be more often 
associated with certain types of cultural prac- 
tices (Chakraborty and Banerji, 1975). In 
Indian society where greater emphasis is laid 
upon the observance of physical cleanliness as a 
prerequisite to the attainment of spiritual 
motives, people try to observe certain existing 
ritualistic patterns of behaviour, and as a result 
they are more likely to reveal obsessional 
symptoms under stressful situations: 

These associations have been largely based 
upon clinical observations but in the present 
study they are examined in the light of data 
based upon certain psychometric tests. 


Material and Method 
The sample consisted of 30 out-patients 


suffering from obsessive-compulsive neurosis 
treated at King George’s Medical College, 
Lucknow, during a period of eleven months. 
Diagnostic evaluation was made according to 
the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-II).  Obsessional 
patients presenting with any clinical evidence of 
an organic brain syndrome were excluded. The 
sample comprised of 16 males and 14 females. 
The study also had a control group comprising 
of an equal number of neurotic depressed out- 
patients, matched for age, sex and education. 

Psychological evaluation included the follow- 
ing techniques :— 

Murrays Thematic Apperception Test. The 
present enquiry incorporated seven cards of 
Murray’s TAT (1, 2, 3 BM, 4, 6BM, 8BM and 
13MF) reported to be relatively more useful for 
assessment of aggression (Hartman, 1970). 
Hostility-guilt scale of Saltz and Epstein (1963) 
was utilized for this purpose. The unmarked 


, Protocols of stories were independently scored 
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by a clinical psychologist. 


Foulds’ Five Punitive. Scales. Of the five sub- 
scales of hostility devised by Foulds, Caine and * 
Creasy (1960) three are measures of extra- 
punitiveness (acting-out hostility, delusional 
hostility and criticism of others) and two 
relate to intropunitiveness (delusional guilt and 
self-criticism). A Hindi translation of the 
questionnaire was used in this enquiry. 
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‘Results 


An important finding emerging from Table I 

relates to the observation that acting-out 
hostility is significantly greater in the experi- 
mental subjects as compared to the controls 
(P <0:001). The subjects could not be sig- 
nificantly differentiated in terms of their 
scores of extrapunitiveness and intropunitive- 
ness, 
‘Table II deals with the mean scores of 
hostility and guilt in TAT. The two groups 
differed significantly in regard to their hostility 
scores, obsessional patients obtaining higher 
scores as compared to the controls (P <0.01). 


Discussion 


In view of the prevalent hypothesis about the 
role of hostility and guilt in obsessive-compulsive 
neurosis, the present enquiry relates to the 
assessment of these psychological variables 
through the Thematic Apperception Test and 
Foulds’ Five Punitive Scales. The findings of 
the Punitive Scales showed that the subjects 
could not be significantly differentiated in terms 
of their scores on extrapunitiveness and intro- 
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punitiveness. ‘However, obsessional patients had 
a significantly higher score upon the sub-scale of 
acting out hostility. This observation could also 
be fairly substantiated by TAT since the 
obsessional patients obtained a significantly 
higher hostility score as against the controls. 
The findings are suggestive of a ‘greater amount 
of externally directed aggressive feelings in the 
obsessional patients as compared to the controls. 

Quite often phenomenological ' studies of 
obsessive-compulsive neurosis reveal different 
patterns of hostility and guilt in these cases 
(Akhtar et al, 1975; Dowson, 1977). Increased 
social inhibitions and high moral precepts 
prevalent in Hindu culture since ancient time 
seem to be largely responsible for such psycho- 
pathology. Guilt feelings induced during early 
periods of life seem to play a crucial role in the 
manifestation of abnormal behaviour and their 
presence has become an integral feature of our 
culture. The low prevalence of obsessive- 
compulsive neurosis as compared to other 
neuroses may be due to a greater social 
acceptance and tolerance of this society towards 
these deviant behaviour patterns. This obser- 
vation explicitly denotes that wide cultural 














TABLE I 
Mean scores on five punitive scales 
l imental Control 
(n = 30) (n = 30) 
Mean s.d. Mean s.d. t Significance 
Acting out hostility (A.H.) 6.6 2:2 4.6 1.9 3.71 —<0.001 
Delusional hostility (D.H.) 4:9. 2,1, 5.2 2.1 0.54 N.S. 
Criticism of others (C.O.) 8.2 1.3 7.7 2.1 1.09 N.S. 
Delusional guilt (D.G.) ; poat AD 1.7 4.5 2.0 0.62 NS: 
Self criticism (S.C.) 6.7 2.0 7.1 1.9 0.78 N.S. 
i ' 


; TABLE II 
Mean scores of hostility and guilt in TAT 


a 





Experimental, ` Control 
(n = 30) (n = 30) i. 
; . : ` Mean s.d. Mean s.d. t. Significance 
Hostility 14.4 6.0 9.8 5.1 , 3.15 <0.01 
Guilt 18.7. 5.0 ‘18.0 6.0 0.48 N.S. 
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differences do exist in perceiving the behavioural 
abnormalities and this seems to be ‘more true for 
obsessional neurosis. . 
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into Manic or Excited Psychotic States. 


By JOHN SCOTT CARMAN, ROBERT M. POST; DEBORAH C. RUNELE, 
WILLIAM E. BUNNEY Jr. and RICHARD JED WYATT 


SUMMARY ‘Small but statistically significant increases in serum.total 
calcium and serum inorganic phosphorus coincided with repeated . 


onsets of psychotic agitation or mania in nine psychotic in-patients 
experiencing rapid cycles of illness. These increases were not accom- 
panied by changes in magnesium or other constituents, which might 
suggest non-specific haemoconcentration. Similar increases in calcium 
or phosphorus were not present in patients without the same cycles of 
psychotic illness. The observed increases could neither be simulated nor 


Increased Serum Calcium and Phosphorus with the ‘Switch’ 


altered by stress or activity, and it remains unclear whether they, - 


might be accounted for by dietary changes, sleep disruption, 
phase shifts or by endocrine alterations. ` 


This report summarizes results of longitudinal 


determinations of serum calcium and phos- 


phorus in-a group of psychotic ’ in-patients 
undergoing repeated episodes of acute psychotic 
agitation. The -considerations which prompted 
this study, reviewed in detail elsewhere (Carman 
and Wyatt, 1977; Carman et al, 1974 and 1977; 
Jimerson et al, 1976), include: (a) ‚periodic 
psychoses with paramount affective or catatonic 
symptoms are occasional ` complications of 
primary disorders of calcium metabolism, and 
psychiatric symptoms commonly abate following 
medical or surgical restoration of normal 
calcium balance; (b) experimental reduction of 
CSF calcium concentration in animals pro- 
duces hyperactivity, hyper-irritability, hyper- 
sexuality, insomnia, and anorexia, while in- 
creases in CSF calcium are ‘associated . with 
hypersomnia, hypoactivity, and lethargy; (c) on 
a neuronal level, reductions of .extracellular 
calcium could account for several. of the 
alterations in central neuronal function, either 
postulated or demonstrated in. mania; (d) 
decreases in CSF calcium concentration are 
noted with antidepressant responses to ECT 
(Carman et al, 1977); (e) CSF calcium is lower 


during manic than depressed phases in manic- 


circadian 


depressive patients subject to rapid. cycles of 
illness (Carman and Wyatt, 1977; Garman et al, 
1974; Jimerson et al, 1976; Weston and Howard, 
1922) and lower in catatonic excitement than 
stupor (Ueno et al, 1961); (f) increases in the 
concentrations of serum total calcium have been 


‘reported during both spontaneous or drug- 
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induced switches into mania or catatonic 
excitement (Carman et al, 1974; Weston and 
Howard, 1922; Ueno et al, 1961; Henry and 
Ebeling, 1925; Speijer, 1950; Fischback, 1971). 
The present study examines whether recurrent 
onsets of excited psychotic states are accom- 
panied by alterations in calcium and related 
serum parameters. ` l 
Methods 

Data were collected from nine in-patients, 
residing at the National Institute of Mental 
Health facilities at Saint Elizabeths Hospital in 
Washington, D.C. and at the Clinical Center in 
Bethesda, Maryland. The patients were aged 20 ° 
to 60 years, of either sex, free of diagnosable 
endocrine or metabolic ‘disorder, and met the 
criteria of Spitzer ef al (1975) for primary 
affective, ` schizoaffective, or schizophrenic 
psychosis, Further, the most salient. char- 
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‘acteristic of their psychoses was frequent, 
abrupt, and spontaneous shifting between two 
or more dramatically different mental states 
(e.g. from euthymia or depression into mania; 
from lucidity or stupor into catatonic excite- 
ment) with a complete ‘cycle taking place at 


least once every three months. The primary © 


focus of this study wes on the rhythmicity and 
periodicity, rather than the descriptive char- 


acteristics of the illnesses. Paired biochemical 


comparisons were made between consecutive 
phases only when patients were medication-free 
or on identical-medications during por phases, 
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i.e. data were excluded from any cycle in which 
neuroleptics, thymoleptics, or lithium were 
administered during only one phase. 

Fasting bloods were drawn at least twice 
weekly at 7.30 a.m. and sera were analyzed the 
same day for concentrations of total calcium, 
magnesium, and inorganic phosphorus. Total 
serum calcium and magnesium were measured 
by atomic absorption spectrophotometry (Goch- 
man- and Givelber, 1970), by a technician 
unaware of the patients’ clinical state. The | 
normal] range of serum total calcium by this 


method ‘was. 4.40:to 5.30 mEq/l and the co- 
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Fic 1.—Increases in serum total calcium (A) and serum inorganic phosphorus (B) during ‘switches’ into mania or 


excitement. For each of nine patients studied, a diagonal line connects the mean of all values obtained during the 
five days just preceding (N) switches with the mean of all values obtained on or for five days following the same switch days. 
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efficient of variation for laboratory error (CV) 
was 2.0 per cent. Magnesium had a normal 
range of 1.40 to 2.00 mEq/l and a CV of 2.2 per 
cent. Serum inorganic phosphorus was deter- 
mined by colorimetry (Amador and Urban, 
1972) with a normal range of 2.4 to 5.0 mg per 
cent and a CV of 2.6 per cent. 

Ratings were performed twice daily by 
trained nursing research teams, unaware of the 
patients’ chemistry values, and employing either 
a 15-point global Mania Rating (Bunney and 
Hamburg, 1963) or a 36-point composite score 
reflecting psychotic agitation (Green et al, 
1977). For each patient, a chronological series 
of such ratings was then analyzed, and ‘switch’ 
days (do) into episodes of psychotic agitation or 
mania were selected by an investigator unaware 
of the patients’ chemical data. (dy) was arbi- 
trarily defined as that day during the onset of 
abrupt exacerbation of psychotic illness when 
the absolute value of the Mania rating exceeded 
two or the Psychotic Agitation score was 
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greater than six. Serum data were analyzed by 
a two-tailed paired-t comparison of the mean for 
each patient of all serum values obtained 
during five days just prior to the switch with the 
mean of values from (dọ) to five days following 
the switch, with (N) switches studied for each 
patient. NM equals the number of switches for . 
each patient from which at least one pre- and 


one post-switch (manic or @xcited) value was 
available. 


Results 


For every patient studied, the mean serum 
total calcium increased with the switch into 
mania or excitement. Eight of nine patients 
showed a similar increase for serum phos- 
phorus. No changes of significance were found 
using the same paired comparison for serum 
magnesium. (Fig 1). 

The increases in serum calcium and phos- 
phorus appeared temporally related to- the 
switch and did not remain elevated throughout 
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Fic 2A.—A composite representing the time course of changes in serum total calcium during the ‘switch’. Days preced- 

ing (—) and following (-H) the switch (O) are represented in chronologic order, from left to right along the abicissa. 

For each day, a vertical bar represents the MEAN+SEM of the individual means of (N) patients. Here, N 
represents the number of patients on whom values were available for each day in this sequence. 
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Fic 2 B.—A composite representing the time course of changes in serum inorganic phosphorus during the ‘switch’ Days 

preceding (—) and following (+-) the switch (O) are represented in chronologic order, from left to right along the 

abscissa. For each day, a vertical bar represents the MEAN+SEM of the individual means of (N) patients. Here, M 
represents the number of patients on whom values were available for each day in this sequence. 


the excited psychotic state. That is, a paired 
‘comparison of the means for each patient of all 
manic versus all depressed serum values 
revealed no statistically significant state- 
associated differences. (Fig 2). 

While such increases were present in a clear 
majority of individual switches, they were not 


present in all switches studied. As an alter- , 


native method for analysis of these data, mean 
differences between consecutive serum values 
during behaviourally stable periods were com- 
pared, for each patient, with mean differences 
when a switch intervened between blood 
drawings. Changes between consecutive values 
were significantly (P <.05, paired-t test) greater 


when a switch intervened (.18+.05 mEq/l ’ 


calcium and 354.00 mg per cent phosphorus) 
than when there was no alteration in psychic 


` state (—.04+.02 mEq/l calcium and —.07+:04 


mg per cent phosphorus). Thus it is unlikely 
that progressive increases of serum calcium and 
phosphorus over the course of the period in 
hospital could explain these findings. 


Discussion 

Our data suggest that recurrent abrupt 
onsets of manic or psychotic agitation are 
associated with transient increases in serum 
calcium and phosphorus. These increases could 
be state-related epiphenomena, rather than 
evidence of a more central role for calcium and 
phosphorus in the ‘switch’ process. We have 


JOHN SCOTT CARMAN, ROBERT M. POST; DEBORAH C. RUNKLE ¢f al j 59 


examined other data from our laboratory: as well 
as the work of other investigators in an attempt 
to understand the importance of calcium’ and 
phosphorus in patients undergoing cyclic ill- 
nesses. , 

Serum phosphorus: values in ten newly 
hospitalized acutely psychotic patients, not 
showing‘ cycles of' illness, were significantly 
lower (P <.001, Student’s t-test) than’ those 
of the nine patients with cyclic conditions during 
the acutely psychotic or ‘post switch’ phase of 
their illness (Carman, Astrada -and Wyatt, 
unpublished). The same group comparison 
revealed no significant differences in calcium 
between these two groups. Thus, acute psychosis 
seems an unlikely cause of the transient increases 
of serum phosphorus which we report. 

‘ The increase in serum calcium coincides 
with the abrupt behavioural change and the 
phosphorus: increase may even precede“ the 
‘switch’. This time course makes it seem less 
likely that the increases observed are the result 
of profound behavioural changes. Nevertheless, 
there are variablés which need` further dis- 
cussion. i 

Since periodic, non-specific emotional ‘stress’ 

or psychobiological ‘reactivity ‘to’ stress may 


cause a transient mild reduction in serum: 


calcium (Malm, 1958), rather than the increase 
we report, stress is unlikely to account for our 
findings. 

Although variation in locomotor activity may 
affect serum calcium and phosphorus, evidence 
suggests that the changes produced are the 
opposite of: those we have observed.. For 
example, a reduction in plasma calcium has 
been associated with recovery from immo- 
bilization (Potts and Deftos, 1969) and ‘thirty 
minutes’ vigorous calisthenics were followed by 
decreased serum phosphate (from: 3.74+.09 
mg per cent to 3.42+.15 mg per cent; p <.001) 
but no significant change in calcium in a group 
of nine malè, schizophrenic patients, not 


showing cycles of illness (Carman, Nasrallah _ 


and Wyatt, unpublished). 

„Periodic idiosyncratic dietary preferences 
capable of mimicking the serum changes’ we 
report (e.g. disproportionate intake of phos- 
phate, magnesium, protein, -vitamin D, or 
calcium (McBean and Speckman, 1974)) are 


_ occasionally seen in this patient group.-Evidence 


that serum ions as well as cyclic behavioural 
disturbances may be influenced by diet is 
provided by the finding of Richter et al (1940) 
that administration of pharmacological doses of 
calcium and a synthetic vitamin D analogue— 
dihydrotachysterol—abolished 40-day mood 
cycles in a’.single patient with presumptive 
hypoparathyroidism: .Con*ersely, in a case of 
primary periodic psychosis with no diagnosed 
endocrine disorder, dietary calcium restriction 
postponed or abbreviated previously regular 
episodes of periodic ‘psychosis (Speijer, 1950). 
Similarly, Snowdon et al (1976) emphasized the 
psychiatric importance’of constancy in calcium 
supplementation in hypoparathyroid patients. 
More rigorous dietary controls are desirable in 
future studies, although these may be difficult 
to maintain in an often erratic and ‘unpredict- 
able patient population. 

Sleep disruption frequently precedes or 
accompanies -periods of psychotic agitation and 
might contribute to the serum calcium and 
phosphorus rises in such episodes. Bojanovsky et 
al (1974) report an increase (.08 mEq/l; P <:05) 
in serum calcium on the first morning following 


‘ one night’s. sleep deprivation. However, this was 


not replicated in our own experience with this 
procedure (Gerner et al, 1975). When four of the 
current nine patients with rapid cycles of illness 
were studied during the same clinical state, 
(either depressed or excited) spontaneous in- 
somnia (nocturnal sleep less than one hour, as 
determined by 30 minute nurses’ sleep chécks) 
was followed by a significant increase in serum 
total calcium (.26+.05 mEq/l; P <.01) but not 
phosphorus, when compared to nights with six 
or more hours sleep. ` 

Similarly, in the current üdy: the degree of 
sleep loss at the switch correlated ats = 0.74; 
P <:10) with the magnitude of increase in 
calcium, but not in phosphorus. Thus, three 
different, kinds of evidence suggest that sleep 
loss may be associated with increases in serum 
calcium. However, substantial sleep loss, re- 
corded: by nurses’ checks, did not precede all 
switches in which we observed the described ion 
changes. Objective measurements with sleep 
EEG monitoring are needed to dissect more 
precisely the relative roles of sleep loss and 
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abrupt switches into excited psychotic.states in 
the observed calcium increases. 

Abrupt phase shifts in circadian rhythms of 
several physiochemical parameters have been 
described at the time of the switch (Wehr and 
Goodwin, 1975). Since, in’ normals the range 
of circadian variation in both serum total 
calcium and serum inorganic phosphorus would 
be sufficient to accotint for the majority of the 
increases seen (Jubiz et al, 1972), such a phase 
shift could account for our findings. However, 
our data on state-related changes in diurnal 
variation of serum calcium or phosphorus | 
concentrations are .too preliminary to warrant 
generalization. 

In normals, marked increases in sérum 
calcium are associated with slightly increased 
CSF calcium (Graziani et al, 1965). In contrast, 
the transient periodic increases in serum 
calcium reported here may trigger more 
enduring decreases in CSF calcium during 
psychotic agitation’ or mania (Carman and 
Wyatt, 1977; Carman et al, 1974; Jimerson et al, 
1976; Weston and Howard, 1922; Ueno et al, 
1961), perhaps by release of calcitonin (Stecol- 
nikov, 1969) suppression of the parathyroids ' 
(Merritt and Bauer, 
process. 
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~The Relationship between Wrist- Monitored Nii Activity 
and Serum CPK Activity i in | Psychiatric In-Patients 


By DAVID J: GOODE, HERBERT Y. MELTZ ER, ROBERT MORETTI, 


DAVID J. KUPFER and RICHARD J. McPARTLAND 


SUMMARY Motor activity, monitored by a wrišt motion transducer, 


was related to serum CPK activity the following morning in a group of 
psychiatric in-patients. In 4 of 10 patients, studied for periods exceeding 
one week, total 24-hour activity was significantly correlated with 
morning serum CPK activity. Motor activity during the night was 
unrelated to serum CPK activity. In a larger group of 30 patients, 
studied for one or two-day periods, inter-individual differences in 
activity level were not related to serum CPK activity, although both 
sex and race were significantly related to variance between subjects in 


that activity. 


‘The occurrence of elevated serum CPK 
activity in the psychoses, especially during the 


early phase of the acute psychotic episode, has . 


been reported by a number of investigators 
(Bengzon et al, 1966; Coffey et al, 1970; Gosling 
et al, 1972 a and’b;. Schweid et al, 1972; 
Tropeano et al, 1972; Guterman, 1973; Kupfer 
and Foster, 1973; Meltzer,:-1975; Ikeda et al, 
1977). However, other investigators have not 
found significant increases in serum CPK 
activity in newly admitted psychotic patients 
(Warnock and Ellman, 1969; Cunningham et al, 


activity as a causative factor in increased serum 
CPK activity at that time is significant. Goode 
et al (1977) have shown that intense struggle 
against leather limb restraints for one hour 


‘causes large serum CPK activity elevations in 


1974; Harding, 1974).. Thus, there is a need to. 


explore these discrepancies. 


A number of factors secondarily associated 


with the psychotic episode,* which might 

contribute to the serum CPK activity increase 
‘in psychotic patients such as intramuscular 
injections (Meltzer, 1969a), stress (Meltzer, 
1969b) and sleep deprivation (Kupfer and Foster, 
1973). However, it has been determined that 
these variables do not contribute significantly to 
. the increases in serum CPK activity observed 
during the psychotic episode (Meltzer, 1975). 
Since physical activity is frequently increased 
during a psychotic illness, the role of such 


normal subjects. Re-analysis of data reported by 
Meltzer and colleagues, eliminating serum CPK 
elevations observed within 72 hours‘of use of 
leather limb restraints, revealed increased serum 
CPK activity to occur in a high proportion 
(74.7 per cent) of hospitalized psychotic 
patients (N = 281) despite such elimination. 
Of these patients, 26.7 per cent were observed 
to have serum CPK elevations at the time of 
admission and 48.0 per cent during later 
phases of hospitalization (Meltzer, unpublished 
data). Strenuous exercise has also been shown 
to produce increased serum CPK activity in 
both normal subjects (Bauman et al, 1962; 
Griffiths; ‘1966; Ahlborg and Brohult, 1966, 
1967; Nuttal and Jones, 1968; Rasch and 
Schwartz, 1972) and in patients recovering 


‘from psychotic episodes (Meltzer and Moline, 
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1970; Goode and Meltzer, 1976). Increased 
levels of serum CPK produced by isotonic and 
isometric exercise in psychotic patients do not 


‘(Meltzer and Moline, 
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differ significantly from those of control subjects 
1970; Goode and 
Meltzer, 1976). - 

Serum CPK activity was significantly corre- 
lated with nurses’ ratings of general motor 
activity in a study of hospitalized psychotic 


‘patients (Meltzer, 1975). Soni (1976) also 


reported that clinical ratings of psychomotor 
activity correlated significantly with serum 
CPK activity in hospitalized psychotic patients, 
particularly in those patients who experienced 
extreme hyperactivity. Kupfer and Foster 


: (1973) studied serum OPK. activity and motor 


activity, measured by a motion transducer worn 
on the non-dominant wrist, in hospitalized 
psychotic patients. Serum CPK activity was 
correlated significantly with level of motor 
activity, but only a small portion of the variance 
in serum CPK activity could be related changes 
in motor activity level. We have observed 
transient increases of serum CPK activity in 


several hospitalized psychotic patients ` who ' 


engaged in strenuous physical activities (Goode, 
Mazura and Meltzer, unpublished data). 

Using a motor activity measure similar to 
that of Kupfer and Foster (1973), we attempted 
to evaluate: (a) the extent to which motor 
activity level is related to serum CPK activity 
changes over time in a given individual; 
(b) whether inter-individual differences in 
serum CPK activity are related to differences in 
level of motor activity; and (c) whether 
activity levels during the night are more 
critically related to morning serum CPK 
activity than day-time activity levels. 


Methods 


All subjects were in-patients on a research 
ward at the Illinois State Psychiatric Institute. 
No attempt was made to select one diagnostic 
category, but all patients were hospitalized for 
treatment of psychotic symptoms. The dia- 


` gnostic breakdown of the study population was: 
' schizophrenia 15; affective psychosis 8; schizo- 
' affective psychosis 3; unspecified psychosis 2 


and psychosis secondary to drug abuse 2. Blood 
was drawn daily, from Monday to Friday, at 


' 8 a.m. for serum CPK determination by the 
method of Rosalki (1967). Motor ‘activity level’ 


was measured by a motion-transducer with 
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digital read-out, worn on the non-dominant 
wrist (Kupfer and Foster, 1973). ‘Activity 
readings were made at 9 a.m., 3 p.m. and 
9 p.m.; and reported subsequently as total 
24 hour activity and ‘night activity’ (9 p.m. to 
9 a.m.). Day, night, and total 24 hour activity 
levels were compared with serum CPK activity 
levels obtained the following morning. 


Results 


Basic data collected for each patient consisted 
of total 24 hour and night (9 p.m.—9 a.m.) 
motor activity, as well as serum CPK activity on 
the following morning, plotted for each day. 
Generally, night activity comprised only a 
small proportion of total activity; in patient 5, 
night activity did not correlate significantly 
with serum OPK activity (r = 0.44, P = n.s.) 
whereas total activity for the 24-hour period , 
did (r = 0.750, P <0.05). Similar data from 
ten patients studied over periods of time, five 
days or more, are summarized in Table I, in 
which three correlation coefficients are pre- 
sented for each subject: the first relating total 
24-hour activity to serum CPK. activity the 
following morning; the second, night activity to 
CPK; and. the third, 24-hour activity to night 
activity. In four out of ten subjects, total 
activity correlated significantly with serum 
CPK activity, while in only one out of eight 
subjects was night activity correlated with 
serum CPK activity. 

- To investigate the relationship between 
motor activity and differences in serum CPK . 
activity between individuals, 30 patients were 
studied for single or two-day periods. It is well 
known that there are sex-race differences in 


. serum CPK activity, levels being highest 


among black males and lowest among white 
females (Meltzer and Holy, 1974). Table II 
gives the mean CPK and mean motor activity 
of all subjects studied, categorized by sex and 
race. Mean serum CPK activities of the sex- 
race groups studied are distributed as would be 
expected, with black males having the highest 
scores and white females the lowest. However, 
mean motor activity levels did not parallel the _ 
sex/race differences observed for serum CPK 
activity. Analysis of variance (ANOVA) of 
serum CPK activities between sex/race groups 
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Tase I i 
Correlation coefficients relating 24 hour total motor activity and night motor activity to morning serum CPK activity, and 
total motor actwity to night motor activity 
Correlation coefficients (R) and significance (P) 








Number Total activity Night activity Total activity 
ys vs vs vs 
Patient studied CPK f CPK Night activity 
“Ne R P R P R P 
1 8 0.143 N.S. — — — — 
2 . 12 0.660 0.05 0.346 N.S. 0.831 0.05 
3 8 —0.020 N.S. 0.067 N.S. 0.594 N.S. 
4 6 —0.560 N.S.  —0:275 N.S. 0.840 0.05 
5 9 0.750 0.05 0.444 N.S.. 0.038 N.S. 
6 5 —0.495 N.S. = = = - 
7 4 0.975 ` 0.05 0.985" 0.05 0.998 0.05 
4 0.582 N.S. —0.610 N.S. —0.064 N.S. 
9 4 —0.342 « N.S. —0.367 N.S. 0.992 0.05 
10 4 0.989 l 0.05 0.642 N.S. 0.747 N.S. 
Taste II l other patients studied, insignificant or negative 


Mean activities and mean CPK values of all study patients by correlations were observed. It is possible that a 
sex and race greater number of significant correlations might 

White White Black Black have been observed, had the observation period 

females males females males been longer for many of the patients studied. 

In these subjects, serum CPK activities rarely 
Mean a 393 8 2708 271.7 340.6 exceeded normal limits during the observation 








x% ie m 3 Iai tee period and the variations in activity level from 
day to day rarely exceeded two-fold changes. 

Mean CPK 23.0 41.5 633 930 However, serum CPK activities beyond the 
SRi Ti eae oe i upper limits for sex/race norms have been 


observed in several patients the morning after 
strenuous exercise in a gym (Goode and 


was significant (F = 3.558, P <0.05,d.£ = Meltzer, 1976). 
3.29), but the difference between high and low Night activity from 9 p-m. to 9 a.m. was 
activity patients was not (F = 1.164, P = n.s.). strongly correlated with morning serum CPK 
i ' , activity in only one of the ten study subjects. 
Discussion Kupfer and Foster (1973) found night activity 
In four out of ten psychiatric in-patients, to be most highly correlated with morning 
studied for one week (effectively 4 days) or serum CPK activity in a group of psychotic 
longer, morning serum CPK activity was patients. The discrepancy.in these findings may ` 
significantly correlated with 24-hour motor be due to the fact that most patients in our 
activity, measured on the preceding day. In the study were receiving psychotropic medication, 
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administered twice daily orally in equal doses 
at 9 a.m. and 9 p.m. The sedative effects of such 
medication may have obscured variations in 
motor activity at night in our patient group, 
although the 9 a.m. dose did not apparently 
interfere with day-time motor activity. However, 
~ phenothiazine-induced effects may have ob- 
scured activity-CPK relationships in at least 
¿n some of the patients, in whom we failed to 
< observe this correlation. 

Differences specific for both sex and race 
have been observed in serum CPK activity 
levels in normal subjects engaging in routine 
daily activities (Meltzer and Holy, 1974). It is 
clear from our study that in some subjects, 
intra-individual variations in serum CPK 
activity are related to motor activity fluctuations. 
However, a contribution of motor activity to 
inter-individual differences in serum CPK 
activity was not demonstrated in our study. 
In 30 psychiatric in-patients, variation in serum 
CPK activity due to both sex and race was 
significant by ANOVA, while variation due to 
motor activity was not, and there was no 
significant interaction between sex/race and 
motor activity. Thus, differences in motor 
activity were not related to inter-individual 
differences in serum CPK activity. Inter- 
individual differences in CPK activity, such as 
those documented for sex and race (Meltzer 
and Holy, 1974) aré likely due to other variables, 
such as differences in muscle cell permeability 
to enzymes or muscle mass. 

Serum CPK activity elevations associated 
with acute psychotic episodes are generally 
higher than those observed in our study 
population. The increased motor activity of 
the acutely agitated patient must play at least a 
partial role in producing the large elevations 
which occur in acute psychotic states, although 
large elevations have also been observed in 
acutely depressed patients who had little gross 
motor activity. Because of the fragility of the 
wrist motion-transducer and lack of co-operation, 
accurate measures of motor activity in the 
acutely agitated psychotic patient are difficult. 
It is possible that extremes of motor activity 
may produce large elevations of serum CPK, 
but elevations comparable to those sometimes 
seen during acute psychosis have not been 


observed after very strenuous exercise (Ahlborg 
and Brohult, 1966, 1967; Bauman et al, 1962; 
Griffiths, 1966; Nuttal and Jones, 1968; Rasch 
and Schwartz, 1972). Previous observations in 
our laboratory have demonstrated that intense 
struggle against leather limb restraints may 
produce large elevations of serum CPK activity 
in normal subjects (Goode et al, 1977). Specific 
forms of motor activity, *or motor activity 
associated with stress (such as the psychological 
stress of helplessness) may be capable of 
producing large serum CPK activity increases 
in humans. This hypothesis has found some 
support in studies of restraint stress in rats, in 
which helplessness to avoid painful tail shock 
produced larger serum CPK activity increases, 
compared to animals which could avoid tail 
shock by bar-pressing (Spiga and Meltzer, 
unpublished data). In this study, both helpless 
and bar-press control animals received identical 
tail shocks. Serum CPK activity elevations in 
some acutely psychotic patients may reflect the 
combined effects of greatly increased motor 
activity and stress, 
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The Use of Screening Investigations in Psychiatry 


By C. J. THOMAS 


SUMMARY This is a study of the results of screening tests on all new 
psychiatric in-patients over a period of one year. Although none of the 
results indicated definite physical causes for the psychiatric illness, 
10 per cent of the tests revealed abnormalities resulting from or 
co-incidental with the psychiatric illness. Of these abnormal results 
61 per cent led to no further investigation or treatment, and the sig- 


nificance of this is discussed. 


Certain. screening investigations are com- 


=< monly performed on psychiatric patients for 


four main reasons. Firstly, they may be used to 





exclude certain physical disorders that may 


produce psychiatric illness, usually of an 


organic, schizophrenic or affective type. These 


disorders include syphilis, vitamin B, defi- 
ciency, cerebral space-occupying lesions 
(Davidson and Bagley, 1969; Slater and Roth, 
1969), and hypothyroidism (Asher, 1949; 
Tonks, 1964). There is some evidence now that 
folate deficiency may also produce a variety of 
psychiatric symptoms (Reynolds, 1976). 
Secondly, screening investigations may be used 
to exclude physical conditions that may result 
from the psychiatric illness. Deficiencies in 
appetite and high alcohol intake may lead to 
detectable physical abnormalities. The third 
use of screening tests is for the detection of 


S: ¿physical disorders co-incidental to the psych- 


iatric illness; it has been shown that one third 
of psychiatric in-patients have a physical 
disorder, which in half the cases had been 
undiagnosed before admission (Maguire and 
Granville-Grossman, 1968), and in a day 
hospital survey (Burke, 1978) as many as 50 per 
cent of patients were found to have physical 
disorders. The fourth. use of screening tests is for 
the detection of side effects of any drug therapy; 
this is likely to be increasingly common with 
today’s polypharmacy. 

The purpose of this present study is to 
estimate how often psychiatrists use screening 
“tests, what. information the tests provide, and 
_ whether this information is acted upon. 
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Method 

The case notes of all new in-patient admis- 
sions to the Psychiatric Unit of Withington 
Hospital from January Ist to December 31st, 
1976 were retrospectively scrutinized. The 
results of routine screening investigations were 
studied; these included serology for syphilis 
(cardiolipin WR, Treponemal haemagglutin- 
ation, VDRL test), thyroid function tests 
(serum thyroid-stimulating hormone, T3 and 


‘T4), vitamin B,, and folate (estimated together), 


haemoglobin, erythrocyte sedimentation rate 
(ESR), electrolytes and urea, liver function 
tests, (bilirubin, aspartate transaminase and 
alkaline phosphatase) and a biochemical profile 
(calcium, phosphate, uric acid, cholesterol, and 
blood sugar). All results were returned from the 
laboratory on forms for filing in the notes. For 
all tests, except haemoglobin and ESR, the 
forms stated a normal range which had been 
estimated from previous surveys on normal 
populations using the same techniques of 
measurement. Abnormal results were any that 
fell outside the normal range provided by the 
laboratory. For the purpose of this study 
abnormal haemoglobins were those that fell 
below 11.0 gms/di and abnormal ESRs those 
that were more than 30 mm in the first hour 
(Westegren). Routine radiology of the chest 
and skull were also considered. 

If no prior cause was known for any abnorm- 
ality, the case notes were examined to ascertain 
whether the abnormal result had led to further 
action being taken in the form of investigations, 
referral or treatment. 
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Results 

There were 622 admissions, of which 9 case 
notes were unavailable (Table I). The initial 
rather than the final diagnosis was used, as it 
would be this that determined the investigation 
to be performed. Twenty-seven per cent of all 
admissions had no screening; of these over half 
had been admitted from other wards. after 
investigations or had stayed in hospital less than 
48 hours, when there had been insufficient 
time to investigate. 

Table I also shows how often those tests that 
may ‘reveal physical causes of psychiatric 
disorder are used (serology for syphilis, thyroid 

function tests, serum B,, and folate, and skull 
X-ray). Except for serology for syphilis, all were 
_ more frequently performed on patients over the 
-= age of 65,-Thyroid function tests were more 
: frequently performed on females. All these tests 
_ were more commonly performed on those 
diagnosed as having schizophrenia, affective or 
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organic illness. Vitamin B,, and folate tests were 
also frequently performed on those with 
alcohol or drug abuse. Table II shows the 
abnormal results. 

Serology for syphilis The 202 investigations 
revealed 6 abnormal results (3 per cent). Two 
patients were known to have had treated 
syphilis many years preyiously (1 organic, 
1 schizophrenic). The other 4 results were all 
considered insignificant, 2 being biological false 
positive reactions and 2 being inactive syphilis 
(1 organic, 1 affective). None were considered 
aetiologically relevant to the psychiatric disorder 
or in need of treatment. 

Thyroid function tests There were 145 investi- 
gations and these yielded 21 abnormal results 
(14 per cent). Of these, 5 were normal when 
repeated; 3 abnormal results (2 hypothyroid 
and | hyperthyroid) led to.eventual treatment; 
and 13 abnormal results (9 in the hypothyroid 
range and 4 in the hyperthyroid range) led to 
























































Tase II 
_ New information 
% age i 3 : 
of all Known Insignifi- Normal Action -No action 
Test Total admissions Normal abnormal cant on repeat ~ taken taken 
Serology for 
syphilis 202 33% 196 (97%) 2 4 0 0 0 
Thyroid 
function tests 145 24% 124 (86%) 0 0 5 3 13 
Vitamin B12 
and folate 99 16% 79 (80%) 0 0 3 8 9 
Skull X-ray 251 ay 241 (96%) 0 7 1 I l 
Chest X-ray 326 53% 260 (80%) 25 22 0 10 9 
Haemoglobin 417 68% 400 (96%) 3 0 0 9 5 
ESR 329 54% 274 (84%) 12 0 0 17 26 
a a a al at ae ae 
Electrolytes and 
urea 332 54% 286 (86%) l 6 17 5 17 
Liver function 
tests 397 65% 321 (81%) 1 0 12 4 59 
S _ Biochemistry 397 65% 339 (85%) 7 0 12 4 35 
z Torat 2,895 2,520 (87%) 51 (1.7%) 39 (1.4%) 50 (1.7%) 61 (2.1%) 174 (6%) 
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no further action or repeated testing. The 
abnormal results were scattered amongst a wide 
variety of psychiatric disorders. The hypo- 
thyroid results were obtained from 3 patients 
with schizophrenic illness, 3 with affective 
illness, 3 with neuroses, 1 with alcoholism and 
1 with organic illness. The hyperthyroid results 
were obtained frog: 2 patients with schizo- 
phrenia, 2 with neuroses and 1 with drug 
abuse. No abnormal results were considered 
aetiologically relevant to the psychiatric dis- 
order. 

Vitamin B,, and folate There were 99 investi- 
gations which gave 20 abnormal results (20 per 
cent), of which 3 were normal when repeated. 
Eight patients with abnormal results (2 low By, 
and 6 low folate) received appropriate treat- 
ment, and 9 abnormal results (all low folate) led 
to no further action or repeated testing, The 
abnormal results were again from a wide 
variety of psychiatric diagnoses. The low B, 
levels were from 1 patient with schizophrenic 
illness and one with affective illness. The low 
folate levels were obtained from 6 patients with 
affective illnesses, 4 with neuroses, 3 with 
alcoholism, one with schizophrenic illness and 
one with organic illness. None were considered 
aetiologically relevant to the psychiatric dis- 
order, 

Skull X-ray Investigations had been made in 
251 cases and gave 10 abnormal results (4 per 
cent), of which one was normal on repeat and 
7 were insignificant. One abnormal result led to 
further investigation, which revealed a small 
pituitary tumour, not considered relevant to the 
psychiatric disorder. One abnormal X-ray that 
was reported as possibly being due to an under- 
lying neoplasm led to no further action. 

Chest X-ray Here 326 investigations gave 66 
abnormal results (20 per cent), of which 25 were 
previously known and 22 considered insig- 
nificant. Ten patients with significant abnorm- 
alities underwent further investigation or treat- 
ment (4 chest infections, 2 neoplasms, one 
pneumothorax, one goitre, one pericardial 
cyst and one possible mitral valve disease). 
But 9 abnormal results led to no further action 
(3 congestive cardiac failures, 2 chest infections, 
2 pulmonary opacities, one pleural effusion and 
one possible aortic aneurysm). 


Haemoglobin There were 417 investigations, 
which produced 17 abnormalities (4 per cent), 
3 of the patients were already known to be 
anaemic; 9 patients newly diagnosed received 
appropriate treatment, whereas 5 patients had 
no further investigation or treatment. 

Erythrocyte sedimentation rate There were 329 
investigations, which gave 55 results (16 per 
cent), of ever 30 mm in the first hour, of which 
12 could be adequately explained by known 
concurrent physical illness. Seventeen patients 
had other investigations which allowed the 
cause to be determined (7 alcoholic hepatitis, 
6 infections, 3 neoplasms and one auto-immune 
disorder). Twenty-six patients with abnormal 
ESR had no further action taken to elucidate the 
cause. 

Electrolytes and urea Here 332 investigations 
revealed 46 abnormal results (14 per cent), of 
which one was previously known, 6 were 
insignificant and 17 were normal when repeated. 
Five patients had appropriate treatment of the 
abnormality; 17 with significant abnormal 
results were neither retested, investigated or 
treated. 

Liver function tests Investigations numbered 
397 and revealed 76 abnormalities (19 per cent), 
of which one was previously known and 12 were 
normal on repeat. Four abnormal results led to 
further action to investigate and treat the cause; 
59 abnormal results led to no further action— 
however 39 of these were due to alcoholism. 

Biochemical profile This was established in 397 
cases. There were 58 abnormalities (15 per 
cent), of which 7 were previously known and 
12 were normal on repeat. Four abnormalities 
led to further investigations and treatment; 35 
abnormal results led to neither repeat testing or 
any further action. 


Of the total 2,895 screening tests on 613 
patients, 375 abnormal results were obtained; 
of these, 39 were considered insignificant and 51 
were due to abnormalities known prior to the 
test being performed. Thus, 285 abnormal 
results were potentially significant and gave 
information about possible clinical abnormalities 
not previously suspected and therefore possibly 
required further action. Of these 285 results, 
repeated testing in 50 cases gave normal results 
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and in a further 6] cases there was either 
further investigation, referral to appropriate 
specialists, or initiation of treatment for the 
abnormality. In 174 cases of new potentially 
significant abnormalities there was neither 
repeat testing nor any further action. 

Of all the tests performed, 286 results (10 per 
cent) either confirmed known abnormalities or 
led to the definite or possible confirmation of 
new abnormalities. 


Discussion 

This study shows that the majority (73 per cent) 
of new psychiatric in-patients at Withington 
Hospital are subjected to screening investi- 
gations. It appears as though psychiatrists use 
serology for syphilis, thyroid function tests, 
vitamin B, and folate and skull X-rays more 
often in patients diagnosed as schizophrenic, 
affective or organic, and presumably are 

screening for physical causes of these disorders. 
In the 613 patients in this study, no definite 
physical cause of the psychiatric disorder was 
found. The low yield of significant positive 
results in screening for syphilis has been noted 
before (Banks, 1968), but the seriousness of the 
condition seems to warrant continued screening, 
although its value in patients over 65 years 
has been questioned as all positive results at 
this age appear to be due to inactive disease 
(Bell, 1959). Thyroid function tests revealed 3 
definite cases of abnormality coincidental to the 
psychiatric illness and 13 abnormal results that 
were not followed up. The value of thyroid 
function tests in females over 40 years has been 
shown before (Nicholson et al,.1976), and it is 
interesting that all but one of the hypothyroid 
results in this study were females in this age 
group. A recent survey (McLarty et al, 1978) 
revealed 7.6 per cent of psychiatric in-patients 
with abnormal thyroid function tests. Further 
investigation, however, revealed that actual 
thyroid disease was much lower, 0.7 per cent 
having hyperthyroidism and 0.5 per cent 
hypothyroidism. All cases of hyperthyroidism, 
but only one out of 5 cases of hypothyroidism, 
were clinically obvious; this perhaps indicates 
< that in patients with no obvious clinical mani- 
_. festation only those with tests falling in the 
hypothyroid range need further investigations. 


Vitamin B,, and folate levels again show a high 
number of abnormalities coincidental with the 
psychiatric illness, as has been shown in previous 
studies (Reynolds, 1976; Wu et al, 1975). The 
value of skull X-ray in psychiatry has been 
questioned (Delaney, 1976), and this study 
would appear to confirm that its use is limited. 
However, only 251 skull X-rays were studied, 
and it is possible that in £ bigger series more 
significant abnormalities would be obtained. 

Of all the screening tests performed in this 
study, 10 per cent indicated definite or possible 
physical abnormalities either as a result of or 
coincidental with the psychiatric illness; this 
would seem to indicate the value of screening 
tests in psychiatric patients. Although many of 
the abnormal results are coincidental, some 
abnormalities are likely to be a consequence of 
the underlying psychiatric illness, Electrolyte 
and urea disturbances, fall in haemoglobin, B,, 
and folate levels may all reflect either acute or 
chronic changes in water and dietary intake 
which often occur in psychiatric illnesses, and 
liver function tests are likely to give abnormal 
results in some patients with alcoholism. 

It should be pointed out that as many patients 
were subjected to a battery of screening in- 
vestigations it might be expected that some 
results would fall outside a statistically defined 
normal range by chance alone. 

Perhaps the most significant finding is that of 
the 285 abnormal results providing new inform- 
ation 61 per cent led to no further action 
either in repeat testing, further investigation or 
treatment. These findings are similar to those 
found in a study of an American Mental 
Hygiene Clinic (Shatin et al, 1978) which 
showed that clearly abnormal results occurred in 
4.8 per cent of the patients but that no further 
action was taken in 52 per cent of the cases. 

It is true that in this study some of the 
abnormalities were only slightly outside the 
normal range provided by the laboratories; 
however, many of the results not followed up 
were as abnormal or more so than those that 
led to a definite diagnosis and treatment of 
physical disorder. It is significant that those 
abnormal findings that did lead to further 
testing revealed high incidences of physical 
disorders which needed treatment. Even those 
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abnormalities just outside the normal range 
should at least require repeat testing to demon- 
strate eventual normality. Some of the results 
not followed up, such as the abnormal liver 
function tests in alcoholics, and abnormal 
electrolytes and ureas in dehydrated patients, as 
well as those abnormal by chance alone, could 
have been expected to return to normal, but 
unless a repeat inveStigation is carried out those 
with permanent damage will be missed. 

Thus it would appear that psychiatrists do 
use screening tests to eliminate physical ab- 
normalities; but in many instances they do not 
appear to use the results of these tests. It is 
possible that aetiologically relevant conditions 
are not being fully excluded, and certain 
physical conditions resulting or coincidental 
with the psychiatric conditions are not being 
fully investigated or treated. Any psychiatric 
patient admitted to hospital should expect from 
his doctors not only adequate psychiatric 
investigation and treatment but also that any 
physical condition revealed will be fully 
investigated and treated if necessary. 
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Amitriptyline: Comparison of Three Different Dosage 
Schedules in Neurotic Depression 


Ld 
By DOMENICO DE MAIO and ALESSANDRO LEVI-MINZI 


SUMMARY Three groups of neurotic depressed patients were 
treated with amitriptyline, one group receiving the customary three 
daily doses, another a single dose in the morning, and the third a 
single dose at night. All three groups showed significant decrements of 
total scores on the Hamilton Scale for Depression and the Zung Self- 
Rating Depression Scale without significant differences. Patients 
taking the drug at night showed a lower incidence of side effects. 


oi “Introduction 

The current trend in drug treatment for 
` depression is increasingly in favour of once-a- 
‘day medication, as opposed to the traditional 
thrice daily schedule. This applies to ami- 
triptyline in conventional tablet form (Ziegler 
et al, 1977a; Murphy, 1977) as well as in 
sustained-release dosage forms (Rifkin, 1972; 
Sims, 1972; Sedman, 1973; Murphy, 1977), and 
also to Dothiepin (Sharma, 1977) and to the 
fluphenazine-nortriptyline association (Brodie 
et al, 1976). Hollister (1976) recommends 
shifting to the single daily dose mode after the 
< initial stage of dosage adjustment. 

The purpose of this study was to compare the 
efficacy and side effects of amitriptyline given on 
different dose schedules to neurotic (plus some 
psychotic) depressed patients. 

The choice of amitriptyline for patients with 
neurotic depression was dictated by our 
experience of the purely symptomatic effect of 
tricyclic antidepressants in general, relatively 
free from any important nosographic implica- 
tions (De Maio et al, 1975; Simpson et al, 1976). 


Material and Method 
This trial was conducted in three groups of 
male in-patients with neurotic depression. Two 
< groups were selected randomly for treatment 


- _ with a single daily dose of amitriptyline to be 


taken at 9 am (Group A) or at 9 pm (Group B); 
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the third group was not randomized and served 
as control, receiving the drug conventionally in 
three daily doses to be taken at 9 am, 2 pm and 
8 pm (Group C). 

Table I describes the three groups of patients: 
variance analysis of tabulated data yielded a 
‘not significant’ F value, confirming that the 
three groups were homogeneous in regard to the 
involved parameters. 

Each patient was evaluated clinically by the 
Hamilton Scale for Depression and the Zung 
Self-Rating Depression Scale before and after 
20 days of treatment. 

Amitriptyline dosages were adjusted in- 
dividually: the range was 75 to 125 mg daily 
for Group A (morning medication) (mean doses 
85.57 + 10.48), 50 to 150 mg daily for Group B 
(evening medication) (mean doses 87.05 + 
11.49), and 75 to 150 mg daily for Group C 
(thrice daily medication) (mean doses 90.33 + 
21.29). i 

Statistical evaluation of therapeutic results 
obtained with the three dosage schedules used 
the total scores of the Hamilton and Zung 
scales. The therapeutic result of Group C 
(control) was compared statistically with that of 
the other two groups, there being no apparent 
bias for the type of patients represented in the 
groups or for the mode of treatment. The 
statistical method employed was variance 
analysis for a mixed factorial design plus 
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Taste I 
Three Groups of depressed men treated with amitriptyline 





Total scores before treatment 





Neurotic depression Psychotic depression Hamilton scale 


Group Mean age Diagnosis 
i a a e 
41 + 12047 10 
B 42 + 9.48 10 
Cc 42.12 + 11.82 13 


Zung scale 





(mean + S.D.) (mean + S.D.) 
3 25.26 + 6.87 45.20 + 12.17 
5 29.60 + 5.96 53.33 + 6.30 
2 26.56 +6.14 48.62 + 8.55 





covariance analysis. This afforded observation of 
different patterns of improvement during treat- 
ment, and brought out the importance of 
different severity of symptoms before treatment 
in the groups being compared. 


Results 


Improvement in the three groups is shown in 
Table II statistically. 





Side effects 


Side effects were reported by 11 of 15 patients 
of Group A (totalling 14 individual complaints), 
in 5 of 15 patients of Group B (5 complaints), 
and in 8 of 16 patients of Group C (9 complaints). 
The difference between groups is not significant 
(x2 = 4.85; P >0.05). A breakdown of re- 
ported side effects is given in Table III. 

















Tase HI 
Taste II , ; 
Percentage decline in depression scores after amitriptyline for Side-effects volunteered in three Groups 
20 days 
Complaints Group A GroupB Group C 
Rating scales (morning) (evening)  (t.i.d.) 
Group Hamilton Zung Somnolence 7 3 3 
A apon = 05.69; Sioa 4 = = 
Insomnia l l — 
B —44.6% -21.7% — Dryness of mouth l — 3 
c 44.4% -19.6% Headache T l P 
Sweating 1 — 1 
Dizziness — — 1 
1. The difference between the three groups in Constipation RA m l 


terms of improvement, assessed by either 
rating scale, was not significant (y? = 4.85; 
P >0.05). 


2. There was a highly significant difference 
(P <0.01) between times, reflecting major 
improvement of depression, in the results of 
both rating scales regardless of the model of 
amitriptyline administration in the three 
groups. 

3. The time/treatment interaction was not 
significant (P >0.05), indicating a similar 
pattern of improvement in the three groups. 





Discussion 

The results of this study corroborate earlier 
reports indicating no difference of therapeutic 
results whether amitriptyline is administered 
three times daily or just once a day (Braithwaite 
et al, 1974; Ziegler et al; 1977a). In this trial the 
total score of the Hamilton Scale for Depression 
elicited after treatment showed a somewhat 
greater per cent reduction compared to pre- 
treatment readings than did the total scores of 
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the Zung ratings. This fact, which we reported 
at an earlier date for other tricyclic compounds 
(De Maio et al, 1975), apparently suggests the 
greater reluctance of self-administered test 
scores to move, compared to the more objective 
Hamilton Scale procedure. 

Our experience further confirms that in 
patients receiving amitriptyline in single daily 
doses there is no statistically significant differ- 
ence of clinical improvement whether the dose is 
taken in the morning or at night. As for the thrice 
daily dosage schedule, this finds little justification 
even on merely pharmacokinetic grounds 
(Ziegler et al, 1977a), as is the case also with 
nortriptyline (Ziegler et al, 1977b). Conversely, 
once-a-day dosing promotes patient compliance 
(Summers, 1977) and is apparently quite 
-adequate to maintain steady and therapeutically 
valid blood levels of amitriptyline between 
_ consecutive doses (Braithwaite ef al, 1974), the 
~ mean half-life of the drug being between 24 and 
48 hours. Yet our own good results obtained with 
single daily (morning) doses of the non- 
tricyclic antidepressant, Nomifensine, strongly 
suggest a mechanism other than pharmaco- 
kinetic, since the last-named drug has a half-life 
of only 2 to 4 hours (Horne et al, 1976). One 
possible explanation, perhaps worth looking 
into, could be sought in the well-known cir- 
cadian variations of bioamine concentrations in 

the brain and blood (Albrecht et al, 1956; Reis 
et al, 1968; Scheving et al, 1968; Sauerbier and 
¿von Mayersbach, 1976). In our three patient 
groups (two of which were randomized), 
therapeutic results did not seem dose-dependent; 
this is at variance with what Simpson et al 
(1976) reported in regard to imipramine in 
depressed neurotics. Indeed, our mean dosage 
was respectively 78.57 and 87.0 mg daily in the 
two once-a-day dosage groups, as opposed to 
fully 117.5 mg daily, or about 25 per cent 
more, in the thrice daily group. 

If anything, certain differences were observed 
in terms of side effects, which were complained 
of by fewer patients in the evening dosage 
group (B). Obviously, an allowance must be 
made for the fact that somnolence, for instance, 
is a noticeable side effect in daytime, but very 
few patients would complain if it occurred 
-during night hours. 
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Post-ECT Cognitive Defect and Elevation of Blood Pressure 


By MAX HAMILTON, MALCOLM J. STOCKER and CHRISTOPHER M. SPENCER 


SUMMARY There is evidence that ECT causes a breakdown of the 
blood-brain barrier through the rise of blood pressure it induces. 
Using the Benton test of cognitive function the day before and three 
hours after ECT treatment in 27 depressed patients, impairment of 
function was highly correlated with the maximum rise of systolic 


BP during the treatment. 


Cerebro-vascular permeability to marker 
substances during induced epileptic seizures 
has been studied in experimental animals for 
more than 40 years. The results show that there 
is an enhanced penetration of the marker 
through the blood-brain barrier following 
prolonged seizures however induced. More 
recently, Bolwig et al (1977a), using the protein 
horseradish peroxidase as the marker substance, 
reported staining of brain tissue in some animals 
following a single electrically induced convul- 
sion. This staining was positively related to the 
mean arterial BP and the rise of BP associated 
with the seizure. Spinal cord transection was 
found to abolish completely both the rise in 
BP and the associated staining. These investi- 
gators argued that the mechanism for these 
changes was the acute hypertension and not the 
seizure. Consistent with this view, Westergaard 
and Bronstedt (1974) demonstrated an increase 
in permeability of the blood-brain barrier to 
protein, specifically during acute hypertension 
induced by metaraminol. 

In further investigations, Bolwig et al (1977b) 
have extended the study to psychiatric patients 
receiving ECT. Using somewhat different 
methods, these workers demonstrated an in- 
crease in the blood-to-brain transfer of the test 
substance during the short seizure induced by 
ECT. They presented evidence that the change 
in permeability was the result of an increase in 
cerebral blood flow. 

¿In view of the possibility that the breakdown 


aS of the blood-brain barrier may account for 


_ impaired cognitive function following ECT, it 
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was decided to examine.the relation between the 
rise in BP associated with ECT and impairment 
of learning and immediate memory after the 
administration of the treatment. 


Method 


The group of patients investigated consisted 
of 17 women and 10 men, aged between 21 and 
63 years (median =. 35) who had been pre- 
scribed a course of ECT for the relief of primary 
depressive illness. The energy of the stimulus was 
25 to 30 joules, the patients were under sodium 
thiopentone anaesthesia (200-350 mg) and 
received the muscle relaxant succinyl choline 
(25-35 mg). In all cases, the patients were 
judged by the attending psychiatrist to have had 
a modified grand mal seizure. 

Systolic blood pressure was measured before 
and after the administration of the anaesthetic, 
after the muscle relaxant and at frequent 
intervals after the end of the convulsion. 
Between 8 and 12 readings were taken over a 
period of 3 to 5 minutes following the convulsion, 
thereby ensuring that peak elevation of BP had 
been attained and the BP was returning to the 
pre-ECT basal level. 

Cognitive assessment was carried out with the 
Revised Benton Visual Retention Test, using 
forms C and D and administration A, as 
described by Benton (1963), and with the Inglis 
Paired Associate Learning Test (Inglis, 1959) 
forms A and B. Pre-treatment assessments of 
subjects were made in the afternoon preceding 
the day on which ECT was administered (in the 
morning). Post-treatment assessments were 
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made 3 to 4 hours after the ECT, using parallel 
forms of the two tests. The order of presentation 
of the parallel forms was alternated from 
subject to subject, to eliminate systematic 
order effects. 


Results 


The results of 4 paired t-test comparing 
scores on the Benton before and after ECT 
showed that performance on this test of im- 
mediate memory of visual material is impaired 
by ECT (t = 3.2, p = 0.01, 2-tailed). There 
was no impairment on the Inglis test. On the 
contrary, 11/18 patients (61 per cent) showed 
improvement on retest compared with 6/27 
patients (22 per cent) who showed improvement 
on the Benton. Thus, both in terms of mean 
level of performance and total number of 
individuals showing impaired performance, the 
Benton test was found to be sensitive to the 
adverse effect of ECT when testing was carried 
out within 3 to 4 hours after a single treatment. 
Because of the insensitivity of the Inglis test, 
its use was discontinued for the last 9 patients 
in this series. 

Given a test of cognitive function sensitive to 
the effect of ECT, it was now possible to 
examine the relationship between rise in BP 
after ECT and degree of cognitive impairment. 
The measure. of BP rise was the difference 
between post-anaesthetic level of systolic BP 
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and the maximum level attained after the 
administration of the ECT (range 10-88 mm 
Hg, median = 43 mm Hg). A highly significant 
correlation between BP rise and the pre-ECT 
minus post-ECT error score on the Benton test 
was obtained (r = —0.64, p = 0.0005, l-tailed). 
The correlations between age and these two 
variables was not significant. Not surprisingly, 
in view of the apparent insensitivity of the 
Inglis test to cognitive changes produced by 
ECT, the results with this test did -not show a 
significant relation to rise of blood pressure. 
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An XYY Man 


By PHILIP COWEN and PAUL E. MULLEN 


SUMMARY This case report describes a young man with å 47, XYY 
karyotype who was convicted of arson. He suffered from a cardiac 
disorder which may well have been part of the XYY syndrome rather than 
a chance association. His abnormal karyotype was disclosed in court 
and used by the defence in a plea in mitigation. 


Case Report 

Although with hindsight it can be maintained that a full 
description of Mr S’s medical history should start with 
his conception, the first documented abnormality occurred 
during delivery. The umbilical cord was twisted around 
his neck. and he was born cyanosed. 

‘His subsequent development was normal and there 
were no significant medical or psychiatric-problems in the 
family, He wasa warm affectionate child but his behaviour 
at schoo] caused concern. He bullied other children and 
was physically aggressive towards his teachers. He 
truanted frequently. When he was:nine years old he was 
referred to a child guidance clinic, but the family stopped 
treatment. 

Mr S's aggressive behaviour continued into his ado- 
lescence and after he had left school, making it difficult for 
him to hold down jobs. He made reasonable peer relation- 
ships and also had a steady girlfriend who, it seemed, 
found his behaviour rather exciting. 

In 1974, when he was nineteen, Mr S began to suffer 
from episodes of sudden loss of consciousness. These were 
usually preceded by dizzy feelings and abdominal pain. 
Alcohol sometimes acted as a trigger. The loss of con- 
sciousness was brief, never exceeding two or three minutes, 
but on recovery Mr S often behaved aggressively, though 
he seemed afterwards not to remember this. 

Despite suffering at least two syncopal attacks a month 
Mr S did not seek medical advice until 1976 when he was 
referred to a neurologist. On examination he was 190 cms 
in height and heavily built. His pulse was 44 beats/minute 
but there was no other physical abnormality. Standard 
and sleep EEG recordings showed no abnormal activity. 
A standard 12 lead ECG was within normal limits with a 
PR interval of 0.18 secs. The exercise and 24 hour EGG’s, 
however, showed multiple ectopic beats consistent with 
sinus node disease. It was concluded that Mr S’s syncopal 
attacks were caused by this disorder of cardiac rhythm. 
His aggressive outbursts, it was suggested, might result 
from brain anoxia caused by poor cerebral perfusion. 

Accordingly an endocardial pacing system was im- 
planted but over the next year Mr S’s course was com- 
pleated by pacemaker failure and bilateral axillary vein 
> o thromboses,.. Eventually, satisfactory pacing under 
‘anticoagulant cover was established. Despite this, Mr S 
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continued to suffer from. syncopal attacks and aggressive 
behaviour, though the frequency was reduced. During 
September, 1977, he was brought to King’s College 
Hospital on three occasions ‘because of his aggressive 
behaviour. The third time, having badly damaged an 
ambulance and thrown oxygen cylinders around the 
casualty department, he was referred to the duty psych- 
iatrist. Mental state examination showed that Mr S was 
orientated and coherent. He was not deluded or hallucin- 
ated and there was no disturbance of short-term memory. 
He smelled of alcohol and claimed to have fainted prior 
to the aggressive. episode. Further. investigations were 
arranged and chromosome analysis using Giemsa banding 
revealed that Mr S had a chromosome complement of 
47, XYY. Psychometry showed him to be of average 
intelligence. 

Mr 8's relationship with his girlfriend had been 
deteriorating and he was. drinking more heavily. A few 
weeks later, after a drinking bout, he burgled an unlocked 
car and set it on fire. He attempted to put out the flames 
but was overcome by smoke. When questioned by the 
police he denied starting the fire. 

In January, 1978, Mr S applied unsuccessfully for work 
in a factory. A few days later, after quarrelling with his girl- 
friend and again drinking heavily, he made his way back 
to the factory and started a fire. He called the police and 
when they arrived helped them extinguish the flames. 
Once again he denied causing the fire. 

Later that month Mr S started work in another factory 
but was quickly dismissed. When informed of this he lost 
his temper and smashed some equipment before leaving. 
He was charged by the police with causing criminal 
damage. At the same time he confessed to the two offences 
of arson which he had previously denied. 


The trial 

Mr S. appeared in court charged with arson 
to which he pleaded guilty. A psychiatric report, 
made at the request of his solicitors, drew 
attention to his XYY karyotype and to the 
correlation between this abnormality and a 
propensity to irresponsible, poorly controlled 
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behaviour. The report pointed out, however, 
that such behaviour was not an inevitable 
consequence of the XYY karyotype, and that 
long-term psychiatric support could contribute 
to Mr §’s ability to cope with his aggressive 
impulses. 

Initially the Judge took the view that if the 
patient’s behaviour could be accounted for, at 
least to some degreé, by a pre-existing physical 
abnormality, then the best disposal would take 
full account of all the medical and psychiatric 
problems. At a subsequent hearing, however, a 
medical report was produced which was taken 
as indicating that the connection between the 
XYY karyotype and behavioural disturbance 
was conjecture and not relevant in sentencing. 
Mr S. was then sentenced to five years in 
prison. 


Discussion 


Price (1968) examined the ECG’s of a series 
of XYY males. Compared to controls the XYY 
men had prolonged PR intervals and a high 
incidence of partial right bundle branch block. 
The PR interval in normal males is longer than 
in females and Price thus argued that the 
presence of an extra Y chromosome further 
prolongs atrioventricular conduction time. Not 
all Price’s findings have been confirmed in other 
series (Steiness and Nielsen, 1970; Char and 
Borgaonkar, 1971) but Noel et al (1969) found a 
corresponding incidence of partial right bundle 
branch block. This abnormality has also been 
reported in a pair of 47, XYY monozygotic twins 
(Rainer et al, 1972). In addition Vianna et al 
(1972) had some success in finding XYY males 
through ECG screening. 

From this it would appear that the disorders 
of cardiac conduction found in XYY males are 
bound up with their abnormal karyotype and 
are not a chance association. The disorders so 
far described have implicated atrioventricular 
and right bundle branch conduction, and this is 
the first report of an XYY man with sick sinus 
syndrome. Once again, however, a disorder of 
cardiac conduction is involved, the lesion in 
this case occurring at an earlier point in the 
conduction pathway. Why Mr S. continued to 
have syncopal attacks after pacemaker im- 
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plantation is uncertain, It was difficult to 
exclude paroxysmal tachycardia, and clearly 
alcohol facilitated both the syncopal episodes 
and his aggressive behaviour. 

The XYY syndrome can present difficulties 
for the psychiatrist preparing a court report. 
Should the abnormal karyotype be disclosed, 
and if so to what purpose? Pitcher has con- 
cluded that ‘criminal responsibility is assessed 
on the evidence of a man’s state of mind to the 
assessment of which a knowledge of his karyotype 
adds nothing’ (Pitcher, 1971). Although the 
XYY syndrome does not affect fitness to plead, 
it may be more relevant when psychiatric 
evidence is given after conviction as part of a 
mitigation plea. 

The incidence of the XYY karyotype among 
live male births has been between one and two 
per thousand in mest studies (Pitcher, 1975; 
Sergovitch et al, 1969; Ratcliffe et al, 1970); 
whereas far higher levels, in the order of 20 per 
thousand, have been reported among groups of 
offenders (Hook, 1973). There would therefore 
appear to be a significant association between 
the XYY karyotype and criminal behaviour. 
There are, of course, many men with this 
karyotype who lead blameless lives, and what 
has been demonstrated is an association, and 
not a direct causal link. In the same way, 
personality change and a blunting of social 
sensibility and ethical standards may occur in 
the context of brain damage, but associated 
criminal behaviour is infrequent. Few psych- 
iatrists, however, would hesitate to bring the 
possible relevance of such brain damage to the 
attention of a court despite the rarity of the 
association and the obscurity of the mechanisms 
involved. 

The evidence suggests that an XYY karyotype 
predisposes an individual to develop a particular 
type of personality disorder. As in Mr S’s case, 
associated congenital abnormalities may also be 
present. The crimes with which Mr S. was 
charged were one more event in a life-long 
propensity to explosive acts with trivial or 
obscure precipitants. It seems reasonable to 
propose that his abnormal karyotype may have 
some relevance to this:situation. 

When recommendations are made in psych- 
iatric court reports a multiplicity of factors are 


PHILIP COWEN AND PAUL E. MULLEN 


taken into account. The XYY abnormality 
seems to deserve its place among them. 
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Comments 





This is the third of a series of short reviews and reports on topical matters. They are intended to be useful in 
some aspect of clinical practice or to report an interesting new growing point in neuroscience, or to give a 


synopsis 


of the current situation in some area of psychiatry. They should reflect topical interests, what people 
talk about both informally and at society meetings. Some may be 


valuable in the training of young psychiatrists, 


others in the further education of consultants, and yet others will prove starting points for new investigations. 


PIMOZIDE AS A NEUROLEPTIC 


Pimozide is one of the diphenylbutyliperidines, a 
neuroleptic group which also includes penfluridol and 
fluspiriline; their chemical structure is closely related 
to that of the butyrophenones and gives a relatively 
prolonged action. 

Although pimozide was clinically available in 
Europe from 1970, systematic evaluation of it 
occurred slowly. Jimerson et al (1976) reported a study 
of seven patients with manic illness; substantial 
improvement occurred during the first week in six, 
particularly in terms of decreased psychomotor 
activity. Otherwise, however. no reliable basis exists 
for the use of pimozide in affective illnesses, neuroses 
or personality disorders. As far as schizophrenia is 
concerned, Pinder et al (1976) had found evidence 
only for its value as maintenance therapy in chronic 
patients, but this may have been because of the 
dosages used. Shopsin and Selzer (1977) and 
Piyakulmala et al (1977) both reported series of 
acutely ill schizophrenic patients who were treated 
with up to 60 mgm daily, i.e. ten times the mean 
dosage of most previous studies. On the whole, 
results were very satisfactory in the short term and no 
significant problems were encountered from side- 
effects. Ross and Moldofsky (1978) carried out a 
double-blind placebo-controlled study in nine patients 
with Gilles de la Tourette’s Syndrome; whilst both 
pimozide and haloperidol produced a significant and 
lasting decrease in the frequency of tics, pimozide did 
not cause the marked lethargy often found with 
haloperidol and so was better accepted. 

Further information of much potential clinical 
interest has emerged from the study by McCreadie 
et al (1979) in which plasma pimozide levels were 
measured by radioimmunoassay in nine chronic 
schizophrenics. The drug was found to be slowly 
absorbed, reaching peak plasma levels after about 
eight hours, and was then slowly eliminated with a 
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mean half-life of 53 hours, i.e. very much longer than 
that of chlorpromazine. The peak plasma level after a 
single oral 24 mg dose was four times higher than 
after the first of a series of four daily doses of 6 mg. 
Plasma levels after the single 24 mg dose did not fall 
below levels obtained with the four 6 mg daily doses 
until at least 72 hours after the single dose. There was 
also a thirteen-fold inter-individual variation in 
bioavailability, which might require giving higher 
doses in certain patients to produce a therapeutic 
effect; no serious side effects were observed after the 
single large dose. Although the relationship of 
neuroleptic plasma levels to therapeutic response is 
still uncertain, these findings suggest it might be 
possible to administer oral pimozide less frequently 
but at higher than usua! dosage. 


In relation to the maintenance treatment of 
schizophrenia, discussion has centred on two con- 
troversial points—the efficacy of an oral regime 
compared with injections, and the risk of tardive 
dyskinesia. Falloon eż af (1978a) carried out a 
double-blind study of 44 schizophrenic patients 
during twelve months after discharge from hospital 
in which either pimozide tablets or fluphenazine 
injections were given; this was followed by six 
months in which 20 patients received either pimozide 
or placebo tablets. Qn the principal criteria of 
schizophrenic relapse, rate of relapse, depressive 
symptomatology, adverse effects and regularity of 
medication, it was concluded that oral pimozide, 
given once daily, is at least as effective as depot 
injections of fluphenazine decanoate. During the 
additional period four further relapses occurred— 
three of them among the eight patients taking 
placebo. A further report on the same sample 
(Falloon et al, 1978b) stated that patients treated 
with pimozide were superior to those on fluphenazine 
decanoate in respect of several aspects of social 
adjustment, possibly due to a lower prevalence of 
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extrapyramidal side-effects, particularly rigidity. 
However, the difficulties of finding normative data for 
social functioning were emphasized. 

In view of considerable earlier evidence on the 
unreliability of oral regimes over long periods these 
results appeared rather surprising, especially as Watt 
(1978) refuted any suggestion that follow-up had been 
more diligent than that usually provided. However, 
patients actually entering the trial numbered only 
about. one-third of those who were selected as being 
eligible, whilst Hogarty (1979) found a lower relapse 
rate in patients on fluphenazine decanoate than in 
those on oral drugs from the second year of treatment 
onwards, so that length of time may be significant. 

Gibson (1978) carried out a prospective study on 
374 schizophrenic out-patients, receiving depot 
fluphenazine or flupenthixol and found that the 
proportion showing tardive dyskinesia (TD) rose 
from 8 per cent to 22 per cent over three years— 
though only to a mild extent in 75 per cent of affected 
cases. Costall and. Naylor (1977) had reported that 
‘pimozide reversed dyskinesia produced in experi- 

-mental animals and Gibson found that 41 out of 50 
"patients whose medication was changed to pimozide 

or fluspirilene lost their TD. Unfortunately, it had 
recurred in all cases followed-up for three years; 
halving the dose of depot neuroleptic produced 
remission in all of a further 19 patients, but ten of 
these had relapsed three years later. In the study of 
Falloon et al, mild TD was equally present with both 
drugs used, but otherwise, reports of this compli- 
cation with pimozide have so far been few. 

In 1975, Riding and Munro first reported the 
virtually complete disappearance of somatic delusions 
in five cases of monosymptomatic hypochondriacal 
psychosis when they were treated with 2-6 mgm 
pimozide daily. In several cases there had been a 
previous failure to respond to other neuroleptics and 
indefinite prescription of pimozide seemed to be 
necessary. Further studies are proceeding on this 
question, but the present author has also treated a 
similar case with equal success for nearly three years 
and Reilly et al (1978) have reported the same in a 
case of delusional parasitosis. 
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Book Reviews 





e 
Alcohol and Alcoholism: The Report of a Special 
Committee of the Royal College of 


Psychiatrists. London: Tavistock Publications. 
1979. Paperback £1.95. Hardback £5.95. 

Coming at a time when the Royal College of 
Psychiatrists is beginning to reconsider its possible 
role in relation to the news media, the publication 
of this important book on alcohol and its problems 
represents a valuable public relations exercise. It has 
of course already received much publicity in the 
national press. As a result, some intelligent laymen 
who had previously had only the vaguest or no 
knowledge about the College now recognise its role 
as a robust organization. The book makes a similar 
weighty impact to that achieved by the publication 
of Smoking and Health by the Royal College of Physi- 
cians of London in 1962. 

In a lucid foreword Sir Martin Roth pinpoints the 
hypocrisy of governments which have. ‘strong 
economic reasons for keeping alive the myth that 
alcohol is needed for health and strength’. The 
Special Committee, chaired by Professor Griffith 
Edwards, does not however adopt a puritanical 
stance in regard to alcohol and rightly avers that 
most people continue to use this drug wisely and well. 
At the same time they draw attention to the growing 
minority who abuse alcohol and develop personal, 
social or health problems. They treat the subject 
with a fine flow of the pen and give due weight to the 
broad spectrum of alcohol-related problems as well 
as the fully established alcohol dependence syndrome. 

The Committee’s report underlines the relevance of 
the increasing consumption of alcohol by the whole 
population to the serious rise in alcohol abuse. This 
argument is supported by per capita alcohol con- 
sumption figures over the past quarter-century. The 
‘consumption hypothesis’ had of course been gener- 
ated originally in the early 1970’s by De Lint and 
Schmidt of Toronto and it now seems that the factor 
of alcohol availability is of marked importance and 
that some psychiatrists in the past understandably 
over-emphasized personality factors in alcoholism. 

The present magnitude of the problem is vividly 
described. Supporting statistics are provided, eg. 
that at least 300,000 persons in the United Kingdom 
have a serious drinking problem and that alcoholic 
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admissions to psychiatric hospitals have increased 
25-fold over the past 25 years. The report wisely 
indicates that preventive action may be even more 
important than treatment. It is suggested that an 
intake of four pints of beer a day, or four doubles of 
spirits, or one standard-sized bottle of wine con- 
stitutes a reasonable guideline for the upper limit of 
drinking. If this statement is not entirely accurate, it 
is certainly the kind of good rough generalization 
which the authors feel should stimulate critical 
debate about safe drinking. 

Above ail, the Committee pleads that people with 
drinking problems are very much ‘of us’ and are not 
to be rejected as a strange, abhorrent and disgraced 
minority, Society cannot opt out of the problem, 
leaving its solution to doctors and social workers. This 
significant book should have a wide appeal—to the 
psychiatrist, general physician, family practitioner, 
social worker, nurse and layman. 


A. BALFOUR SCLARE, Consultant Psychiatrist, 
Royal Infirmary and Duke Street Hospital, Glasgow 


The Diagnosis and Treatment of Alcoholism. 
Second Edition. By Gary G. FORREST. 
Springfield, Illincis: Charles C. Thomas. 1978. 
Pp 348. £17.50, $12.95 (paperback). 


The subject matter of this book has been presented 
by many authors over recent years. 

Dr Forrest’s second edition summarizes clearly the 
behavioural techniques applicable in the treatment 
of alcoholism. The chapters on marital and family 
therapy appearing for the first time in this edition 
direct the reader's attention to the need for a wider 
perspective in the assessment and treatment of the 
alcoholic. The author conveys throughout the text his 
sincerity and devotion to the treatment needs of the 
alcoholic. The importance of sincerity for successful 
therapy is clear, and the chapters on self disclosure, 
group therapy and duration of treatment, later 
confirmed in a section on clinical studies, establish 
those factors as contributing to a successful outcome in 
treatment. The somewhat verbose chapters on the 
alcoholic’s power fantasies and erotic experiences 
marginally detract from a book which is thought 
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provoking and based on the author’s wide clinical 
experience. 


H. B. Mine, Consultant Psychiatrist, 
Waddiloves Hospital, Bradford 


Principles of Psychopharmacology. 2nd Edi- 
tion. Edited by WiLLIam G. CLARK and JOSEPH 
Det Giupice. London: Academic Press. 1978. 
Pp 976. £17.85. 


Clinical Pharmacology of Psychotherapeutic 
Drugs. By Leo E. Ho.uster. Edinburgh: 
Churchill Livingstone. 1978. Pp 239. £11. 


During the past 30 years the world of psycho- 
pharmacology has expanded rapidly. Its subgroups 
are already clearly defined, and these books, with 
titles which might have been interchangeable in 
: many clinicians’ minds a few years ago, are for very 

different readerships. 

The smaller of the two, Professor Hollister’s book, 

`s essentially for clinicians and it provides a balanced 

account of the clinical use of psychotropic drugs, 
selecting as main themes antianxiety drugs, hyp- 
notices, antidepressants, antipsychotics and lithium. 
Each group is discussed in terms of chemistry, 
pharmacology, clinical indications and effects, 
side-effects. and toxicity. Clinical conditions are 
equally well defined and explained and the whole 
work is a helpful guide, particularly for those in 
training, to the range of useful drugs available in 
relation to the work of the average psychiatrist. 

The larger work, by no less than 72 authors, is a 

textbook for pharmacologists, a reference work for 
most psychiatrists and a companion for those whose 
special interest in this field is keen and continuous. 
As might be expected from a large group of experts, 
there is much fine detail in each chapter, and the 
work is fully annotated. There is a useful, voluminous 
guide to the literature for deeper study of all aspects 
discussed, and one of six appendices contains an 
extensive practical guide and gazetteer to training 
centres for basic and clinical psychopharmacology 
throughout the world. The span of topics is wide, 
much wider than in many general pharmacology 
texts. Among 42 sections are historical and intro» 
ductory chapters, full treatment of lithium, neuro- 
leptics and antidepressants, and a host of relevant but 
seldom discussed topics which include “pediatric 
_ psychopharmacology, psychopharmacogenetics, 
ethnopharmacological significance of psychotropic 
drugs of ‘vegetal’ origin and transmitter based 
mapping of central neurons”. 

One field of growing importance for future 
consideration is the field of epidemiology of iatrogenic 


reactions, but many will murmur assent at Professor 
Hollister’s comment, “What we now need is less 
methodology and better drugs”. 


Joun Pouuirr, Consultant Psychiatrist, 
St Thomas’ Hospital, London 


Innovation in Patient Care. Edited by Davip 
ToweLL and Curve Harries. London: Croom 
Helm. 1978. Pp 227. £8.95. 


When I Went Home: A Study of Patients 
Discharged from Hospital. By Par Gay and 
Ju. Prrxearniey. King Edward’s Hospital 
Fund for London. 1979. Pp 82. £3.00. 


Creating Community Acceptance for Handi- 
capped People. By Roserta Newson. Spring- 
field, Illinois: Charles C, Thomas. 1978. Pp 220. 
$14.75. 


These three books describe ways of extending and 
improving hospital services to the psychiatrically and 
physically ill through the participation of the public, 
volunteers and ‘grass roots’ staff in the hospitals. 

In Innovation in Patient Care under the joint editor- 
ship of David Towell and Clive Harries, members of 
staff at Fulbourn Hospital, Cambridge, describe the 
Hospital Innovation Project (H.L.P.). The H.LP. 
encourages nurses and other staff to examine their 
current practices and then make changes based on 
their findings. Such change, from the ‘bottom up’, 
seeks to realise and utilise the contribution of staff at 
all levels. The necessary conditions for such change 
and the methods of implementation are outlined and 
a few of the numerous major and minor projects 
which were undertaken over five years are described. 
There seems little doubt that staff experienced 
greater job satisfaction, although evidence that this 
led to better staff or patient performance is lacking. 

In a theoretical chapter, Eric Miller makes the 
point that hospital nurses have to extricate them- 
selves from their patients’ immature dependency. 
A nurse can only do this if she has a new relationship 
with the consultant and can exercise greater autho- 
rity across the boundaries of the system. He believes 
that the H.I.P. provides the conditions which make 
this change possible. 

When I Went Home by Pat Gay and Jill Pitkeathley 
is, by contrast, a very modest account of the experi- 
ences of 257 patients discharged from hospitals in 
Oxfordshire. This number included forty patients 
discharged from a psychiatric hospital. The pre- 
sentation is anecdotal, but in a span of seventy-five 
pages it gives a vivid impression of the difficulties 
faced by patients sent home from hospital, often at 
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very short notice. The authors make some interesting 
suggestions for ways in which volunteers could relieve 
the resulting hardship. However, the speed of the 
general hospital ‘conveyor belt’ seems to require that 
discharge plans should be made before the patient is 
even admitted. 

Finally, Roberta Nelson in Creating Community 
Acceptance for Handicapped People describes the barriers 
found in the United States to community acceptance 
and reintegration of disabled people. Many of these 
barriers, but not all, are found too in the United 
Kingdom. She goes on to outline ways of surmounting 
these obstacles in what is really a handbook of 
community organisation. It describes in detail, ways 
of fund raising, communicating with the public, 
dealing with the media, enlisting volunteers and so on. 
It is not medicine, it is not psychiatry, but it plays a 
significant part in the resettlement of the disabled. 


Doveras BENNETT, Consultant Psychiatrist, 
Bethlem Royal and Maudsley Hospital, London 


International Review of Research in Mental 
Retardation: Volume 9. Edited by N. R. 
Erus. London: Academic Press. 1978. Pp 301. 
£14.95, 


In one of the better papers in this volume Heal 
and his colleagues report on research on community 
residential alternatives for mentally retarded people. 
Their review steers a careful course between docu- 
menting the shortcomings of available research and 
useable findings. Scheerenberger’s report on insti- 
tutions for the mentally retarded serves a similar 
though more superficial function. Gorman and 
Gottlieb discuss mainstreaming for educable mentally 
retarded children and indicate the possible contri- 
bution of research to this important educational 
process. 

At a more fundamental level Guskin provides an 
excellent review of the effect of labelling on mentally 
retarded individuals, while Isaacson and Van 
Harteveldt discuss “The biological basis of an ethic 
for mental retardation”. This article is basically a 
reaction against the influential concept of normaliz- 
ation in the education of the retarded, but a reaction 
based on a misunderstanding of what is entailed in 
the process. 

Reviews of experimental research balance the 
papers noted above. Discussions of information 
processing (Ross and Ward, and also Stanovitch) are 
included, and confirm the growing judgement that 
the experimental psychology of mental retardation 
has become peripheral to the main thrust of retar- 
dation research. Clausen reviews work on sleep and 
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evoked potentials notably in Down’s syndrome and 
non-retarded groups. Martin considers the appli- 
cation of mediational processes to the teaching of 
reading in the retarded; while Hill produces a 
fascinating analysis of the nature of the savant. 

This volume is hardly ‘international’; it is a USA 
review and should be acknowledged as such. Never- 
theless all those concerned with retarded people 
should acquaint themselves with its contents, variable 
though these are. 


James Hoca, Reader, Deputy Director Hester Adrian 
Research Centre, Manchester University 


Cognitive Defects in the Development of 
Mental Illness. Edited by G. Sersan. New 
York: Brunner/Mazel. 1978. Pp 404. $25.00. 


It has been slowly dawning on thinking psycho- 
logists over the past two decades that they are not 
alone in thinking—people think. Even when you call 
them ‘organisms’ or ‘subjects’ they insist on thinking. 
This startling realization has led to a boom in 
‘cognitive’ psychology. The tide seems now to have 
flowed into psychiatry so that cognitive defects are 
less seen as one aspect of some psychiatric conditions 
and are tentatively seen as a way of defining mental 
illness. One sign of this progression is the present 
volume which consists of papers from the 1977 
Kittay Foundation Symposium. 

The book ranges abroad over autism, brain 
damage, schizophrenia, neurosis and related topics. 
A great deal of it is self-congratulatory, neuro- 
physiologizing of the simple correlational type. Thus 
a minimal correlation is found between the presence 
of sloppy talk and buggertridilithylene in the piddle 
system and though the finding is said to be extremely 
tentative much is hoped for it. Like many American 
texts, it is parochial with for example thirty-five 
American authors to three British, which is hardly in 
line with professional population ratios. 

Much is blandly missing from the volume. Virtually 
no reference is made to psychotherapy which is, after 
all, our most massive attempt so far to ponder and 
deal with what are here being called cognitive defects 
in the development of mental illness. For example, the 
cognitive origin of neurotic thinking is discussed 
entirely without reference to the work of Ellis or Kelly 
or Rogers. All in all, a book in which revolutionary 
intentions have paved the way to professional 
platitudes. 


D. Bannisrer, Psychologist, 
High Royds Hospital, Yorkshire 


BOOK REVIEWS 


Twin Research: Part A. Psychology and 
Methodology; Part B. Biology and Epi- 
demiology; Part C. Clinical Studies. Edited 
by Water Nance. New York: Alan R. Liss. 
1978. A. Pp 272, B. Pp 218, C. Pp 287. Set: 
$80 (A. $27, B. $22, C. $30). 


This publication is the twenty-fourth and latest in 
the series Progress in Clinical and Biological Research. All 
the papers included were presented at the Second 
International Congress of Twin Studies held in 
Washington eighteen months ago. The material has 
been divided into three parts, separately bound. 


In Part A—Psychology and Methodology, a total of 
twenty-seven articles are grouped into three sub- 
sections. In the first, ‘The Psychology of Twins’, the 
main areas covered are ‘particular aspects of per- 
sonality development and the emergence of sexual 
and social attitudes in twin partners. The unresolved 
question of genetic determinants of handedness and 
hemispheric. asymmetry of language function is also 
discussed. In spite of its title—‘Behaviour Genetic 
Studies with Twins’, the second edition includes two 
excellent papers on the experimental use and abuse of 
monozygotic twins reared apart. James Shields’ 
methodological appraisal of the use of MZA twins to 
determine the genetic bias in personality develop- 
ment, intelligence and psychiatric illness is succinct 
and clear. Reference is made to his own series of 
forty-four identical twins separated during child- 
hood; the article contains a surprisingly frank 
criticism of earlier, similar work by Sir Cyril Burt. 
Also presented in the same section are a compre- 
hensive Danish twin study of manic-depressive 
disorder and an evaluation of the possible use of twin 
data on psychiatric nosology. Examples of the latter 
are confirmation of the division, initially by Leonhard, 
of endogenous depression into bipolar and unipolar 
types, and clarification of the relationship between 
schizophrenia and the schizoid personality. ‘The 
Monozygotic Half-Sib Model: A Tool for Epi- 
demiologic Research’ is fairly representative of papers 
in the third section, ‘Methodology of Twin Research’. 
Intelligibility of content is presumably confined to 
practising geneticists and those with vivid imagin- 
ations. 

Part B—Biology and Epidemiology, and Part C— 
Clinical Studies are almost devoid of psychiatric 
interest. Areas covered include biological, obstetric 
and epidemiological aspects of twinning, twin 
registries, biochemical and anthropometric studies, 
and twin data of various medical states. 

For those directly involved in psychiatric or 
psychological research utilizing twins and. for those 
with a more general interest in medical genetics, this 
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volume probably constitutes worthwhile reading. 
From a more general psychiatric standpoint its value 
is decidedly limited. 


J.P. R. Youna, Physician in Psychological Medicine, 
St Thomas’ Hospital, London 


Social Conflict and Mental Health Services. 
By Rosert D. BorcMan Springfield, Illinois: 
Charles C. Thomas. 1978. Pp 339. $24.50, 
$18.50 (paperback). 


This book is an expression of concern, generated 
by the author’s experience of working in an American 
community mental health centre. He believed that 
mental health treatment was frequently imposed on 
unwilling recipients, resulting in violations of 
human rights and loss of personal dignity. Thus, one 
of his main objectives is “to incorporate the concerns 
expressed in the ‘anti-psychiatry’ literature in 
formulating a workable, constructive model of 
mental health treatment applicable to reluctant 
clients as well as to those seeking treatment volun- 
tarily”. The main concepts are derived from socio- 
logical conflict theories such as those of L. Coser and 
R. Dahrendorf and they are applied to diverse 
situations including suicide, homicide, school aver- 
sion, adolescent conflicts, the menopause and old 
age. The attempt to consider such significant issues 
within this sociological framework is welcome as it 
complements other psychological and sociological 
approaches which are more widely available. It is a 
great pity, therefore, that the author loses credibility 
by degenerating at times into simplistic generaliza- 
tions and inaccuracies. I wish I could recommend 
the book more wholeheartedly. 


Caro.ine Cox, Director, 
Nursing Education Research Unit, Chelsea College, London 


Unilateral and Bilateral ECT: A Psychiatric and 
Psychological Study of Therapeutic Effect 
and Side Effects. By Jorcen Hesne, ERIK 
Réper and Avice THEILGAARD. Copenhagen, 
Denmark. 1978. Acta Psychiatric Scandinavica, 
Supplementum 275. Pp 180. No price stated. 


In this study bilateral ECT was found, one week 
after the end of a course, to be a more effective 
treatment for the depressive phase of a manic 
depressive illness than unilateral ECT given over the 
non-dominant hemisphere. Seven patients, five of 
whom were women over 60, failed to respond. to 
unilateral ECT and alone accounted for its inferior 
showing. 
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The report is about ten times longer than those of 
most comparable studies; what use is made of this 
extra length? There is a 21-point code of good 
practice by which these other studies are judged. 
Theories as to how ECT works are surveyed, and the 
physics of current distribution between the electrodes 
is reviewed. Finally, some 600 comparisons generated 
by a battery of psychological tests—but yielding only 
53 statistically significant differences—are reported on 
and evaluated. 


Those who are willing to sift the main points from 
the details will find this a valuable and careful study 
which usefully brings together information widely 
scattered in the journals. 


D. H. Myers, Consultant Psychiatrist, 
Royal Shrewsbury Hospital, Shelton 


The Psychopath. A Comprehensive Study of 
Antisocial Disorders and Behaviours. Edi- 
ted by W. H. Rem. New York: Brunner/Mazel. 
1978. Pp 349. $17.50. 


This book consists largely of a collection of review 
articles on various aspects of antisocial disorders. It 
is divided into three parts, the first supposedly 
addresses itself to the ‘philosophy and sociology’ 
which surround antisocial disorders; the second, 
which comprises over half the book, examines the 
literature on psychopathy from different theoretical 
viewpoints; the third, and shortest section, comments 
on aspects of treatment. 

Although in the first chapter the editor offers us the 
proposed D.S.M.III criteria for antisocial person- 
ality, this is not, by any means, adhered to by even 
the majority of authors writing in the book. She, 
however, can understand their problem when the 
literature which they draw from to support or 
oppose different viewpoints is itself riddled by 
semantic confusion and lack of standard definitions. 

Within these limitations, and the limitations that 
several of the reviews have appeared (if in slightly 
different form) elsewhere, there is much of interest in 
the book. The first section is certainly the weakest and 
no attempt is made to trace the historical develop- 
ment of the concept which is surely an important 
element in trying to understand its ‘philosophy and 
sociology’. The second section contains some interest- 
ing papers, including rather over lengthy presen- 
tations of the psychoanalytical viewpoint, with 
papers on Social and Familial Correlates, Neuro- 
logical Aspects and Psychophysiological Research 
Findings which provide a good lead into the American 
literature (being an American book one must perhaps 


excuse the sparsity of reference to English works). 
The third section on treatment reflects how far 
psychiatry has to go if it is to play any role in the 
treatment of these disorders. 


In general then, this is a book that repays dipping 
into rather than comprehensive reading but, as such, 
is probably worth a place in most libraries. 


T. G. Tennent, Medical Director, 
St Andrews Hospital, Northampton 


Search for Harry Price. By Trevor H. HALL. 
London: Duckworth. 1978, Pp 237. £7.95. 


When in 1948 Harry Price received an urgent call 
from his Maker, he can have had no very firm con- 
viction of personal survival. The last thirty years 
or so of his life had been spent in propagating that 
belief; but while he bamboozled others he may not 
have succeeded in bamboozling himself. He was the 
premier ghost-finder and psychic journalist of his age. 
He wrote many best-sellers, including The Most 
Haunted House in England and The End of Borley Rectory, 
apart from numerous articles and radio appearances. 
His press-cuttings, sedulously collected, filled 40 folio 
volumes. He donated a very valuable library on all 
occult subjects to the University of London— 
the Harry Price Library in the Senate House. By a 
hair’s breadth he missed an honorary doctorate from 
the University of Bonn. But it was all to elevate the 
fame of Harry Price; and the ghosts at Borley were 
largely of his own making. 


The Haunting of Borley Rectory (1956) by Dr Trevor 
Hall (with E. J. Dingwall and K. M. Goldney) was a 
complete exposure of the mystification and trickery 
that had gone to the making of the Most Haunted 
House saga. This was indeed recognised at the time by 
reviewers and critics; but the ghosts had been 
scotched and not finally laid. The saga was too good a 
story not to be revived by the unscrupulous. As Price 
himself said, “so many people prefer the ‘bunk’ to 
the ‘debunk’.” 


But there is great joy in the debunk. Dr Hall’s 
ruthless sanitary operatien is as diverting as instruc- 
tive. He is a biographical researcher of immense 
industry and expertise; more, he is a detective of 
genius. Poor Harry has been stripped of all his bogus 
trappings and left with but a single shift to cover his 
nakedness. He did give that exceptional library into 
public guardianship. 


ELioT SLATER, Honorary Fellow, 
The Royal College of Psychiatrists 
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A Janssen Pharmaceutical Ltd 
mt janssen House, Chapel Street 
Marlow, Bucks SL7 1ET 


A Private Centre for the Treatment of 
Alcoholism and Drink-Related Problems 


Medical Director . 
Dr Max Glatt MD DSc FRCP FRCPsych DPM 


The Priory, Roehampton, has established 
Galsworthy House to provide treatment for 
alcoholism and drink-related problems. 


The professional staff includes physicians, 
psychiatrists, therapists, and qualified 
counsellors, and has the support of The Priory’s 
psychiatric staff and facilities. An essential 
contribution to rehabilitation is made by 
recovered alcoholics. 


Galsworthy House offers a four or five week 
intensive residential course of treatment, 
followed by out-patient care tailored to suit 
individual needs. 


Galsworthy House also counsels companies o 
the implementation of alcoholism policies for 
employees. 


Enquiries for brochures, treatment details and 
fees should be made to: 


Peter Coyle 

General Manager 
Galsworthy House 
Kingston Hill 

Kingston upon Thames 
Surrey KT2 7LX 
01-549 9861, 
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Galsworthy H i ialised it of The Priory, S Dris 
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Expanding Dimensions of Consciousness. Edi- 

. ted by A. SuczRMaAN and Raupy E. Tarrer. 

“! New York: Springer Publishing. 1978. Pp 304. 
$15.95. 


‘This ‘book is an attempt to update and repeat the 
(American) success of Professor Sydney Tarts’ earlier 
work. It is a collection of essays which vary con- 
siderably in quality but fall into two main categories. 
One half consists of armchair speculations on the 
wonders of -Eastern mysticism, paraphrased in 
psychoanalytic language, the assumption being that 
ideas couched in psychiatric jargon assume the value 
of scientific pronouncements. 

The second group of articles consists of reviews of 
the data on states of hypnosis, relaxation, biorhythms, 
meditation and sensory deprivation. Unfortunately, 
although there have been many interesting findings as 
a result of EEG studies, the EEG is a very rough tool, 
and critical reviews of these studies are at best, about 
as relevant as analyses of television programmes 
based on volt meter studies of the TV set. But 
perhaps criticism of this kind ıs itself based on a 
model of consciousness. 

The book, therefore, reflects both the scientific 
curiosity aroused by these states of consciousness and 
the lack of adequate models to explain the available 
data. It is a useful introduction to those interested in 
these states of mind but there are significant omis- 
sions, in that the section on drugs 1s extremely poor 
and there is no chapter on dreaming, which has 
generated some of the most interesting data. It is 
recommended to those who yearn for the day when 
the psychiatrist, philosopher and the neurologist will 
communicate in terms that are mutually under- 
standable, and compulsive reading for those who wish 
to practise in the California area. 


L. Ratna, Consultant Psychiatrist, 
Napsbury Hospital, Hertfordshire 


Broadcast Standards Editing. By MELVIN HELLER. 
New York: American Broadcasting Company. 
1978. Pp 102. Price $7.95. 


The very appearance of this book eloquently 
testifies to the anxiety of the television industry in the 
United States concerning its ethical standards and, 
more particularly, its vulnerability to a successful 
legal action nailing it for inciting some teenager to 
commit mayhem. It is a colleation of seminar and 
workshop discussions between representatives of the 
American Broadcasting Company and an assortment 
of lawyers and behavioural scientists, mcluding 
psychiatrists, involved in the new profession of 
broadcast standards and practices. Most of the 
sensitive issues facing TV producers are covered 
(political issues are an interesting omission) and the 
results, while occasionally patchy, anecdotal and 
circumstantial, are always interesting. Before dis- 
missing this new profession as yet another example of 
transatlantic ingenuity in job creation for academics 
(the broadcast standards editor is unblushingly 
referred to as ‘the superego of the network’), it is 
worth remembering that over here we too have such 
individuals. To date, however, we have no com- 
parable insights into how they arrive at their de- 
cisions. The final portion of this book is devoted to a 
consideration of a possible code of conduct con- 
cerning the portrayal of sex and violence on tele- 
vision. On the strength of this book and some recent 
research findings in the U.S., it does now look as if 
that old, hoary cop-out about TV being but a 
mirror, reflecting always, affecting rarely and 
initiating never, has had its day, though it can still 
be seen, being taken out for an airing, near certain 
broadcasting establishments in this part of the world. 


ANTHONY W. COLARE, Senior Lecturer, 
Institute of Psychiatry, London 


Brit. J. Psychiat. (1979), 135, 90-6 
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SUICIDE IN PRJSON: A COMMENTARY 
Dear Sir, ' 

I was pleased to read the article on prisoner 
suicides by Dr Topp (Journal, January 1979, 134, 
24-27). My reasons for commenting on this article 
are as follows: first, to remark upon the congruency 
between Dr Topp’s findings and results of a similar 
study undertaken at the Centre of Criminology, 
University of Toronto, by Richard Ericson and 
myself; and second, to suggest directions for future 
research on this subject. 

Our study, sponsored by the Canadian Ministry of 
the Solicitor-General, was largely based on an official 
document analysis of 96 inmates who committed 
suicide between 1959 and 1975 in four maximum- 
security institutions—Saint Vincent de Paul Peni- 
tentiary, Kingston Penitentiary, Prince Albert 
Penitentiary, and the British Columbia Penitentiary 
—-in Canada. A comparison sample of 1,383 non- 
suicidal inmates and a critical literature review 
served as reference points of our analysis. The annual 
rate of suicide in these maximum-security institutions 
averaged 272 suicides per 100,000 inmates, a rate 
considerably higher than the corresponding suicide 
rate in the institutions studied by Dr Topp. Most 
suicides (88.5 per cent) involved ligature strangu- 
lation; and, while suicides occurred at all hours and 
most often during the early stage of incarceration, 
seasonal variations in incidence were slight. Un- 
married inmates, those serving short sentences 
(between two and three years), and ‘lifers’ were 
over-represented in the suicidal sample. In keeping 
with Dr Topp’s findings, the variable of previous 
psychiatric history, including past suicide attempts, 
was correlated with eventual suicide in our study. 
There was no significant difference in suicide rates of 
persons convicted of violent crimes and those con- 
victed of property offences. We hope to publish our 
findings as a monograph under the auspices of the 
Toronto Centre of Criminology. 

With respect to directions for future research on 
prisoner suicides, I suggest that clinical data on 
suicidal inmates could be usefully augmented by 
greater emphasis upon official responses to distressed 
inmates. Indeed, the available literature suggests 
that official responsiveness to suicidal ideation, 
threats and attempts may be critical in reducing the 


incidence of inmate suicide. Our understanding of 
suicide in penal settings will be furthered by incor- 
porating the valuable clinical perspectives of Dr 
Topp and others with greater detail on the effective- 
ness of prison clinical services. 

Brian E. Burtcu 
Images of Law Project, 
# 140-800 Hornby Street, 
Vancouver, British Columbia, 
Canada V6K 2C5 


PSYCHIATRIC EXAMPLES OF 
SIMPSCN’S PARADOX 
Dear Sir, 

Controversy over the application of certain 
statistical techniques in psychiatric research con- 
tinues, see for example Maxwell (1975), Tennant and 
Bebbington (1978), Garside and Roth (1978). 
Although much of the confusion arises from mis- 
understanding of the limitations of complex statistical 
models coupled with the difficulties of visualizing 
multivariate relationships it is important to recognise 
that even simple statistical techniques, such as cross- 
tabulations, can lead to results which appear to defy 
intuition. 

A recent set of data which illustrates one such 
problem can be found in Table I of Early and 
Nicholas (Journal, February 1977, 130, 117). The 
authors were investigating the change in the popu- 
lation structure of a mental hospital over time. From 
their figures the probability of a patient being male in 
1970 is 343/739, and in 1975 it is 238/515. Since 
343/739 > 238/515 one might justifiably conclude 
that the proportion of males had declined between 
1970 and 1975. 

Now consider the under 65 and the 65 and over age 
groups separately in an effort to discover whether this 
decrease is primarily due to one or the other or both 
groups. First, for the under 65’s the 1970 proportion 
of males is 255/429 and the 1975 proportion is 156/ 
258. Since 255/429 < 156/258 the proportion of 
individuals aged under 65 who are male has increased 
between 1970 and 1975. For the 65 and over age 
group the 1970 propartion is 88/310 and the 1975 
proportion is 82/257. Again we find that the pro- 
portion of males has increased between 1970 and 1975. 
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There is thus an apparent contradiction: for each of 
the age groups separately the proportion of males has 
increased from 1970 to 1975, but for the combined age 
groups the proportion has decreased over this time 
period. Surely both cannot be correct? 

Another example of this phenomenon can be found 
in Table I of Glover and McCue (Journal, March 
1977, 130, 282) where the authors are investigating 
the effect of electrical aversion therapy on alcoholics. 

For neither of these examples are the differences 
significant, but this need not always be the case. If, 
for example, the numbers referred to thousands of 
patients, rather than to single patients, then the 
comparisons would be highly significant. 

The apparent paradox (Simpson, 1951) arises 
because we intuitively expect the probabilities over 
all ages to be the average of the probabilities in the 
under 65 and 65 and over age groups. In fact, this 
intuitive idea is only half the truth. The probabihties 
in the total are averages of the sub-table probabilities 
but they are weighted averages and the weights are 
not the same. To make this clear let x = male, y = 
under 65, and z = 1970, with x’, y’, z’ being the 
complementary categories. Then we have, from 


elementary probability theory: 
and P (x[z) = P (y|z) P (x |y, z) + P (y |2) 
P(x | yz) j 
wr Ee Dae (y [2 + P «ly, z) + 
P (y |z) P(x | yz) 
and ; ? | z) = 429/739 + 258/515 = Fy | 2’) 
P (y’ | z) = 310/739 # 257/515 = P (y’ | z’). 


So, although in the o P (x|y, z) <P 
(x |y, 2’) and P (x[y’, z) <P (x|y’, 2’), the 
different sets of weights mean that the weighted 
average of P (x | y, z) and P (x | y’, z) is greater than 
the weighted average ay (x | y, 2’) and P (x | y’z’). 


If y and z were independent F (y | z) would be 


equal to P (y | z’) and similarly P y | z) would be 
equal to P (y’ | z’) so in this case the paradox would 
not occur. 


Simpson’s paradox is-one of the simplest illus- 


trations of probabilistic phenomena which at first 
appear to contradict intuition. It demonstrates that 
intuition can be unreliable as a tool for compre- 
hending statistical theory. If problems of inter- 
pretation can arise with something as simple as a 
‘2x2x2 cross-tabulation, then clearly very great 
care must be taken with the more complex analyses 
typical of psychiatric research. 

Davip J. Hann - 
Institute of Psychiatry, 
De Crespigny Park, 
London SE5 8AF 
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OUTCOME OF SCHIZOPHRENIC ILLNESSES 
Dear Sr, 


Johnstone et al (Journal, January 1979, 134, 28-33) 
draw what may be unreasonable conclusions from 
their data concerning the prediction of outcome in 
schizophrenic illnesses. They state that there “was no 
significant difference in outcome between Feighner- 
positive and Feighner-negative cases . . .”, but their 
Table III indicates that 15 of 20 Feighner-positive 
cases had a poor outcome (75 per cent) compared to 
6 of 16 Feighner-negative cases (37.5 per cent). In 
other words, the positive cases were twice as likely 
as the negative ones to do poorly. The small sample 
size apparently prevented this difference from 
achieving statistical significance. In their discussion, 
however, the authors ignore the high risk of in- 
correctly accepting the null hypothesis, a not un- 
common problem (New Eng. 7. Med., 299, 690-4, 
1978). 

In addition, the authors do not provide information 
about the correlations between social isolation, the 
variable they identify as umportant in prediction, and 
the other predictors, including the Feighner criteria. 
One might at least suspect a good correlation between 
social isolation and being Feighner-positive. 

Finally, it is a bit puzzling that the authors 
decided to exclude two patients “who scored only 4 
on the social functioning assessment”, indicating a 
“good outcome in social terms”, because they “‘had 
been readmitted to in-patient care with a recurrence 
of psychosis . . . In this respect these patients differed 
from the rest of the good outcome group, and it did 
not seem appropriate to include them”. These cases 
raise questions about the validity of the outcome 
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measures, and one would like to know how the results 
might have been affected by including them. 

SamMuEL B. GUZE 
Department of Psychiatry, 
Washington University School of Medicine, 
St Louis, Missouri, USA 


CHEAPER CARE OF PARASUICIDES 


Dear Sr, 

The paper by Newson-Smith and Hirsch (Jownal, 
April 1979, 134, 335-42) appears to show that social 
workers can be about as effective as psychiatrists in 
screening parasuicides, and closely follows reports by 
Gardner and others (1977, 1978) that briefly trained 
house physicians can also match psychiatrists in this 
endeavour. Does this mean that special psychiatric 
services of the kind originally recommended in the 
Hill Report (Central Health Services Council, 1962) 
and developed in Regional Poisoning Treatment 
Centres are expensive luxuries? 

We wish to draw attention to the fact that psych- 
iatrists in Charing Cross Hospital and in Cambridge, 
who were emulated so well by social workers or 
house physicians, were very generous in their offers of 
further psychiatric treatment and did not leave much 
margin for error. 


Psychiatric (and social work) after-care recommended for 
parasuicides by psychiatrists 











% 
Out- 
patient 
VA (social 
In- worker % 
patient ~ only) None 
Cambridge 
(Gardner et al, 
` 1978) 20 49 (8) 31: 
Charing Cross Hospital 
(Newson-Smith and 
Hirsch, 1979) 27 65 (13) 8 
‘Edinburgh R.P.T.C. 
(unpublished report, 
1977) 10 32 (14) 58 


Compared with psychiatrists at the Edinburgh 
Regional Poisoning Treatment Centre (R.P.T.C.) 
they recommended twice as many patients for in- 
patient psychiatric treatment and twice as,many for 
out-patient follow-up. It is very unlikely that these 
large differences in the utilization of expensive 
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psychiatric resources can be explained by differences 
in the patient populations. Where is the saving ? 

It seems that the psychiatric services for para- 
suicides in these other centres largely depend on 
junior psychiatrists, who share out the work and have 
other commitments, and therefore have diluted 
experience and supervision. In Edinburgh most 
parasuicides are also assessed by a junior psychiarrist, 
but he has a major commitment to the R.P.T.C. for 
six months, where he is trained and supervised by 
two consultant psychiatrists who have a special 
interest in this area. They have learnt over the years 
to be much more selective and sparing in the use of 
psychiatric after-care for their annual 2,000 patients, 
most of whom are not mentally ill. Meanwhile, the 
repetition rate has not increased. 

If less experienced colleagues refer on 60-80 per 
cent of parasuicides, the psychiatrist might as well see 
them all in the first place. The Edinburgh model may 
be cheaper. 

PETER KENNEDY 
LAN OswaLpb 
University Department of Psychiatry, 
Edinburgh 
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CENTRAL HEALTH Services Councit (1962) Emergency 
Treatment ın Hospital in Cases of Acute Potsoning. 
London: H.M.S.O. 


A CONTAGION HYPOTHESIS 
Dear Sir, : 

This brief report of a-small explorative study ‘may 
be of interest. A simple socio-metric method was 
used to determine whether the high prevalence of 
reported emotional disturbance in an all-female 
student hall of residence was to some extent the 
result of case-to-case spread. 

Nearly 90 per cent of the 155 residents relirned a 
questionnaireand 23 per cent of respondents answered 
in the affirmative to the question ‘Have you been ` 
emotionally disturbed or nervously unwell since the 
beginning of term?’ (Two large psychiatric mor- 
bidity surveys in the same university had shown that a 
positive answer to this question was highly correlated 
with medically detected psychiatric morbidity and 
poor academic performance). The students were 
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asked to nominate the three people in the hall of 
residence with whom they had had most social 
contact and in each case to indicate whether that 
person was considered a ‘close friend’. The Eysenck 
Personality Inventory was also included in the 
questionnaire because Moss and McEvedy (1966) 
had found that ‘Neuroticism’ and ‘Extraversion’ 
influenced susceptibility in the epidemic of hysteria 
which they studied. 








Nominating students 
_ Emotionally Not 
disturbed disturbed . 
n = 30 = 103 


students with students with 








Nominated 3 nominations 3 nominations 
friends each each 
(a) Emotionally 
disturbed 
None 15 (50%) "58 (56%) 
One 10 (33%) 33 (32%) 
Two or three 5 (17%) — 12 (12%) 
(b) Reciprocated 
relationships ; 
None 7 (24%) 22 (21%) 
One 10 (33%) 35 (34%) 
Two or three 13 (43%) 46 (44%) 





Emotionally disturbed students did not nominate 
proportionately more students who were also 
disturbed than students who denied any disturbance 
(see Table (a)). This was also true when the analysis 
was confined to ‘close friends’ only. Nor were the 
mean ‘N’ and ‘E’ scores of the nominated friends of 
emotionally disturbed students significantly different 
from those of the friends of students who denied any 
disturbance. 

There was no evidence that emotional disturbance 
impaired peer relationships. Emotionally disturbed 
students did not perceive fewer of their nominated 
contacts as ‘close friends’, and they had their nomin- 
ations reciprocated as often as those who denied any 
emotional disturbance (see Table b)). ‘ 

Since the dancing mamas of the Middle-ages it has 
been recognized that mental disturbances can be 
communicable. Brief outbreaks of epidemic hysteria 
still occur occasionally, and on the basis of epi- 
demiological evidence it has been suggested that the 
rapid rise in the rates of parasuicide may be due in 
part to case-to-case spread (Kreitman, Smith and 
Tan, 1969). Young females are believed to be most 


susceptible to case-to-case spread. Yet there is no 
evidence from this study that they affect each other 
with less dramatic and more common forms of 
emotional disturbance. It is true that mundane 
neurotic symptoms are found with excessive frequency 
in the spouses of neurotic patients, but of course 
relationships between these students were very 
different from marital relationships in duration, 
intimacy and role sharing, to name but a few factors 
which may favour transmission of symptoms. 


When almost a quarter of a population report 
that they have been ‘nervously unwell or emotionally 
disturbed’ and yet there is no evidence of associated 
impairment in their peer relationships, it can only be 
assumed that the disturbance in the majority was mild. 
This prevalence rate is of the same order as that 
found in the large field surveys of psychiatric mor- 
bidity carried out in the late fifties and early sixties 
by Taylor and Chave (1964) for example, the 
significance of whose findings have remained contro- 
versial, Perhaps transiently unhappy people are a 
little too ready to label themselves tan or 
‘disturbed’, 


In conclusion, there is no evidence that common 
forms of emotional disturbance which are neither 
severe nor dramatic spread within social networks of 
young adults living together. 


PETER F. KENNEDY 


Edinburgh University Department of. Psychiatry, 
Morningside Park, 
Edinburgh EH10 5HF 
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CORRECTION 


In the paper ‘Averaged Evoked Responses in 
Relation to Cognitive and Affective State of Elderly 
Psychiatric Patients’ by Elaine Hendrickson, Ray- 
mond Levy and Felix Post (Journal, May 1979, 134, 
494-501) Table III on p. 498, column 9 should read 
1.0, 0.93, 0.85 and in column 10 the last figure should 
be 0.96. 
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PSYCHOTIC AND NEUROTIC DEPRESSION: 
A REPLY ON METHOD 


Dear Sir, 

In her paper ‘Psychotic and Neurotic Depression’ 
(Journal, January 1979, 134, 87-93) Ms Ni Bhrolcháin 
criticizes the methodology employed in a number of 
previous studies of the classification of affective 
disorders, including those published in recent years 
by the Newcastle group. We should like to comment 
on her criticisms. 

Ms Ni Bhrolcháin holds that in studies of classi- 
fication the analysis must be restricted to the clinical 
symptomatology alone. Any other approach, she 
maintains, fails to take account of the possible 
heterogeneity of depressive disorders in respect of 
aetiology and treatment response. The logic is 
difficult to follow. A valid and orderly classification is 
an essential precondition for the discovery of new 
treatments and the refinement of old ones. As far as 
aetiology of disorders of affect is concerned the causes 
are unknown. Restriction of the enquiries to the 
mental state cannot therefore dispose of this source of 
variation. y ' 

Ms Ni Bhrolcháin has put the cart before the horse. 
If the causes of depressive illnesses were already 
known, we would be in a position to investigate their 
relationship to variations in clinical profile. The true 
state of affairs is quite different. It is through the 
definition of clinically uniform groups of disorders, 
also differentiated from others by their course and 
outcome, that advances in knowledge of aetiology and 
the discovery of new treatments have been achieved in 
the past. So it is likely to prove in the future. And in 
the quest for the most clear, simple and valid calssi- 
fication, all features that sharpen description and 
discrimination must be allowed to qualify for 
inclusion. 

Ms Ni Bhrolcháin appears to equate non-clinical 
items relating to pre-morbid personality with 
aetiological factors. This equation is employed to 
buttress the view that taxonomic investigations 
confined to the mental state will make it possible to 
determine the causal origins of psychiatric syndromes. 
But, as the manner in which personality features 
relate to clinical syndromes is unknown, it is in- 
admissible to treat the former as if they were causal 
agents. The assumption that groups of patients in 
respect of ‘clinical items’ are bound to be more 
homogeneous in regard to aetiology than those that 
draw upon a wider range of variables is invalidated 
and arbitrary. The investigator is justified in drawing 
upon all the features that characterize individuals 
who suffer from different forms of psychiatric disorder 
if by this means more clear delineation of a dis- 
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crimination between clinical groups can be achieved. 

For ‘mental state’ items considered alone will often 
defy interpretation until they have been brought into 
relationship with information regarding personality 
and pre-morbid behaviour patterns. Whether the 
patient is ‘deluded’, ‘retarded’ and even ‘depressed’ 
and whether hypochondriasis, or for that matter 
‘self-pity’ or ‘hysterical features’, are features of 


illness or merely a colouring added by personality 


traits can only be judged by a juxtaposition of 
presenting features with past behaviour. The diag- 
noses of ‘psychotic’ or ‘neurotic’ depression used by 
Ms Ni Bhrolcháin cannot be reliably arrived at unless 
the examiner looks in this manner before and after. 
By including personality features in our investigations 
we have merely expressed in explicit form assessments 
made in any thorough-going examination of the 
mental state. 

The accolade she awards to numerical taxonomy 
and related techniques as providing more ‘systematic 
and elegant’ solutions to the problems surveyed has 
ignored the ability of these methods to identify 
‘non-existent clusters’. And the critical final look she 
proceeds to take at our 1972 studies might haye, 
benefited from Cormack’s warning that numerical 
taxonomy tends to be chosen as ‘a satisfactory 
alternative to clear thinking’ (Cormack, 1971). 

To take Ms Ní Bhrolchain’s criticisms in turn: 

(1) She returns to her objection to the use of a 
mixture’ of features. As we have indicated, the range 
of features drawn upon is immaterial. The value of 
maximizing analyses lies in their power to demon- 
strate a line of cleavage that may exist between 
separate entities that happen, as is common with 
biological phenomena, to overlap to some extent with 
one another. The optimal separation of such groups 
of disorders is not undertaken for the sake of tidy 
pigeon-holing. The purpose is to make possible more 
precise predictions of course and outcome, and 
ultimately more effective and specific methods of 
treatment. Any items that assist in this discrimination 
are therefore grist to the mill. Ms Ní Bhrolchain’s 
statement that “one cannot say whether the separa- 
tion achieved is due to symptoms, background 
factors or both” is incorrect. One can. In our studies 
(Carney et al, 1965; Gurney et al, 1972) both cons, 
tributed to the discrimination achieved. 

(2) We accept the point made that the differenti- 
ation of neurotic depressions from anxiety states is of 
particular importance. But the unitary view of 
Lewis and Mapother, which views all disturbances of 
affect as merging insensibly with one another, 
continues to be influential partly because there are 
real difficulties in differential diagnosis in this 
entire area. Nor is there general agreement that 
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endogenous and neurotic depressions can be differ- 
entiated. We therefore chose as a first step to investi- 
gate a material that spanned the entire- range of 
conditions comprised within the unitary hypothesis. 
Having achieved separation between the depressive 
states and the anxiety states as a whole, further 
analyses have been undertaken. 

A study of depressive and anxiety. neuroses in a 
further group of patients deals with Ms Ni 
Bhrolchdin’s point that results derived from dis- 
criminant function analysis should not be accepted 
until they have been replicated in a second sample 
(Roth and Mountjoy, 1979). The group comprised 
patients with neurotic depressions and anxiety states 
alone; endogenous depressions were excluded. A 
principal components analysis of the scores derived 
from seven rating scales for anxiety and depression 
yielded both a general and an anxiety-depression 
factor. A discriminant function analysis undertaken 
on patients’ scores on this factor revealed a non- 
unimodal distribution with clear separation of 
depressive and anxiety states. Analysis of the clinical 
items yielded a similar finding. The fact that in this 
instance the discrumination was achieved with the 
aid of the clinical items. alone complements the 
information derived from the first study. 

(3) Ms Ni Bhrolcháin is in error in stating that the 
weights attached to the thirteen items were derived 
from the 58-item analysis. In fact the 13 items were 
run as a separate sub-set (as summation of the 
percentages in column 3 of Table I of our paper will 
confirm). It was the weights from this analysis that 
were used for computing the patients’ scores that 
proved to be bimodally distributed. It is difficult to 
detect logic or purpose behind the ‘minimizing 
analysis’ she suggests. What kind of hypothesis does 
the minimizing analysis test? The answer is that no 
hypothesis can be so tested, because none would 
stand refuted by an analysis into which the greatest 
possible amount ofstatistical noise has been introduced. 

(4) The objection to the post-factum derivation of 
the 13 items with the largest coefficients of individual 
determination is unjustified. How else is the dis- 
criminating value of individual items to be deter- 
mined other than by the results of an experiment that 
sets out to determine the independent contribution 
of each to the variance between the two groups? 

In the comments Ni Bhrolcháin eż al (1979) make 
on the interpretation of the bimodal anxiety- 
depression dimension, the arguments are on occasion 
contradictory and erroneous. For example, it is 
restated that the dimension is a severity scale. They 
may have been led to this view by their judgement 
that ‘retardation’ among other features was a measure 
of severity—an arbitrary and unacceptable inter- 


pretation. And, in Table I, they have an item labelled 
‘loss of weight’ and .another ‘severity of appetite 
disturbance’, defined as ‘‘dichotomized at marked 
and moderate loss vs little or no loss or some gain in 
weight: weight gain was very rare”. It seems that 
they have employed the same item twice, but with 
different weights, one positive and one negative. 

It is, in our view, unfortunate that Ní Bhrolcháin et 
al did not carry out a component or factor analysis 
and examine the distribution of factor scores obtained. 
They based this omission on Maxwell’s (1971) 
objection that such an analysis should not be carried 
out if there are ‘two distinct homogeneous groups’ in 
the sample to be analysed. This view is not shared by 
others (Cattell, 1965; Gorsuch, 1974; Rummel, 
1971) Moreover, their failure to use factor analysis 
begs the question not only of whether there are two 
distinct syndromes but also two distinct patient groups. 

Two of the papers reporting our study on anxiety 
states and depressive illnesses (Kerr et al, 1972; 
Schapira et al, 1972) provided further evidence that 
led us to conclude that there were two distinct 
(though overlapping) syndromes. Briefly (i) they 
differed significantly in outcome, (ii) the features that 
best predicted outcome in each group were quite 
different, (iii) despite variations in severity during 
the follow-up, period the clinical profiles of the two 
groups changed very little, (iv) the two groups 
responded differently to the same physical treatments 
(Gurney et al, 1970), a strange result if they differ 
in severity alone. 

As has been argued elsewhere (Garside and Roth, 
1978), a bimodal distribution can only be obtained 


- from patient data if: 


(a) .there are two (or more) conditions (such as 

psychotic and neurotic depression) 

(b) at least one of these conditions is categorical 

rather than dimensional in nature. 

Thus, even if Ms Ni Bhrolcháin were correct in her 
view that the anxiety-depression dimension measures 
no more than severity she would be in error in the 
conclusion she has drawn about the distribution of 
scores we found. For a bumodal distribution, even on 
a dimension such as this, would admit of only one 
interpretation: the patient population under in- 
vestigation must contain more than one group. 


Martin ROTH 
Department of Psychiatry, 
University of Cambridge 
R. F. GARSDE 
C., GURNEY 
T. A. KERR 
Department of Psychological Medicine, 


University of Newcastle upon Tyne 
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PRIVATE TREATMENT 
OF ALCOHOLISM 


Our well-established alcoholism treatment unit offers intensive 
resident therapy in pleasant. surroundings, first-class accom- 
modation, a friendly, relaxed atmosphere and at a reasonable 
cost. 

The programme includes group therapy, social skills training, 
educational films, videos. and discussions, together with a 
comprehensive range of recreational facilities catering for men 
and women of all ages. 

Staffed by a Consultant Psychiatrist, Psychologist, and 
specially trained Nursing Staff, the unit is readily accessible 
from all: parts of England and Wales. Regular icllow-up groups 
take place in London and the Midlands. 


Medical Director 


ST. ANDREW’S HOSPITAL 
NORTHAMPTON 


Further details may be obtained from the 
St. Andrew’s Hospital 
Telephone Northampton (0604) 21311 


GROUP PSYCHOTHERAPY 
UNIT 






The Group Psychotherapy Unit is amongst an increasing range 
of specialised facilities offered. by St. Andrew’s Hospital. It is run 
by two Consultant Psychiatrists, assisted by a Nurse Therapist 
and an Occupational Therapist, and has now been open for a 
year. 

We have found that with an intensive approach of daily inter- 
pretative groups, social. skills training: and art and drama 
therapy, encouraging results can be obtained in ten to twelve 
weeks’ in-patient or out-patient treatment. This is helped by the 
friendly, non-institutionalised atmosphere of the hospital. 


Northampton NNI 5DG 


The Retreat, York 


for Psychiatric sas 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. it is easily 


reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £13.85 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further detaiis apply to The Medical Director, The Retreat, York YO1 5BN 


(Telephone 0904-54551). 





BRITISH JOURNAL OF PSYCHIATRY, AUGUST 1979 














; addition of Di pal to phenothiazine therapy enables oii terapeiti i ponseto be achieved 
“without unacceptable side effects. Disipal also elevates the patients mood, thus: serrate depression ne 
often. associated with major tranquilizer therapy. 


Drug of choi 
» Following athree month double blind crossover trial, the authors conchided thar, “oephenadrineis the drug 
of choise ti in the treatment of drug-induced extra-pyramidal reactions and depression”! = > 


- Increased response 
Furthermore, the authors postulate that “the introduction of orphenadrine in the treatment of a patient whose 
“response to phenothiazines is normaintained, might well result in further beneit”? 


For patients on major tranquillizer therapy 
a 


Disi 


* controls extra-pyramidal reactions 
* elevates patient mood. 


$ Capstick My J fat, Med: Res, 19764 (6), 435. Disipal, orphenadrine hydrochloride BP, is a registered trade mark. 






Full preseribin, information on request from:— 





Brocades House. PyHordt Road, Weal Bylinel ‘Weybauge, Suey KTH BRA 
ae Telephone: Byfleet 4559642291. Telex: 917301 


i 
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HEINEMAN 


To be published on 30 August 1979 


ANOREXIA NERVOSA 


P. Dally and J. Gomez 
£8.85 net 
e 


Anorexia Nervosa is a fascinating and 
potentially fatal disorder throughout the 
Western hemisphere. The various sections of the 
book offer an historical survey, an examination 
of causes. a discussion of psychological and 
physiological factors, an exploration of unusual 
forms of the disorder, and a comprehensive 
review of its endocrinology. It is based on the 
authors’ wide personal experience of a great 
variety of patients. 


To be published on 30 October 1979 


THE ART OF 
PSYCHOTHERAPY 


Anthony Storr 
hardback £7.95 net 
paperback £3.05 net 


The Art of Psychotherapy is designed to pro- 
vide an introduction to the practice of individual 
psychotherapy for doctors training to become 
psychiatrists. It is the fruit of over thirty years 
experience. Dr Storr believes that the various 
analytical schools will disappear as research 
increasingly discloses common factors leading 
to successful psychotherapy and he stresses the 
need to make coherent sense of the patient's 
problems and to establish a workable relation- 
ship between patient and doctor. ‘Problems in 
living’ are more common today than clear-cut 
neurotic symptoms and the controversial topic 
of what is meant by ‘cure’ when the difficulties 
involved are human and perennial is examined. 
This book will be found invaluable by 
psychiatrists in training, social workers, clinical 
psychologists, others in the helping professions 
and all of those who want to understand what 
actually takes place between the psychiatrist 
and his patient. 


published in conjunction with Secker & Warburg 


William Heinemann Medical Books Ltd 
23 Bedford Square, London WC1B 3HH 


Director, Mental Health Clinic 
and Assistant or 
Associate Professor of Medicine 


THE POSITION 

The University of Western Ontario has 
an immediate opening for the position 
of Director, Mental Health Clinic. 
Located at the Public General Hospital 
in Chatham, Ontario, the Director is 
expected to maintain a hospital based 
multi-disciplinary team of professionals 
to provide mental health care to the 
city and surrounding area. 


The incumbent will also hold the rank 
of Assistant or Associate Professor in 
the University’s Faculty of Medicine 
and thus have an opportunity to enjoy 
the stimulation and professional 
growth that can be offered by this 
major institution in nearby London, 
Ontario. 


In addition to the direction of a 
modern 30 bed psychiatric unit and 
some teaching duties, there will be an 
excellent opportunity to develop a 
private practice. 


QUALIFICATIONS 

Applicants must possess certification or 
fellowship in Psychiatry from the 
Royal College of Physicians and 
Surgeons and be eligible for licensure 
by the Ontario College of Physicians 
and Surgeons. Several years of pro- 
gressively responsible experience as a 
member of a mental health care team 
are preferred. 


If an attractive salary, excellent 
benefits and challenging work interest 
you, please apply in confidence to: 


PEERED 


Dr G. F. D. Heseltine, Chairman 
Department of Psychiatry 

The University of Western Ontario 
London, Ontario, Canada N6G 2K3 


“An Equal Opportunity Employer” 
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BOWDEN HOUSE CLINIC 


Harrow-on-the-Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins. from London 
via Westway Extension 


Founded in 1911 by Dr. H. Crichton- Miller 


A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms) for 
the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrative Secreta ry 
Applications for admission-to the Matron 


Fulltime Faculty Post 
in Psychotherapy 


Applications are invited for a fulltime faculty 
post in Psychotherapy at the Faculty of 
Medicine, Memorial University of Newfound- 
land, St. John’s, Newfoundland, Canada. The 
post is a joint appointment by the Faculty of 
Medicine and the St. John’s General Hospital, 
which is located in the new Health Sciences 
Centre on campus. The incumbent is expected 
to undertake the direction of the teaching of 
psychotherapy to psychiatric residents, 
medical students and students in Paramedical 
disciplines, and to play a Major part in the 
actual teaching and supervision. Clinical 
practice will be carried on in the Health 
Sciences Centre. Academic rank will depend 
on qualifications and academic experience 

of the appointee. 


Applications including a full curriculum vitae 

and the names and addresses of three referrees 
should be sent to Dr J. Hoenig, Professor and 

Chairman of Psychiatry, Memorial University 

of Newfoundland, Faculty of Medicine, 

St. John’s, Newfoundland, Canada, AIB 3V6. 








A Beginning Manual for 








Fantasy and Symbol 


Studies in 
Anthropological interpretation 
edited by R. H. Hook 


July 1979, xii + 304pp. 
£11.80 0.12351250.6 








This outstanding collection of essays in honour of 
George Devereux comprises Papers originally 
Presented at a symposium on ‘Psychoanalysis and 
the Interpretation of Symbolic Behaviour’ at 
Canberra in 1975, augmented by. a number of pro- 
vocative and scholarly essays by other distinguished 
anthropologists on the theme of symbolic 
interpretation in anthropology: The collection starts 
with a paper by Devereux himself, arguing that 
fantasy and symbol, often thought to be concerned 
only with an unreal or imaginary world, in fact play 
an important part in the actions and events of daily 
life. This book will be of great value to anthro- 
Pologists, those interested in transcultural and 
comparitive psychology, psychiatry and psycho- 
analysis, or those concerned with the interpretation 
of myth and ritual 



















Psychotherapists 

Second Edition 

E. Kramer eig 

University of Detroit, Detroit, Michigan, USA 


1978, 176pp. 
£6.00 0.8089.11201 


The first edition of this practical manual found 

ready acceptance among psychotherapists, 
psychiatrists, psychologists, and other professionals. 
Features of the extensively revised Second Edition 
include greater sensitivity to the power relationships 
and implications of psychotherapy, new material on 
psychoanalytic technique, and an innovative 

research method for exploring the implications of the 
therapy approach presented. The author includes a 
contemporary discussion of the issues of diagnosis, 
transference, and the importance of exploring the 
past. 




















Published by Grune & Stratton 


Academic Press (BP) 
London New York San Francisco 


A Subsidiary of Harcourt Brace Jovanavich, Publishers 
24-28 Oval Road, London NW1, England 
111 Fifth Avenue, New York, NY 10003, USA 
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On 
thoughts... 


A restless mind in an overtense 
body, fretting the wakeful hours away. 

Cycles of mental and physical 
tension, setting up barriers to 
natural drowsiness. 

To help such patients over these 
initial hurdles, a mild relaxant may 
be all they really need. 

Before you consider recourse toa 
hypnotic, try two Trancopal tablets, 
taken at bedtime. Just to help them 
unwind into natural sleep. 










E non- | 
hypnotic] 


- Tranco 


chlormezanone 






first step to restoring sleep! 2 


Trancopal (PL 0071/5098): Each tablet contains 200 mg chlormezanone. Bottles of 60 2e ss 
Dosage: For patients suffering from muscular spasm or anxiety which prevents io 

sleep, a usual dose of two tablets at nightis recommended. $ 
Basic NH.S. Cost: One week's treatment (2 tabs nocte) 59p. 

Side-effects and precautions: Trancopal may cause minor side effects such 

as drowsiness, dizziness and drying of the mouth. Ambulant patients who 
experience drowsiness should not drive or operate machinery. The sedative 

effect may be potentiated by alcoho! and other tranquillisers, particularly 
phenothiazine compounds. Trancopal should not be used with monoamine oxidase 
inhibitors. Trancopal is a registered trade mark. Further information 

available from: Winthrop Laboratories, Surbiton-upon-Thames, Surrey KT64PH. WINTHROP 
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Ativan & Serenid-D 


ensure.excellent relief of anxiety 











Ativan for Serenid-D for 
the majority of your elderly 4 
your anxious anxious į 
patients patients 


d 


Predictable patient response 
and quick relief of symptoms 


Little or no sedation or other 
unwanted effects 


Little risk of accumulation 


Full prescribing 

information available on request 
Wyeth Laboratories, 

John Wyeth & Brother Limited, wyetr 
Taplow, Maidenhead, Berks. 


“ade marks At24 
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Artistic Productivity and Lithium Prophylaxis in 


Manic-Depressive Illness 


By MOGENS SCHOU 


SUMMARY Twenty-four manic-depressive artists, in whom prophy- 
lactic lithium treatment had attenuated or prevented recurrences to a 
significant degree, were questioned about their creative power during 
the treatment. Twelve artists reported increased artistic productivity, 
six unaltered productivity, and six lowered productivity. The effect of 
lithium treatment on artistic productivity may depend on the severity 
and type of the illness, on individual sensitivity, and on habits of 
utilizing manic episodes productively. 


When prophylactic lithium treatment is 
contemplated, patients sometimes express con- 
cern along the following lines: ‘My work is to a 
large extent creative. Is there any risk that 
lithium treatment may interfere with my 
creative power? Nerve pills are reported to 
blunt intellectual and emotional functions, and 
I understand that lithium treatment is often 
given for years. What will happen to my 
productivity ?’ 

This question cannot be answered in advance 
for the individual patient, but observations of 
what happened to other creative persons given 
lithium treatment may reveal response patterns 
and trends. When such data are interpreted, it 
should be kept in mind that two factors may be 
involved: (i) the effect of the treatment on 
productivity, and (ii) the effect of the treatment 
effect on productivity. (i) Long-term lithium 
administration is in most cases remarkably free 
of mental side effects, but occasionally patients 
complain of impaired memory or restriction of 
their emotional range. Creative productivity 
may be particularly sensitive to subtle psycho- 
logical changes induced by lithium. (ii) Prophy- 
lactic lithium treatment often effectively 
counteracts further episodes of mania or 
depression or both. This may be beneficial for 
artistic productivity because interruptions of 
work are avoided. It is, howeyer, also possible 
that eradication, of the. periods\of elation and 
melancholy may deprive the.creative person of 
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emotional and intellectual experiences which 
contribute to the ability to create. 

The present study was undertaken to provide 
data bearing on these questions and to guide 
psychiatrists and creative patients who are 
faced with the decision: lithium treatment or no 
lithium treatment? 


Method 


Creativeness may be expressed in many 
professions, by scientists, inventors, business- 
men, administrators, politicians, etc. In the 
present study I have limited myself to examining 
artists, and chiefly those artists whose activity 
was primary, for example composers, rather 
than secondary, for example instrumentalists. 
The study includes only artists suffering from 
manic-depressive illness, bipolar or unipolar, 
and only those in whom prophylactic lithium 
treatment had been successful, i.e. had attenu- 
ated or prevented manic and depressive recur- 
rences to a significant degree. Patients who 
stopped lithium after a short time because 
lithium-induced tremor interfered with their 
work have not been included. 

Information was collected from a variety of 
sources. I have used my own clinical experience 
as well as reports from psychiatrists in many 
countries. Such reports were solicited in personal 
conversations or as a response to requests in 
lectures and articles. I corresponded with one 
artist (Case No. 21) and interviewed four 
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(Cases No. 1, 11, 23 and 24). Information about 
the others I obtained, with their permission, 
from their psychiatrists. Information is abundant 
about some of the artists, scanty about others. 
Statements about changes in quantity and 
quality of artistic work are based on reports 
from the artists themselves, sometimes supple- 
mented with assessments by spouses and 
psychiatrists. 

The artists were from Belgium, Canada, 
Czechoslovakia, Denmark, England, Italy, 
Sweden, Switzerland, West Germany, and the 
United States. In the case reports presented 
below some of the information has been changed 
in order to preserve the artists’ anonymity, 
though not in such a way as to distort any 
inferences which may be drawn concerning the 
effects of lithium treatment. 

Twenty-four case reports weigh heavily on an 
article, and some readers may choose to go 
directly to the discussion. I have made attempts 
to present the information in table form, with 
and without illustrating case reports, but the 
results were unsatisfactory. Firstly because this 
form of presentation might give the readers the 
impression that the paper provides quantitative 
information, and that would be misleading. 
Secondly because tabulation results in loss of 
nuances and individuality. I wanted to give the 
readers a feeling of having met, however 
briefly, each one of these twenty-four artists, and 
hence, in spite of its heaviness, I chose pre- 
sentation in the form of case reports. 


Case Reports 
Cases with increased productivity 


Case 1. A 40-year-old male painter suffered from manic 
and depressive recurrences from the age of 20. Lithium 
treatment was for a long time intermittent due to trouble- 
some side effects, but use of sustained-release tablets 
during the past year has permitted continuous treatment. 
This has attenuated, but not completely’ prevented, 
recurrences of the patient’s mood swings. 

During depressions the patient’s paintings were char- 
acterized by dark colours and rather sad subjects; his 
productivity decreased, and at times he could not paint 
at all due to too much self-criticism and lack of initiative. 
During manias he might paint several pictures a day, 
using light colours and choosing happy subjects. The 
patient explains that treatment with sustained-release 
lithium tablets has been good for him, both personally 
and artistically. It prevents or ameliorates depressions, 
thereby increasing productivity. It also prevents manias 


ARTISTIC PRODUCTIVITY AND LITHIUM PROPHYLAXIS IN MANIC-DEPRESSIVE ILLNESS 


from ‘getting out of control’. The patient feels that he has 
been more productive, has painted better pictures, and 
has matured artistically during the year of consistent 
lithium intake. 

Case 2. In a 42-year-old male physician and author, 
severe bipolar manic-depressive illness started when the 
patient was 20. During prophylactic lithium treatment 
over the last six years the cyclic course has continued, but 
episodes have become shorter and much milder. 

While on lithium, the patient has never had to interrupt 
work as a physician. His writings have increased in 
volume and also, according to his own opinion and that of 
his critics, improved in quality. 

Case 3, A 62-year-old male author suffered from the age 
of 19 from frequent recusrences of manic-depressive illness 
with moderate depressions and severe manias, the latter 
combined with alcohol abuse. 

During lithium treatment for 14 years the episodes have 
been markedly attenuated, and the alcohol consumption 
has come under control. He has been more stable and 
reliable in his work and has been able to adhere to a tight 
working schedule, so that.his productivity has increased. 

Case 4. A 42-year-old male publisher and amateur 
painter suffered from recurrent depressions with in- 
capacitating anxiety and phobias since adolescence. 
Starting to draw and paint gave some relief from anxiety 
and was experienced as a joyful means of self-expression.. 
He became very productive and had a successful exhibition 
in spite of being self-taught. 

Lithium treatment, begun two years ago, has been 
adhered to punctiliously. It has led to fewer and less 
severe depressions but not to complete stabilization. The 
patient feels that lithium treatment has helped his artistic 
productivity by reducing dysphoria and anxiety. 

Case 5. A 35-year-old female author suffered since the 
age of 16 from severe depressions and mild manias. 
Lithium treatment during the last three years has led to 
mood stabilization. There are occasional slight dysphorias. 

She started writing a: an early age, but the apathy, 
bleakness and painfully siow mentation during depressions 
interfered seriously with her work. Not till after two years 
of lithium treatment did she resume writing. She now feels 
full of creative power; she is steady in mood and not 
‘tossed about’ by her affects. Whereas previously her work 
tended to be ‘misty and indistinct’, it is now ‘defined and 
informative’. Only occasionally does she miss the old 
manias. Productivity is regular, and ideas come to her 
readily. 

Case 6. A 49-year-old male journalist and author 
developed manic-depressive illness in his late twenties with 
violent manias and prolonged depressions. This interfered 
so much with his work as a journalist that he obtained an 
invalid pension. Prophylactic lithium treatment given 
from the age of 36 gave excellent response during the first 
five years. Fhereafter minor mood swings occurred. 

The patient has been active as a journalist and author, 
writing both books and film scenarios. Although during 
lithium treatment he missed the manic periods of excessive 
joy and initiative, he was in no doubt that the treatment 
raised his productivity. Not only did it prevent the 
unproductive depressions, but it also saved him from manic 
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valueless overproduction, which later had to be sifted 
carefully in order to retrieve the few pieces of some merit. 
During lithium treatment he was able to return to his 
activities as a journalist because now, in contrast to the 
period before lithium, he could keep assignments. He 
died at the age of 49 from a heart attack. 

Case 7. In a 37-year-old male teacher and amateur 
painter bipolar manic-depressive illness started four years 
ago with moderate depressions and severe manias requir- 
ing hospitalization. Lithium treatment for the last three 
years has prevented depressions and attenuated manias 
so that they no longer incapacitate the patient socially and 
professionally. 

During the first year of his mood disorder the patient’s 
productivity decreased. Under lithium treatment he has 
again become more productive and has changed his style 
from realism to more abstract painting. He ascribes his 
rise in productivity to stabilization of mood and possibly to 
more frequent hypomanic épisodes. | ~ 

Case 8. A 38-year-old female journalist and author 
suffered from the age of 18 from bipolar manic-depressive 
illness with schizo-affective features; she had many 
hospitalizations and a number of treatments. Since the 
start of lithium treatment eight years ago the patient has 
had one brief mania and one mild depression. 

During lithium treatment artistic productivity has 
increased quantitatively, and she also finds it of better 
quality than before her lithium treatment was started. 
Her latest book is considered by the critics to be her best. 

Case 9. A 44-year-old male painter had mild manias and 
anxious and somewhat agitated depressions from the age 
of 21. During lithium treatment over the last two years 
there have been no episodes. 

Before lithium treatment the depressions interfered with 
his artistic work. During the treatment he has become 
more motivated to undertake creative activity, and he 
works quicker and more freely. 

Case 10. A 55-year-old male commercial illustrator and 
painter suffered from recurrent depressions since the age 
of 30, Lithium administration for five years led to marked 
improvement with complete absence of recurrences 
during the last three years of treatment. The patient then 
stopped lithium, and depressions reappeared. After three 
years without lithium, treatment was resumed. 

The patient's artistic productivity rose markedly during 
lithium treatment, both subjectively and objectively. His 
work was much more stable, and he changed from being 
a commercial illustrator into becoming a successful 
painter. 

Case 11, A 44-year-old male theatre producer and author 
began suffering from bipolar manic-depressive illness 
twelve years ago. Lithium treatment, started seven years 
ago, has completely abolished the manic episodes; brief 
periods of slight mood lowering may occur. 

Before lithium treatment manic episodes were associated 
with restlessness, irritability and an uncontrolled flow of 
not very useful ideas. Depressions were grey, unpleasant 
and tiring, and they did not provide material that could 
be used artistically. Lithium treatment has led to emo- 
tional stability with more efficient utilization of artistic 
abilities. Productivity has gone up; within the last five 


years the patient has published four novels and had two 
plays performed. 

Case 12, A 22-year-old male painter and artist-craftsman 
became depressed at the age of 14 and later had a number 
of depressions but no manias. Lithium treatment was 
started when he was 16; at first there was poor com- 
pliance, but gradually the patient became co-operative, 
and depressions disappeared. 

The patient is an art student, who also paints and works 
with ceramics and collages. «During depressions his 
productivity decreased, and colours and shapes changed 
in his productions. Lithium treatment may have been 
helpful to his artistic work by preventing depressions, but 
it is difficult to distinguish this effect from that of con- 
comitant rapid maturation. He stopped lithium a year ago 
and has since then been less creative, possibly because he 
now pays more attention to his formal training. 


Cases with unaffected productivity 

Case 13. A 46-year-old male composer suffered from the 
age of 25 from depressions with lack of initiative and many 
somatic symptoms. There were occasional manic episodes. 
Lithium treatment during the last five years has not 
prevented episodes, but these have become shorter and 
less frequent. Ideas of suicide have disappeared. 

Before lithium treatment the patient had his best 
creative periods at the start of manic and depressive 
episodes. When the episodes were fully déveloped, the 
creative power decreased or disappeared. When main- 
tained at serum lithium levels above 0.6 millimoles per 
litre, the patient suffers from side effects which interfere 
with his work. At serum levels of 0.4-0.6 millimoles per 
litre there are no side effects and yet the partial prophy- 
lactic effect of lithium is preserved. Under these circum- 
stances the patient feels that his net productivity is the 
same as before lithium treatment. 

Case 14, A 36-year-old male actor suffered for many 
years from bipolar manic-depressive illness and alcohol 
abuse. Manic episodes were prominent, while depressive 
episodes mostly appeared as downswings following the 
manias. Prophylactic lithium treatment was started nine 
years ago, but tablet compliance has been doubtful, and 
the manic and depressive episodes have not disappeared 
completely. Nevertheless their intensity and frequency 
have decreased. 

Before lithium treatment the patient’s acting became 
exaggerated and characterized by extremes when he was 
manic. Under lithium treatment this has disappeared, and 
attenuation of the episodes has led to more disciplined 
artistic work. 

Case 15. A male painter (age not given) suffered for 
many years from bipolar manic-depressive illness, About 
ten years ago he started lithium maintenance treatment, 
which controlled his disease well for about six years. 
Thereafter manic and depressive episodes reappeared in 
spite of lithium administration. 

Before lithium treatment the severe manias and 
depressions interfered with creative work, even though the 
initial phase of a depression often induced a creative urge. 

During the successful period of lithium treatment 
artistic productivity was unaltered. 
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Case 16. A 48-year-old male composer suffered from the 
age of 38 from bipolar manic-depressive illness with mild 
manias and moderate to severe depressions. Lithium 
treatment for seven years has completely prevented manic 
and depressive episodes. There has been no change in 
artistic productivity during the treatment. 

Case 17. In a 44-year-old female painter, bipolar, 
somewhat atypical manic-depressive illness started 15 
years ago. There were several hospital admissions and a 
considerable alcohol abuge. Lithium treatment has been 
given for five years, the first two years with poor com- 
pliance but during the last three years with better co- 
operation and only occasional mild depressions. 

When the patient’s disease started, her style of painting 
changed, becoming surrealistic with religious and sexual 
themes. The quality remained good; she held exhibitions 
and obtained art grants. While on lithium she feels, during 
depressive episodes, that the treatment lowers her pro- 
ductivity; when she is not depressed, however, she 
considers her creative power unaffected by the treatment. 
She has retained the surrealistic style of her paintings. 

Case 18. A 45-year-old male civil servant and author 
suffered during 30 years from frequent severe manic and 
depressive episodes, often necessitating hospitalization. 
Lithium maintenance treatment during the last five years 
has led to mood stabilization. Occasional very slight mood 
swings have been difficult to distinguish from normal 
mood changes. 

Before lithium treatment started, the patient had 
recurrences of such frequency and severity that no artistic 
creativeness could have manifested itself even had it been 
there. The patient now executes his work with success 
and many ideas, and three years ago he wrote a poetic- 
philosophic book of considerable quality. 


Cases with lowered productivity 

Case 19. A 42-year-old female author began having 
recurrent depressions followed by short manias 12 years 
ago. Lithium treatment, started two years later, was given 
for five years, and during this period the patient was 
free of depressions. She interrupted treatment because 
she missed the slight elations which usually activated her 
artistically, She felt that during treatment she lacked 
inspiration and ideas, and although her mental condition 
was clearly more stable during lithium administration, 
she did not want to continue treatment. 

Case 20. A 46-year-old female composer suffered from 
bipolar manic-depressive illness for many years. She started 
lithium treatment five years ago, and episodes became 
markedly fewer and less severe. She nevertheless dis- 
continued lithium four years later, because she felt that 
the treatment interfered with her creative power. 

While on lithium the patient might be conscious of a new 
harmony that she wished to develop, but she did not have 
sufficient drive to put her ideas on paper. Reduction in 
productivity was equally strong throughout the four years 
of lithium treatment. Since coming off lithium she has 
remained without manic and depressive relapses, and 
she feels that her creative power has grown. 

Case 21. A 42-year-old female painter suffered from 
recurrent depressions for four years. During one year of 


lithium treatment the depressions were somewhat ame- 
liorated. Treatment was discontinued at the patient’s 
request. 

The patient asserts that depressions do not interfere 
with her artistic productivity. While she took lithium, 
however, she found her creative power diminished, and 
she regards this as a direct drug effect. Later information 
from the psychiatrist reveals that the patient lost her 
husband while she was on lithium and that the rise in 
productivity after discontinuation of treatment was only 
transitory. 

Case 22. A 63-year-old male author suffered for many 
years from recurrent manic-depressive illness combined 
with alcohol abuse. Lithium maintenance treatment for 
one year led to disappearance of manic and depressive 
episodes and of the excessive urge to drink. 

The patient stopped lithium treatment because he felt 
that it held back his creative energy. Nevertheless he wrote 
a successful book while on lithium. A second book was 
written partly on and partly off lithium, and the author 
feels that the parts written after discontinuation of lithium 
are of higher quality than those written under the influence 
of the drug. 

Case 23. A 58-year-old book-keeper and poet suffered 
during the last seven years from clearcut manic episodes 
and slight depressions. Lithium treatment during the last 
two years has almost abolished recurrences. 

The patient has published small books about art history 
and writes poems for a weekly magazine. During manic 
episodes he wrote many poems a day, but their quality 
was not very high. Depressions impaired productivity and 
did not give experiences which could be used artistically. 
During lithium treatment there is the urge to write, but 
ideas do not come as readily as before. The creative power 
is returning gradually but is still not as flourishing as 
before treatment started. 

Case 24. A 62-year-old female amateur painter suffered 
from recurrent manic-depressive illness for 27 years before 
starting lithium treatment seven years ago. Since then 
there have been only slight recurrences, possibly due to 
lack of compliance. 

The patient makes painted collages from fish bones and 
scales, sea weed, and other natural materials. After the 
start of lithium treatment all creative activity stopped for 
a year or two. Thereafter it returned, and although she 
may miss the spells of creative urge associated with 
manias, her net productivity is now as before lithium. 
The quality has risen. She is more critical of what she 
does, and instead of starting many projects simultaneously 
in the way she did previously during manic episodes, she 
now finishes one thing at a time. 


Discussion 


The sample studied here is small, and its 
degree of representativeness is not known. 
Even when the results are combined with those 
of previous studies, the data do not permit 
quantitative conclusions about how artistic 
productivity is affected by lithium prophylaxis. 
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What the observations can and do illustrate is 
that there is a diversity of response patterns. 

The responses fall roughtly in three groups: 
increased, unaffected, and lowered produc- 
tivity. Marshall et al (1970) reported about five 
nationally recognized artists and businessmen, 
who found that overall productivity was more 
uniform and of sounder quality during lithium 
treatment that before. Polatin and Fieve (1971) 
and Polatin (1972) referred to ‘a limited number’ 
of severely ill bipolar creative patients, who also 
claimed an overall increase in productivity and 
creativeness while on lithium. In the present 
material eleven, perhaps twelve, cases belong to 
this group. In Case 12, who was a young person, 
increased artistic productivity may have been 
due to maturation with age rather than to 
lithium treatment. 

The reason for the increased productivity 
during lithium treatment seems fairly obvious. 
A direct stimulatory effect of lithium on creative 
power is conceivable but unlikely. Lithium 
treatment does not produce ‘highs’, and none of 
the artists reported euphoriant effects of the 
drug. The rise of productivity during lithium 
treatment was due to the prophylactic action 
of the latter. Before lithium, depressive and 
manic episodes had interfered with the artists’ 
life and work, leading to long and barren 
periods or to periods of productivity without 
value, sometimes to hospitalization. When 
lithium treatment brought the disease under 
control, the artists not only remained creative 
but in fact produced more and better work than 
before. They felt that the treatment had led to 
stabilization of their working ability, to better 
emotional control, greater maturity and stricter 
artistic discipline. 

The second type of response to lithium 
treatment is shown by artists with unaltered 
productivity but possibly a qualitative change in 
their productions. Fieve (1975) described a 
theatre director and producer, who remained 
creative on lithium treatment (‘I seem to be as 
productive as I’ve ever been’). He also referred 
to a painter, who developed a new style during 
lithium treatment (his ‘lithium period’). It is not 
clear whether this was associated with a net 
change of productivity. A painter described by 
Villeneuve (1973) remained creative during 
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lithium treatment, but his style became modi- 
fied, more figurative and with colours of softer 
tone. The present material contains six cases of 
this kind. In one of the patients (Case 18) 
comparison before and during lithium treat- 
ment is difficult, because he only started serious 
artistic work after his bipolar manic-depressive 
illness had been controlled by lithium treatment. 
Lithium treatment did ħot prevent creative 
work in the six cases of this group; some of them 
might arguably have been placed in the group 
with increased productivity. 

There is finally the group of artists who feel 
that their productivity decreases during lithium 
treatment. Böszörményi (1970) described, a 
painter, Marshall et al (1970) a creative patient 
(artist ?), Bertagna et al (1971) ‘some artists and 
other creative persons’, Polatin and Fieve 
(1971) two writers, Polatin (1972) a sculptress 
and a writer, Arnold (1974) an author and a 
dramaturge, and Benson (1975) four creative 
patients (artists?}, who missed the manic and 
hypomanic periods of inspiration and impetus. 
Some of the patients discontinued lithium 
treatment for this reason. Six of the artists 
described here showed a response of lowered 
creative activity during lithium treatment. Five 
were bipolar and one unipolar. Four of the 
patients stopped lithium, two thereafter feeling a 
return of creative power. Lowering of pro- 
ductivity could be due to lack of inspiration 
(‘I have the urge, but ideas do not come as 
readily as before’) or lack of ability to execute 
(‘I have the idea but not the drive to put it on 
paper’). 

Reduction of artistic productivity may be 
temporary. This is illustrated by Cases 7 and 23 
but most clearly by Case 24. This patient lost 
almost all creative power during the first 1-2 
years of lithium treatment but thereafter 
became as productive, qualitatively and quan- 
titatively, as before lithium. 

It is not in all cases clear why productivity 
was lowered during lithium treatment. The 
reduction may have had coincidental causes: 
increase of age, somatic illness, altered family 
situation, etc. Lithium-induced malaise may 
have played a role. 

It is also possible that exposure of the organism 
to lithium may affect the cerebral processes 
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which form the basis of creativeness. One of 
the patients in this study who rejected lithium 
treatment was unipolar (Case 21) and therefore 
had experienced no manias which she could 
miss. She felt that lithium inhibited her creative 
power directly, but additional factors may have 
been at work. 

Studies on healthy volunteers are of limited 
value in elucidating* possible direct effects of 
lithium on creativeness. It is difficult, perhaps 
impossible, to measure creative ability with 
objective psychometric tests. Related cognitive 
functions were studied by Judd et al (1977), who 
compared. the effects of lithium and placebo 
given for two weeks each to 24 normal subjects. 
Neither the Meyer Art Test, which measures 
aesthetic perception and art judgement, nor 
the Guilford-Christensen Fluency Tests, which 
assess semantic fluency as a possible measure of 
creative ability, showed significant differences 
between the two treatments. 

Analysis of the cases reported in the literature 
and in the present study indicates that a number 
of artists lost productivity because before 
treatment they had been in the habit of basing 
their production on the manic episodes of 
surplus energy and ideas. When lithium treat- 
ment deprived them of these periods, they felt 
their creative power fall to, or even below, the 
level they usually experienced during intervals. 
In some cases this was so intolerable that they 
stopped lithium, preferring illness with pro- 
ductivity to health without or with lowered 
productivity. 

It seems conceivable that also periods of 
melancholy, dwelling in the land of the shadow 
of death, might provide experiences which 
could be used creatively, if not during then 
perhaps after the depressions. However, none of 
the observations collected until now supports 
this notion; on the contrary, the artists de- 
scribed the depressions as grey, barren, and 
unproductive of intellectual and emotional 
material of artistic usefulness. 

The present study was carried out on artists. 
There is reason to assume that manic-depressive 
persons with other kinds of creative work also 
respond individually as regards the effect of 
successful lithium prophylaxis on productivity; 
observations reported in the literature and 
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made by myself support this notion. Responses 
seem to depend on the severity of the illness 
before lithium, perhaps on the type of illness, on 
habits of utilizing manic periods of inspiration 
productively, and possibly on individual sen- 
sitivity to the pharmacological action of 
lithium. 

When prophylactic lithium treatment is 
considered for manic-depressive persons in 
whom creativeness is a prerequisite for their 
work, the diversity of possible responses should 
be discussed with the patient. If lithium treat- 
ment is started, artist and psychiatrist should 
currently assess gains and losses of the therapy. 
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Compulsory Admission to Hospital: An Operational Review 
of the Mental Health (Scotland) Act 1960 


By WILLIAM Ae ELLIOTT, GERALD C. TIMBURY and MARGARET M. WALKER 


SUMMARY The working of the Mental Health (Scotland) Act 1960 is 
examined by analysis of compulsory admissions both nationally and to 
one Glasgow hospital. Comparisons are drawn with England and 
Wales. Despite a six-fold increase in admissions since 1945 the use of 
compulsory powers has remained almost constant. It is suggested 
that an annual number of 45 compulsory admissions per 100,000 
population may represent an inevitable basic level as foreseen by the 
Royal Commission in 1957. Section 31 (“Emergency Recommendation’) 
secures 80 per cent of Part IV admissions, and Section 24 (‘Full Recom- 
mendation’) is employed in only 25 per cent. Part V accounts for only 
300 admissions per annum, mostly remands for psychiatric report. 
Two suggestions are made for possible future amendments to the Act. 


The Mental Health (Scotland) Act of 1960 
was intended to liberalize arrangements for 
admission to mental hospital, and was the 
latest in a series of such measures begun in 1857. 
Sufficient time has now elapsed for new trends 
to become clear, and we have attempted to 
examine the working of the Act and the extent 
to which its intentions have been realised. These 
trends can be seen in the context of earlier 
observations by Ratcliff (1964). 


Scottish Provisions for 
Compulsory Admission 
Part IV 
Section 24 (Full Recommendation) requires an 
application by the nearest relative or a mental 
health officer, supported by two medical 
certificates, and approved by the Sheriff. One of 
the medical certificates must be provided by a 
doctor with special experience in the diagnosis 
or treatment of mental disorder, and the use is 
like the Section 26 procedure of the English 
1959 Act. Detention must be reviewed before 
the 28th day and can be renewed at the end of 
a year, two years, and every two years thereafter. 
The nearest relative may object at the time of 
the original application, and will be heard by 


the Sheriff, and the patient may appeal to the 
Sheriff following renewal. The nearest relative 
may order the discharge of the patient, on 
seven days’ notice, but this may be blocked by 
the responsible medical officer certifying that 
the patient would be immediately liable to 
re-admission under Section 24, or that if dis- 
charged he would be a danger to himself or 
others. 

There is, however, no mention of ‘observation’ 
or ‘treatment’, and mental disorder is classified 
as either mental illness or mental deficiency; 
persons over the age of 21 years are not liable 
to compulsory detention under Part IV if their 
mental illness is manifested only by abnormally 
aggressive or seriously irresponsible conduct 
(corresponding to the English ‘psychopathic 
disorder’), or, in the case of mental deficiency, 
if they are capable of living an independent life 
and of guarding themselves against serious 
exploitation (i.e. ‘subnormal’ as distinct from 
‘severely subnormal’). 

Section 31 (Emergency Recommendation) 
requires only one medical certificate and the 
consent of a relative or a mental health officer 
and permits detention in hospital for up to 
seven days. This section may also be used to 
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detain patients already informally admitted, in 
which case the consent of a relative is not 
required. It is similar to the English Section 29, 


Part V 


Section 54 (Remand for Psychiatric Report) 
permits a Court to commit to hospital any 
accused person who appears to be suffering 
from mental disorder, for psychiatric assessment. 
Written or oral evidence from a doctor and an 
assurance that a suitable bed is available are 
required; the period of remand does not exceed 
21 days. 

Section 55 (Hospital Order) enables a Court to 
commit an offender to hospital on the evidence 
of two doctors that he suffers from mental 
disorder and would be liable to detention under 
Part IV. The responsible medical officer can 
discharge the patient at his discretion, but the 
nearest relative has no power to do so; the 
order may be renewed as in the case of Section 
24. 

Section 60 (Restriction on Discharge). The 
Court may prohibit discharge by the responsible 
medical officer for a fixed period or without 
limit of time, such power then being vested in 
the Secretary of State. 

Section 63 (Insanity in Bar of Trial). If an 
accused person is found insane and unfit to 
plead, on the evidence of two doctors, the 
Court must commit that person to a suitable 
mental hospital, as in Section 55. In the case of 
serious offences a restriction order is auto- 
matically imposed. 

Sections 65 and 66 allow for the transfer to 
hospital of persons in prison, awaiting trial or 
serving sentence respectively, who become 
mentally disordered. 

The first four Sections above were incor- 
porated into the Criminal Procedure (Scotland) 
Act 1975 and different numbers of sections are 
used, but the provisions are essentially the same. 


Part IX 


Section 103 enables a mental health officer to 
demand access to a person suspected of suffering 
from mental disorder and being ill-treated or 
neglected, or not looking after himself. 

Section 104 permits a constable to remove to a 
place of safety any person found in a public 
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place who appears to be suffering from mental 
disorder and in immediate need of care or 
control, 


Mental Welfare Commission 


This was set up in place of the previous 
General Board of Control and has the duty to 
exercise protective functions in respect of 
persons who by reason of mental disorder are 
incapable of adequately protecting their persons 
or their interests, whether or not they are 
detained. Commissioners may enquire into any 
case of alleged ill-treatment, deficiency in care, 
or improper detention, and may order the 
discharge of a detained patient where they think 
this is appropriate. They visit all hospitals 
regularly and all patients have the right of 
private interview. The work of the Commission 
is more fully described in A Duty to Care (1972). 


Materials and Method 


We have analysed national trends in Scottish 
mental hospital admissions since 1945 and 
drawn some comparisons with England and 
Wales. We have examined in more detail the 
use of provisions for compulsory detention in 
Gartnavel Royal Hospital, which is situated in 
the north-west of Glasgow and serves a mixed 
urban and rural population of about 200,000 
persons. 

National data for Scotland were obtained 
from the annual reports of the Scottish Home 
and Health Department on health and welfare 
services and from the Scottish Mental Hospital 
In-Patient Statistics published by the inform- 
ation services division of the Scottish Health 
Service Common Services Agency. English data 
were drawn from the annual reports of the 
Department of Health and Social Security and 
the Health and Personal Social Services 
Statistics for England and Wales. Information 
on Gartnavel Royal Hospital was derived from 
hospital records, case notes and relevant legal 
documents, Supplementary details were 
obtained from the Scottish Information Services 
Division and from the DHSS in London. 


Results 
l. National 


Ratcliff (1964) noted a three-fold increase in 
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admissions to mental hospitals in Scotland 
between 1945 and 1959, and Fig 1 shows that 
this increase continued rectilinearly until 1973, 
levelling off in 1974 and 1975. The number of 
residents in Scottish mental hospitals at the 
annual census increased from 19,250 in 1945 to 
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20,925 in 1956 and has subsequently fallen to 
17,190 in 1975. The proportion of admissions 
which were re-admissions rose steadily from 
36 per cent in 1959 (earliest figure available) to 
59 per cent in 1975. 

While the proportion of all admissions which 
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were compulsory fell steadily from 53 per cent 
in 1945 to 10.8 per cent in 1962 and has 
thereafter fluctuated narrowly between 11.7 per 
cent and 10.4 per cent, the actual numbers of 
compulsory admissions show more interesting 
trends: there is an initial increase from 2,190 in 
1945 to 2,699 in 1949 followed by a plateau 
until 1959, a sharp fall to 1,585 in 1962, anda 
gradual increase again to a steady mean level of 
2,330 in 1970-75. 

In the decade 1965-74 (Table I) the majority 
of these compulsory admissions were under 
Part IV of the Act (mean 9.3 per cent), with 
1.5 per cent under Part V and 0.22 per cent 
under Part IX. Within Part IV, however, only 
0.66 per cent were direct Section 24 admissions 
(and this proportion fell during the decade from 
1.5 per cent to 0.3 per cent), the remainder 
being Section 31 ‘Emergency’ admissions. 
Direct Section 24 admission was significantly 
more common in re-admissions than in first 
admissions. 

There are several differences between Scottish 
figures and those for England and Wales. 
Psychiatric bed provision in England and 
Wales, as measured by residents at the census 


in 1971 per 100,000 population, was 60 per cent’ 


of that in Scotland, and in the same year the 
admission rate was 84 per cent of that in 
Scotland. The difference in admission rate is 
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more marked for first admissions than for 
re-admissions. About 16 per cent of all admis- 
sions in 1971 were compulsory in England and 
Wales, compared with 10. per cent in Scotland. 
For first admissions, however, the use of 
compulsion was marginally less common in 
England and Wales, whereas for re-admissions 
it was 50 per cent higher than the Scottish 
figure. By 1975 the proportion of all admissions 
in England and Wales which were compulsory 
had fallen to 12 per cent. 

Sections 29 and 25 of the English Act are 
sometimes considered together as short-term 
compulsory powers, accounting for 96 per cent 
of compulsory first admissions and 92 per cent 
of compulsory re-admissions, but since the 
English Section 25 requires two medical 
certificates a more valid comparison would be 
between Section 31 (Scotland) and Section 29 
(England and Wales). These ‘emergency’ 
certificates account for 80 per cent of Scottish 
Part IV admissions and 56 per cent of those in 
England and Wales. Compulsory admission on 
the strength of one medical certificate is there- 
fore more common in Scotland. 


2. Gartnavel Royal Hospital 
Resident population 1959-76 
The number of detained patients fell from 397 
(44.4 per cent) in 1959 to 31 (3.4 per cent) in 


Tase I 
Admissions to Scottish mental hospitals—1965~74 











Status on admission All 
*All Pr. IV compulsory 
Year Informal 8.24 8.31 Pt. V PLIx admissions admissions admissions 
1965 14,987 255 1,378 301 36 17,003 9.6% 11.6% 
1966 15,799 216 1,458 298 23 17,832 9.4% 11.2% 
1967 16,185 131 1,491 302 38 18,189 8.9% 10.8% 
1968 16,519 113 1,694 339 45 18,752 -9.6% 11.7% 
1969 16,446 128 1,677 305 45 18,640 9.7% 11.6% 
1970 16,860 137 1,746 299 48 19,124 9.8% 11.7% 
1971 18,356 97 1,862 338 54 20,746 9.5% 11.3% 
1972 19,725 79 1,905 258 45 22,065 9.0% 10.4% 
1973 20,230 74 1,960 292 53 22,682 8.9% 10.5% 
1974 20,024 74 1,952 295 45 22,451 9.0% 10.5% 





. Psychiatric Units, Mental Deficiency Hospitals, and the State Hospital, are excluded. Very few admissions 


to Psychiatric Units are compulsory. 


* The total of the first five columns falls short of the total given in the sixth column as holiday admissions have 


been omitted in this table. 
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1963, clearly reflecting the enactment of the 
Mental Health (Scotland) Act in July 1960, the 
introduction of informal admission on Ist 
January, 1961, and the implementation of the 
rest of the Act, including the provisions for 
compulsory admission, on Ist June, 1962. 
Between 1963 and 1976 the number of detained 
patients at annual census varied around a mean 
of 34.3 (SD = 3.6); there is no significant 
trend during this period. 


All admissions 1958-76 


During the 18 years of the study total 
admissions show an overall increase of 56 per 
cent; changes in catchment population have 
been minimal since 1966 and would not account 
for significant variation in admissions. Since 
implementation of the compulsory provisions on 
1.6.62 the annual number of recommended 
admissions has varied around a mean of 88.5; 
the first five annual totals lie below this mean 
and the remaining nine totals lie above it, 
constituting a significant trend. The same trend 
is shown separately for each sex, and the mean 
number of compulsory admissions is similar for 
each sex. 


Recommended admissions 1962-76 
The use of Section 31 has approximately 
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doubled during the period of the study, the 
highest number having been reached in 1972. 
On average, females exceeded males in a ratio of 
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Gartnavel Royal Hospital—1962-76 
Recommended admissions—status at admission 
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Part IV Part V* 





Year to Section Section Section Other 
31st May 31 24 54 section Total 








1963 41 8 3 — 52 
1964 46 6 4 4 60 
1965 39 7 6 2 54 
1966 54 5 8 1 68 
1967 56 4 12 2 74 
1968 84 5 13 3 105 
1969 70 2 17 1 90 
1970 81 1 15 l 98 
1971 84 1 15 6 106 
1972 106 — 13 4 123 
1973 93 2 10 3 108 
1974 75 i 16 — 92 
1975 95 1 12 2 110 
1976 79 l 17 2 99 
Total 1003 44 161 31 1239 
Mean 71.6 3.1 I5 2.2 88.5 





* Part V Provisions were incorporated without 
significant change in the Criminal Procedure 
(Scotland) Act 1975. 


Taste III 
Gartnavel Royal Hospital—1962-72. Section 31 admissions—subsequent management 





Terminated and discharged (by end of one week) 
Terminated but continued in hospital informally 
Compulsory detention continued 
51 had a second consecutive Section 31 
12 had three consecutive Section 31s 
3 had four consecutive Section 31s 
71 proceeded to Section 24 


2 proceeded to Section 54 
1 proceeded to Section 63 


46 (7%) 
475 (71.8%) 
140 (21.2%) 


18 became informal 


= 66 48 proceeded to 
Section 24 





Total 


661 





Summary: 
521 (78.8%) were detained for one week or less 


140 (21.2%) were detained for more than one week 


119 (18°) proceeded to Section 24 


WILLIAM A. ELLIOTT, GERALD C. TIMBURY AND MARGARET M. WALKER 


4:3. The use of Section 24 to secure direct 
admission has decreased during the study. 
(Cf. National data in Table I). The use of 
Section 54 has increased since 1966; all but 
two of those admitted under other Part V 
Section were males, and there is no significant 
trend. 


Taste IV 


Gartnavel Royal Hospital —1962-72 
Section 24 admissions—subsequent management 





Terminated within 28 days 20 
I discharged 
19 continued in hospital informally 


Terminated within one year l1 
8 discharged 
3 continued in hospital informally 


Renewed at one year 8 





Total 39 





Taste V 


Gartnavel Royal Hospital——1962-72 
Section 54 admissions—subsequent management 
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Subsequent management of compulsory admissions 


In nearly 80 per cent of emergency admissions 
detention was not continued beyond the normal 
duration of a Section 31 Order. Ten per cent of 
emergency admissions had more than one 
consecutive Section 31 imposed. Only 18 per 
cent of emergency admissions proceeded to full 
Section 24 recommendation (Table III). Only 
half the direct Section 24 admissions were 
detained beyond their 28th day review, and 
only one-fifth were detained for more than one 
year (Table IV). 

Section 54 has been used relatively in- 
frequently at Gartnavel (Cf. Binns et al, 1969). 
Seventy-four per cent did not continue in- 
patient treatment beyond the duration of the 
Section 54 Order (Table V). 


Diagnostic categories of compulsory admissions 

Section 24 is used mainly in cases of non- 
affective psychoses. Comparing Part IV and 
Part V admissions there is a statistically sig- 
nificant difference in diagnostic categories (x? = 
77.2, 6 df, P <0.001)..Dementias and affective 
psychoses are over-represented in Part IV, ` 
while an undue proportion of personality 




















Discharged l 73 : ee 

eee. a in disorders and those in whom no psychiatric 
Remained in hospital informally 8 ition is found : P 

(condition of probation) condition is found are admitted under Part V. 

Proceeded to Section 63 15 Age and sex of compulsory admissions 
Proceeded to Section 55 3 ing iis : 
E PDE S The sex ratio in Part IV admissions is 4 males 

rooreded To Sernam g 2 to 5 females, compared with 3 males to 1 female 
Total 106 in Part V. In the case of Section 31 admissions 

at the age of 25 or less, males exceed females by 
TABLE VI 
Gartnavel Royal Hospital—1962-72. Compulsory admissions—diagnostic categories 
Part IV 
Section 31 Section24 Part V Total 

EE E E ee 
Affective psychosis 201 2 18 221 
Schizophrenia and paranoid states 192 24 39 255 
Dementia and confusional states 89 10 2 101 
Alcoholism and addictions 68 — 16 84 
Personality disorders, hysteria, epilepsy, mental deficiency 102 2 50 154 
Others 9 l — 10 
Nil psychiatric — — 6 6 
Total 661 39 131 831 
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3 to 2. The proportion of Section 24 admissions 
increases with age, whereas the reverse is true 


of Part V admissions; the use of Section 31 shows 
no significant relationship to age. 


Multiple episodes of recommendation 

During the decade 889 patients were involved 
in 1,042 separate episodes of recommendation. 
Seven-hundred and’ ninety patients had one 
episode, 58 had two, 31 had three, eight had 
four, one had five, and one had six. In addition, 
244 (27.4 per cent) of these patients (120 males 
and 124 females) had one or more informal 
admissions during the same ten-year period. 


Source of medical recommendations 

The patient’s general practitioner signed 
54.3 per cent of Section 31 Orders and a staff 
psychiatrist signed a further 24.4 per cent. 
Only 0.8 per cent were signed by a local 
authority doctor, the remaining 20.5 per cent 
coming from a variety of sources, often doctors 
in general hospitals. In the case of Section 24 
recommendations, the patient’s general prac- 
- titioner completed a certificate in 90 per cent of 
cases, a staff psychiatrist in 80 per cent, and a 
local authority doctor in 23 per cent. The 
petition for admission under Section 24 was 
completed by the nearest relative in 56 per cent 
of the 39 cases, and by the mental health officer 
in 44 per cent. 


Reclassification from informal status 


Comparing 1962-68 and 1969-72, there has 
been a three-fold increase in the use of both 
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Section 31 and Section 24 to detain patients 
already in hospital informally. These reclassi- 
fications do not show: the same sex differences as 
Part IV admissions. The proportion of Section 
31 reclassifications detained for longer than one 
week is significantly greater than in the case of 
admissions (y? = 6.1, 1 df, 0.02 > P >0.01). 
Similarly, a greater proportion of reclassi- 
fications proceed to Section 24, but this does 
not reach statistical significance (y? = 3.1, 
1 df, ns.). Rather more Section 24 reclassi- 
fications than admissions were detained beyond 
28 days and beyond one year, but the difference 
does not reach statistical significance. Three 
Section 54 reclassifications proceeded to other 
Part V sections, while the other two reverted to 
Informal status. The single Section 63 re- 
classification continues to be so detained. 


Use of Section 24 


In Table VII all Part IV detentions, whether 
admissions or reclassifications, are divided into a 
smaller group (25 per cent) in which Section 24 
was used at some stage during the detention, 
and a larger group (75 per cent) in which only 
Section 31 was employed. Schizophrenia and 
paranoid states accounted for 60 per cent of the 
Section 24 group, and affective psychosis for a 
further 20 per cent. Section 24 is used with 
equal frequency in different age groups. 


Discussion 
National trends 
The Act has succeeded in reducing the 
number of detained patients in mental hospitals, 


Taste VII 
Gartnavel Royal Hospital—1962-72. Part IV detentions—diagnostic categories 





Section 31 only Section 24 at any time 








Affective psychosis 222 32.6% 47 20.5% 
Schizophrenia and paranoid states 175 25.7% 138 -60.3% 
Dementia and confusional states 93 13.7% 20 8.7% 
Alcoholism and addictions 67 9.8% 6 2.6% 
Personality disorders, hysteria, epilepsy, mental 

deficiency 114 16.7% 17 7.5% 
Others 10 1.5% 1 0.4% 
Total 681 100% 229 100% 
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but not the use of compulsory powers to secure 
admission, The Royal Commission on the Law 
Relating to Mental Illness and Mental Defi- 
ciency (1957) expressed the hope that increasing 
public confidence in mental health services 
would lead to compulsion becoming less and less 
necessary. On the other hand, they recognised 
that various forms of mental disorder do affect a 
patient’s reason and powers of judgement and 
that there would therefore always be some for 
whom the use of compulsory powers would be 
required as the only method of applying 
necessary and effective treatment. The Com- 
mission emphasized that in such cases, when 
persuasion had failed, doctors and others 
should not be too hesitant to use such com- 
pulsory powers as were provided by the law. 

The relatively steady number of compulsory 
admissions in Scotland over the past 30 years 
suggests that around 45 compulsory admissions 
per 100,000 population per annum may 
represent the justifiable level described by the 
Royal Commission. This figure is the national 
average for both the quinquenium 1970-74, and 
the 30 years, 1945-74; and the Gartnavel 
average since implementation of the Act. 
Although the corresponding figure for England 
and Wales, 55 per 100,000 population in 1971, 
is significantly higher, the rates for first admis- 
sions correspond remarkably closely, considering 
the other differences between the countries. 

In the years immediately following imple- 
mentation of the Act the compulsory admission 
rate was lower, but this level was not sustained; 
we suspect that more recently hospital staff have 
been less willing to use explanation and per- 
suasion as suggested by the Royal Commission, 
perhaps preferring to rely on the letter rather 
than the spirit of the law in view of the adverse 
publicity which some mental hospitals have 
received. This explanation is supported by the 
increased use of reclassification to formal status 
in Gartnavel since 1969, the increasing use of 
Section 30 (2) in England and Wales (DHSS, 
1978) and the apparently prevalent opinion 
that a patient unable to give valid consent to 
admission should be subject to compulsory 
procedure, although the Royal Commission 
clearly stated (ch 5, para 288) that consent 
should be assumed unless positive objection was 
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made by the patient or his relatives. Adoption of 
the Commission’s view might reduce the use of 
compulsion in elderly patients, as recom- 
mended by the Scottish Division of the Royal 
College of Psychiatrists (The Psychiatrist’s Con- 
tribution to the Care of the Elderly, 1977). 


Part IV 


The Royal Commission‘stated ‘It is important 
that the emergency procedure should not be 
used except in real emergencies when action to 
remove the patient must be taken before there is 
time to obtain the two medical recommen- 
dations required under the normal procedure’. 
While the Royal Commission was concerned 
with the law in England and Wales only, it is 
clear that those who drafted the Scottish Act 
followed many of their recommendations rather 
than the less ambitious Proposals for Amendment 
of the Law Relating to Mental Illness and Mental 
Deficiency in Scotland (1955), The wording of 
Section 31 refers to ‘urgent necessity’ and 
‘avoiding undesirable delay’. It could be argued 
that 80 per cent of all compulsory admissions 
can scarcely be emergencies in this sense, and 
that practice is at variance with intention. Those 
who would justify the widespread use of Section 
31, however, suggest that patients and their 
relatives prefer to avoid the formal application 
and involvement of the Sheriff, reminiscent of 
‘certification’. 

Perhaps a compromise could be achieved 
between excessive formality and too casual 
compulsion if the doctor using emergency 
procedure was required to complete one of the 
Section 24 medical certificates together with a 
further statement that compliance with the 
other provisions of Section 24 before the 
admission of the patient to hospital would 
involve undesirable delay. This would also 
facilitate completion of Section 24 procedure 
following admission, and remove the main 
reason for a second or even third Section 31 
being used. 

Concern has been expressed in England and 
Wales about the overuse of Sections 29 and 25. 
(Enoch and Barker, 1965 and 1966; Barton and 
Haider, 1966; Psychological Medicine Group 
Conference, 1967; Markowe, 1967). Other 
critics appear to be against the principle of 
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detention on the basis of psychiatrists’ opinions 
rather than the details of the provisions (Bean, 
1975; Gostin, 1975). The various arguments are 
summarized in A Review of the Mental Health Act 
(DHSS, 1976) and a paper bearing the same 
title by the Royal College of Psychiatrists 
(1974). The Scottish Section 31 would, in 
theory, be equally open to criticism, but we 
have not found published evidence of dissatis- 
faction, and the Scottish Association for Mental 
Health (personal, 1978) has no complaint about 
the operation of Part IV provisions. 

The continuation of only one half of Section 
24 detentions beyond 28 days and only one-fifth 
beyond a year, and its use mainly in functional 
psychoses, suggests that at Gartnavel at least 
compulsory detention is not often required for 
long periods, and completion of Section 24 is 
associated with an expectation that detention 
will be required for more than a week or two. 
We think it is satisfactory that the patient’s 
general practitioner and a staff psychiatrist were 
mainly involved in the completion of certi- 
ficates, to the exclusion of doctors who either 
had no previous close knowledge of the patient 
or would not be involved in his treatment. 

No difficulties arose over petitions by mental 
health officers in our series at Gartnavel, but 
we are aware of cases elsewhere in which the 
mental health officer has not agreed with the 
doctors and has refused to make an application 
for admission as described in Section 50. This 
Section makes it clear that the mental health 
officer can decline to petition if he is not 
satisfied that an application ought to be made, 
and in this respect the Scottish Act follows 
closely the opinion of the Royal Commission 
(Para 404, p 140) and the wording of the 
English Act. However, the English mental 
welfare officer represents the only authority 
who can disagree with medical opinion, whereas 
in Scotland the role of the judiciary has been 
retained, and by declining to petition it seems 
to us that the Scottish mental health officer is 
usurping the discretion of the Sheriff. More- 
over, in such cases of disagreement it is not clear 
where responsibility would lie for any untoward 
result of treatment not being effected. We think 
it would be more satisfactory if the mental 
health officer was required to process the 
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application but was free to state his disagree- 
ment to the Sheriff. 


Part V 


The number of Part V admissions nationally 
has remained fairly constant between 1965 and 
1974 (Mean = 303 per annum; SD = 22). 
About 80 per cent of Part V admissions are 
under Section 54 (Remand to hospital for 
psychiatric report) and the distribution of these 
cases in different areas is known to be uneven 
(Binns et al, 1969, 1972, and personal, 1977). 
In our Gartnavel series only 19 per cent of 
Section 54 admissions continued to be detained 
following reappearance in court, whereas the 
corresponding percentage in the two series 
reported by Binns et al at Leverndale Hospital 
was 35 per cent and 26 per cent respectively. 
In the Eastern Region of Scotland (population 
440,000) in 1966-69 only 11 persons were 
remanded to hospital under Section 54, and for 
five of these no further treatment was recom- 
mended (Elliott, Ballinger and Guthrie, in 
preparation). 


Part IX 


Section 104 has been used rarely—less than 
one admission per week throughout Scotland. 
Gostin (1975) quotes DHSS data on the 
differing use of the corresponding Section 136 of 
the English Act, pointing out that the Metro- 
politan Hospital regions in 1971 averaged 21 per 
thousand admissions under this Section, while 
other Regions in England averaged 1.7 per 
thousand. 


Appeals against detention 


The Mental Health (Scotland) Act allows for 
appeals against detention to be made by the 
patient or his relatives to the local Sheriff, and 
all patients in mental hospitals, whether 
detained or informal, have a right to an 
interview with Mental Welfare Commissioners 
during their hospital visits. The Commission 
may order the discharge of a detained patient if 
they are satisfied that such detention is im- 
proper or unnecessary. We have been unable to 
obtain complete data, but we are assured by the 
Scottish Health Service Central Legal Office 
(personal, 1977) and by the Mental Welfare 
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Commission (personal, 1978) that appeals are 
infrequent and seldom successful. In the two- 
year period 1976-77 there were approximately 
30 appeals under Section 39 heard by Sheriffs in 
Scotland where the Central Legal Office 
represented the Authority, and none of these 
was successful. Practically all of these appeals 
related to patients in hospitals in the Greater 
Glasgow and Lanarkshire Health Board areas, 
although over the years Section 39 appeals have 
been heard by Sheriffs in most parts of Scotland. 
Tne English Mental Health Review Tribunals 
have been re-appraised by Wood (1976), and 
the recent White Paper on Review of the 
Mental Health Act 1959 (1978) proposes that 
their work should be extended and reviews 
should be undertaken automatically at stated 
intervals. 

We conclude that the main intentions and 
expectations of the 1960 Act have been realised, 
at least in respect of admission procedures, and 
that there is little evidence of public dissatis- 
faction. However, our study suggests two areas 
for further debate and possible future amend- 
ment: first, should the use of Section 31 be more 
carefully restricted to real emergencies where the 
doctor is required to provide clear evidence that 
Section 24 procedures have been implemented 
but delay in completion would be dangerous to 
the patient or others? Second, should mental 
health officers be able to block Section 24 
petitions to the Sheriff or should they make an 
application and give further evidence to the 
Sheriff of their doubts ? 


Footnote: This paper was prepared before the publi- 
cation in September 1978 of the White Paper on the 
Review of the Mental Health Act 1959 for England and 
Wales. Amendments to the Scottish Act are likely to 
follow changes in England and Wales, and the Scottish 
Home and Health Department have stated their intention 
to produce a discussion paper during 1979. 
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The Psychiatric Patient: A Voice to be Heard 


By D. GORDON, D. A. ALEXANDER and J. DIETZAN 


SUMMARY Patients’ view of psychiatric care and its impliéations is a 
neglected area of inquiry, partly due to ideological factors as well as 
structural aspects of the National Health Service. It is acknowledged 
that patient satisfaction per se cannot be the major goal of the Health 


Services, 


but the path to improved welfare and treatment may be 


facilitated by patient satisfaction or at least by an awareness of patient 
opinion. Further exploration of this area is recommended, 


That a service should meet the needs and 
demands of those for whom it has been designed 
seems to be self-evident. Nonetheless, the 

Opportunity to achieve a balance between 
- Supply and demand varies from system to 
system and is contingent on the inherent 
characteristics of the system. For example, a 
free enterprise system, at least in theory, has the 
advantage of a relatively uninhibited interplay 
between supply and demand. On the other 
hand, some of the traditional features of a 
public utility system such as the National 
Health Service largely deprive that system of 
this important homeostatic dynamic. 

One direct implication of this for the National 
Health Service is that important variables such 
as the quality of care and ‘consumer satis- 
faction’ are estimated largely by means of 
interprofessional dialogue and by feedback from 
informal and unsystematic channels of com- 
munication. It is not that such sources of 
opinion should be discontinued or ignored, but 
reliance only on professional opinion raises the 
possibility that the professional authors and 
purveyors of the service may erroneously 
assume, albeit innocently, that what they have 
created will be ipso facto consistent with the 
needs of those whom they serve. To offset this, 
therefore, the opinion of the ‘consumer’, i.e. 
the patient should be elicited systematically and 
evaluated. 

This sort of approach has gained a good deal 
of support in the United States (e.g. Kotin and 
Schur, 1969; Keith-Spiegel et al, 1970; and 
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Klerman, 1974). A similar approach has not yet 
gathered sufficient momentum in this country, 
although there have been some welcome efforts, 
for example those of Ballinger, 1971; Raphael 


-and Peers, 1972; and Trauer, 1977. In addition, 


the M.R.C. Social Psychiatry Unit has fostered 
interest in the evaluation of psychiatric services 
from several standpoints (e.g. Wing and Hailey, 
1972). The primary aim of this study was to 
expand the rather limited knowledge of patients’ 
perceptions about certain aspects of their 
psychiatric contact and its sequelae. 


Method 
Subjects 

All the patients included in this study had 
been admitted informally to Kingseat Hospital 
during the year 1976. This hospital accom- 
modates just over 800 patients, mainly from the 
City of Aberdeen approximately 12 miles away. 
It is well served in terms of consultant services, 
internal facilities and ancillary psychiatric 
services, 

By means of the Regional Psychiatric Case 
Register, the investigators were informed of 
every first admission who was admitted and 
discharged within the first nine months of 1976. 
None of these patients had had psychiatric out- 
patient contact prior to admission. It was 
decided to focus on first contacts, since by 
definition they would be for the first time 
subject to the experience of psychiatric care. 
The following characteristics describe the 
patient cohort. 
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Taste I 
Cohort characteristics (N = 58) 








Length of 
stay Age 
Diagnosis Marital status Social class (in days) in (years) 

Yo i ve % % % 

Psychosis 35 Married 50 Class 1 2 7 12 17-26 18 

Neurosis 41° Separated 4 » 2 12 7-14 24 27-36 17 
Alcoh./person. 

disorder 21 Widowed 5 » 3 43 15-27 28 37-46 20 

Divorced 2 » 4 31 28-55 31 47-56 14 

Other 3 Never married 39 » 5 9 56-167 3 57-66 17 

Student 2 168 2 67 or 
more 14 





* The diagnoses were determined by the patient’s Consultant Psychiatrist on discharge: for convenience only 


three primary groups were used. 


From the original 86 first contacts discharged 
in that period, 58 (25 males, 33 females) were 
available for interview. Reasons for this reduc- 
tion in number were: (a) the consultant’s 
concern that the interview might have been an 
unnecessary source of stress (b) the nature of the 
patients condition, which would have pre- 
cluded a meaningful interview (c) the un- 
availability of the patient through death or 
other factors and (d) four patients’ refusal to be 
interviewed. 

It should be noted that, since the distribution 
of patients in this cohort in terms of diagnosis, 
length of stay and sex ratio is almost identical 
to that reported by Alexander and Dunnett 
(1975) from a five-year survey of first admissions 
discharged from this hospital, this cohort can 
be viewed as typical. 

The procedure for arranging the interviews 
was as follows. Following permission from the 
patient’s consultant, a letter was sent to the 
general practitioner informing him that his 
patient would be interviewed by a trained 
interviewer about his reactions to and experi- 
ences of being a psychiatric in-patient. Approxi- 
mately two months after discharge, an appoint- 
ment was sent to each patient along with a 
letter indicating the purpose of the study and 
emphasizing such features as (1) the confiden- 
tiality of his comments (2) the value of the 
patient’s view (3) the interview would in no 


way be an assessmeni of his current mental and 
social functioning amd (4) the interview was 
with the approval of his own consultant 
psychiatrist and GP. Each patient was assigned 
a code number, the key to which was known 
only to the investigators. 


Interviewers 


Three interviewers were used: a male post- 
graduate psychology student and two women 
(one housewife with previous interviewing 
experience and a medical secretary). It was 
decided not to use interviewers who were in any 
way related to the hospital in an effort to 
reduce the ‘social desirability’ of patients’ 
responses and any other bias which might have 
been related to the presence of ‘involved’ 
interviewers. The interviewers were trained for 
six weeks, using videotape and role-playing 
exercises and by this means an acceptable level 
of consistency of observation and report was 
obtained both among interviewers and over 
time. 

Generally, the allocation of the interviewers 
to patients was done at random, although two 
factors were taken into account: (a) whenever 
possible, interviewers were not asked to visit an 
area in which they might be known and (b) on 
three occasions, for clinical reasons, the male 
interviewer was allocated to specific patients. 
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Interviews 


To ensure that patients were comfortable and 
at ease with their surroundings, all but two of 
them (who chose otherwise) were interviewed 
within their own home. The semi-structured 
interviews ranged in duration from 30 minutes 
to three hours, with a mean of about one hour. 

The content and order of the questions were 
the same for each patient. To ensure that the 
patient did not forget the question or the 
response options, he was also provided with his 
own copy of the schedule used by the inter- 
viewer. Apart from a small number of questions 
demanding a ‘Yes’ or ‘No’ reply or straight- 
forward factual information, the interview 
comprised a basic core of questions, to which 
the patient responded by selecting from a five- 
point analogue scale, ranging from ‘Not at all’ 
to “Very much’. 

Depending on the initial response to the 
primary question, sometimes there were ‘Probe’ 
questions. of an open-ended form (e.g. ‘Could 
you tell me more about that?’) which allowed 
the interviewer to elicit further information and 
provided the patient with an opportunity to 
express freely, in his own terms, his feelings and 
attitudes. 

The various questions included in the inter- 
view were designed to cover the following 
areas: 


(1) Basic socio-demographic facts about, for 
example, employment, marital status and 
age. 

Their view of aspects of their admission 
to hospital and the treatment they 
received therein. 

Following discharge, what changes they 
may have observed in the attitude of 
significant others. 

Their opinions about possible improve- 
ments in psychiatric facilities. 


(2) 


(3) 


(4) 


Results 


The data from the interviews are presented 
below under headings chosen by the investi- 
gators; these groupings should not:be regarded 
as mutually exclusive nor factorially precise. 
Consequently, the order of presentation here is 
not the same as that used in the interview. 
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Moreover, in some cases, for economy of space, 
replies to a series of related questions have been 
condensed. 

The data were originally analysed by age, 
diagnosis, sex, social class, marital status and 
length of stay in hospital. There were no 
significant relationships between these factors 
and responses on interview so that the data can 
be presented and interpreted in general terms. 
Because of the problems in handling percentages 
from a relatively small sample, raw scores have 
sometimes been included. 


(a) Signs and symptoms 

Patient’s views were elicited about what, if 
anything, had suggested to them prior to their 
first psychiatric consultation that they might 
require psychiatric help. The following were 
mentioned as having been indicative to them 
of the need for such help: 


(1) physical symptoms (20 per cent) such 
as headaches, insomnia, and loss of 
appetite 

(2) inability to cope with everyday life 
(16 per cent) 

(3) abuse of alcohol and/or drugs (9 per 
cent). 


Over 40 per cent of the patients indicated, 
however, that they had no firm idea prior to 
their first contact with a professional that they 
might have a psychiatric problem. Eleven per 
cent acknowledged the extent and nature of the 
problem only following a ‘suicidal’ attempt. 

Following contact with the psychiatric service, 
however, 87 per cent of the patients knew what 
symptoms would suggest to them the need to 
make further contact with the mental health 
service. Changes in psychomotor state towards 
depression (38 per cent) and agitation (20. per 
cent) were the two single factors most com- 
monly reported. The role of physical symptoms 
as the ‘early warning signs’ decreased from 20 
per cent to 7 per cent following hospitalization. 
The abuse of alcohol and/or drugs as a cue 
remained fairly stable, being reported by only 
about 9 per cent of the group. 

The following were deemed by the patients 
to be likely causal factors.in the future develop- 
ment of psychiatric symptoms: (1) upsets 
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in their family life and other interpersonal 
relationships (41 per cent), (2) personal 
factors such as lack of self-esteem or self- 
confidence (21 per cent), and (3) problems 
relating to such matters as employment, finance 
or accommodation (14 per cent). The remaining 
responses were equally divided between ‘mis- 
cellaneous’ and ‘don’t know’. 
. 


Psychiatric contact 

Half the patients first sought professional 
assistance from their GP; about a quarter had 
their first professional contact with a psych- 
iatrist and 11 per cent first approached their 
minister. Patients were equally divided among 
those who felt that their first contact had helped 
them to understand the nature of the difficulty, 
those who had not found it helpful and those 
who had no strong feelings either way. In 
contrast to the limited extent to which the 
patients’ first contact with the family doctor 
helped them understand their mental difficulty, 
60 per cent of the patients had found their first 
contact with the psychiatrist to be much more 
valuable, in that he made more effort to listen 
to them. During their stay in hospital, 85 per 
cent claimed that their personal, emotional and 
physical needs were met adequately, with the 
exception of the need to maintain their personal 
identity and the need to have social and 
personal interaction with the staff. 


Post-discharge experience 


Following discharge, 80 per cent of the 
patients reported no change in the attitude of 
either their family doctor or their family 
towards them or, in turn, a change in their 
attitudes towards their own family (62 per cent). 
Examination of the instances of reported attitude 
change consistently revealed that the afore- 
mentioned parties became more accepting of 
these patients and similarly, the patients 
became more accepting of their families; 
rejection was described rarely. 

Another area in which attitudinal change 
might have been important was that of employ- 
ment, but only five individuals claimed that 
they had been unable to gain employment 
because of their psychiatric history, and the same 
number of employed patients felt that at their 
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work, they suffered from a stigma associated 
with their recent mental illness. 

The change in the patient’s social life 
following discharge was investigated. Forty-six 
per cent claimed that there had been a sig- 
nificant change since being in hospital, with 
two-thirds of this group believing that their 
social life had become narrower and more 
limited. These individuals tended to engage in 
activities that. generally precluded or limited 
any interpersonal association, e.g. reading or 
going for long solitary walks. 


Proposals 


A final set of questions dealt with possible 
changes in the psychiatric facilities offered. 
Although none of these patients had been in a 
half-way house after discharge, the majority 
(78 per cent) denied the value of such an 
institution on grounds that can best be sum- 
marized by one patient’s statement—‘If you are 
not ill enough to be in hospital, then the best 
place for you is home’. The potential value for 
discharged psychiatric patients of social clubs 
and support groups similar to Alcoholics 
Anonymous was acknowledged by 46 per cent 
and 56 per cent of the group respectively. 

Three-quarters of the patients stated that 
they were glad to have been admitted to a 
psychiatric hospital rather than to a psychiatric 
ward in a general hospital. The common 
theme underlying the reasons given for this 
choice can be expressed in the word ‘asylum’. 
Only 9 per cent claimed that more efforts could 
have been made to keep them out of hospital. 


Discussion 


The aim of this study was to use the patient 
and not the professional as the evaluator of 
certain aspects of the service. The generality of 
the present findings are underlined by the fact 
that there were no significant intra-group 
differences between the interview data and the 
following factors: diagnosis, social class, length 
of stay, marital status, sex and age. It must be 
borne in mind, however, throughout the 
consideration of these results, that these were 
not only first admissions but new contacts with 
the psychiatric service. 
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The results demonstrate that entrance to the 
psychiatric service commonly occurs without 
either personal awareness or, at least, acknow- 
ledgement of a need for mental health care. The 
finding that physical symptoms were initially the 
most frequently presented complaint is con- 
sistent with arguments summarized by Freed- 
man et al (1975). Perhaps these symptoms may 
be viewed as the ‘ticket of admission’ which 
ultimately gained the patients access to the 
psychiatric service. Following hospitalization, 
however, most patients considered that emo- 
tional changes, particularly those of mood, 
would be of psychiatric significance. Whether 
the shift from physical to emotional sympto- 
matology reflects increased awareness or merely 
increased willingness to acknowledge and 
report such factors cannot be determined here, 
but it is clear that for these patients their 
psychiatric experience had served some edu- 
cational or learning function. Their comments 
about likely factors responsible for further 
‘breakdown’ are consistent with, for example, 
the work of Brown et al (1975). 

Within the National Health Service, the 
forces of policy, education and past experience 
generally direct patients to make contact first 
with the GP, and half of this group had respon- 
ded to such influences. Patients reported, 
however, greater satisfaction from the efforts of 
the psychiatrist compared to those of the GP 
in helping them understand what was wrong 
with them. One reason consistently suggested 
by the patients to account for this was the 
increased willingness shown by the psychiatrist 
to listen to their emotional problems. The lack 
of satisfaction in this respect with the GP is an 
issue which medical education should address, 
even if he is to function solely as a referral agent. 
One could speculate on the possibility of a more 
therapeutic intervention by the family doctor 
with respect to patients who need psychiatric 
treatment. 

One of the most commonly expressed con- 
cerns about psychiatric illness and subsequent 
admission to hospital is that it generates stigma 
and a rejecting attitude among agencies and 
individuals significant to the patient (Nunnally, 
1961; Goffman, 1962; and Lamy, 1966). 
Generally, the present study indicates that 
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following discharge neither the patient’s family 
doctor nor his family showed any major atti- 
tudinal changes. When attitude change was 
reported, it was more often in the direction of 
greater understanding and acceptance towards 
the patient. Despite some evidence (e.g. Landy 
and Griffith, 1958) which suggests that em- 
ployers may develop a more favourable attitude 
towards the mentally ilf the overwhelming 
picture provided by many, including Pindell 
(1958), Miller and Dawson (1965) and Farina 
and: Felner (1973) suggests that patients’ 
opportunities for employment are restricted and 
jeopardized following discharge from a psych- 
iatric institution. Few patients in this study, 
however, claimed to have suffered antipathy due 
to their having been in the hospital such that it 
either prevented them from gaining employ- 
ment or caused them difficulties once they had 
obtained it. These findings suggest that the 
notions of stigma may not be as general as 
reported by other investigators and that attitudes 
towards the mentally ill may be a function of a 
complex and yet specific set of variables. There 
is, of course, the possibility that prejudice may 
not always reveal itself immediately; perhaps, 
it may do so only slowly and insidiously, 
particularly when. the veneer of tolerance is 
cracked by stresses and crises. 

Following discharge from hospital, half of 
these patients were ‘happy’ to report no 
significant change in their social life. In the light 
of the emphasis laid on the role of social 
incompetence in the development and main- 
tenance of psychopathology (Zigler and Phillips, 
1960) this is an interesting finding. Consistent, 
however, with other reports of Whatley (1959), 
where changes were reported, these were more 
often in the direction of a diminution or dis- 
integration of social contacts. Possibly related to 
this finding was their enthusiastic reaction to the 
possibility of developing the use of social clubs 
and other support groups for discharged psych- 
iatric patients. Half-way houses did not meet 
with such a favourable reaction, since they were 
seen to be merely an extension of the hospital 
and provided thereby a conflicting message 
about the patient’s fitness to be discharged. 

There have been many objections raised to the 
concept of the psychiatric hospital (Szasz, 1960; 
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Goffman, 1961; Vitale, 1962; and Coleman, 
1976) and much support has been given to the 
idea of psychiatric wards within general 
hospitals or in the community (Hobbs, 1964; 
Bindman and Spiegel, 1969; and Fairweather 
et al, 1969). The majority of these patients did 
not endorse these concerns. Although the word 
‘asylum’ has acquired over the years a pre- 
jorative connotation, for these patients it was 
primarily that very feature, i.e. the protection 
and isolation offered by the mental hospital, that 
was seen to be one of its most valuable contri- 
butions to their welfare and subsequent adjust- 
ment. An alternative criticism made against the 
asylum offered by a hospital is that the latter is 
antitherapeutic because it is collusive in the 
patients’ dependency, sheltering them from 
stresses with which they must ultimately learn 
to cope. Partially countering this argument was 
the comment offered by several of these patients 
that it was the actual knowledge of the avail- 
ability of this refuge which had allowed them to 
pursue and cope with life goals which otherwise 
they would have avoided. There was, in addi- 
tion, little reluctance to accept admission, since 
very few patients felt that more efforts should 
or could have been made to prevent their 
being admitted to hospital. Patients were 
also generally satisfied that most of their 
emotional and physical needs had been ade- 
quately met, although they did highlight two 
aspects requiring improvement, i.e. the main- 
tenance of the individual’s identity and the 
development of better staff-patient relationships. 

This is not to deny that there are problems 
associated with admitting patients to hospital, 
and one might also enquire to what extent the 
general level of satisfaction expressed here was 
contingent on the patients’ acceptance of their 
‘sick’ role. Whether or not this is the case, these 
findings do give adequate notice of the view- 
point of one group of ‘consumers’. Strictly 
speaking, of course, to describe someone as a 
‘consumer’ implies among other things that he 
has choice in terms of purchasing a given 
commodity or service. Patients under the 
National Health Service are rarely in this 
position, and consequently the need is even 
greater for those who run the service to consider 
the opinions and judgments of their patients. 
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Hicks (1970) emphasized this point when 
discussing operational research within a hospital 
setting. He argued that changes and improve- 
ment can only come about if those responsible 
for running the service actually want the 
modifications and if in their effort to identify 
where changes should be made those who will 
be affected by them are consulted. It is worth 
adding that one of the reasons why some of the 
present interviews ranged well beyond the 
hour was that many patients enjoyed them, 
claiming that it was the first time that anybody 
had asked them their feelings about and re- 
actions to being a psychiatric patient. Several 
even said they felt ‘better’ after the interview 
and asked the interviewer to return. 
Unquestionably, these data only scratch the 
surface of a complex issue and may raise more 
questions than they answer, in particular, about 
redefining the role of the patient such that 
professionals are required to see him as some- 
thing of a colleague in the pursuit of inform- 
ation and not as a passive, irrational target for 
manipulation. It is not intended to suggest that 
the patient’s view should be regarded as the 
‘correct’ one, since his view can be unrealistic 
and at variance with the observations of others 
(e.g. Gleisner et al, 1972; Leff and Vaughn, 
1972; and Mann and Sproule, 1972). None- 
theless, the system is likely to benefit from being 
aware of these views in order that ignorance 
and/or distortion can be dealt with. Treatment 
procedures and systems may frequently be 
negated by misunderstandings and false expec- 
tations of the patient, but he is in a strategic 
position to offer observations; he is the one with 
expert knowledge about being a psychiatric 
patient and thus a source which must be tapped. 
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Psychiatrists’ Assessments of Mental Illness 


A Comparison of some Aspects of Thomas Scheff’s approach to Labelling Theory 


By PHILIP BEAN 


SUMMARY The labelling theory of mental illness and particularly 
that version formulated by Thomas Scheff has been applied to psych- 
iatry. Studies completed by Scheff have produced considerable evidence 
to support labelling theory. An attempt is made here to determine to 
what extent labelling theory applies to a group of British psychiatrists. 
The results give little support to Scheff’s position. 


Labelling theory, or the societal reaction 
perspective, has now become established as one 
of the most influential and pervasive socio- 
logical approaches to the study of deviance. In 
labelling theory, deviance is not seen as a 
psychological defect found in individual de- 
viants but as the outcome of social processes 
which involve an interaction between the person 
who commits the act and those who respond to 
it and assign the labels. Whereas the clinical 
approach concentrates on the background and 
motives of the deviant, the societal reaction 
approach concentrates on the characteristics of 
the control agents, i.e. those people who define 
and ‘do something about’ deviant activity. 
Labelling theory tends to ignore the motives and 
intentions of the deviant. 

Labelling theory has been applied to mental 
illness. Thomas Scheff is perhaps its most 
ardent supporter and has produced some of the 
most interesting, albeit contentious socio- 
logical arguments in its favour. The most 
comprehensive statement of his position occurs 
where he defines the application of labelling 
theory to mental illness as ‘a theory of mental 
disorder in which utilized symptoms are 
considered to be labelled violations of social 
norms, and stable “mental illness” to be a social 
role’ (Scheff, 1966a, p 25, 1974). Here, the two 
basic features of labelling theory are made 
explicit: first, the process by which the mentally 
ill person becomes labelled, and second, the 
stabilization of that mental illness. This second 
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feature draws heavily on Lemert’s (1967) 
concept of secondary deviation and will not be 
considered here. The aim of this paper is to 
concentrate on some aspects of the first feature 
given above (i.e. the way in which the labels 
are applied) and to do so not from a theoretical 
standpoint but from an empirical one. 

Scheff (1964) has stated that his research 
results show that entry to the status of mental 
patient is largely independent of the behaviour 
or condition of that patient, but is due to the 
uncertainty of the psychiatrists. In the face of 
uncertainty, he says, there is a strong pre- 
sumption of illness. His data were, of course, 
taken from the U.S.A. where psychiatrists 
operate in social settings different from their 
British counterparts, e.g. U.S. psychiatrists see 
patients after hospitalization and act as screen- 
ing agents for the courts. Direct comparisons 
are therefore difficult, but Scheff claims some 
external validity for his findings. In a short 
paper, he reported a comparative investigation 
of hospital procedures in England (Scheff, 
1966) and concluded that the results were 
consistent with earlier studies, as conducted by 
himself in other settings. ‘In the screening 
procedures used by the psychiatrists (in 
England), there was considerable uncertainty .. . 
The psychiatrists appeared to follow the rule 
“when in doubt presume the patient is ill’’.’ 

Labelling theory, or more specifically that 
aspect formulated by Scheff, is not without its 
critics. Walter Gove (1970), taking his data 
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mainly from secondary sources, disputes Scheff’s 
position and states that ‘the available evidence 
on how people enter the mentally ill role 
indicates that the societal reaction formulation, 
at least as stated by Scheff, is false’. In his view, 
‘the evidence is that the vast majority of 
persons who become patients have a serious 
disturbance and it is only when the situation 
becomes intolerable that action is taken. The 
public officials who perform the major screening 
role do not simply process all of the persons who 
come before them as mentally ill but instead 
screen out a large proportion’. 

. The debate between Scheff and Gove is 
sometimes acrimonious and sometimes difficult 
to follow, in the sense that their relative posi- 
tions are difficult to assess, but these seem to 
rest on a question of emphasis. Gove appears 
to be committed to a medical: model: Scheff 
does not seek to replace the psychiatric per- 
spective by a sociological one, but wants a 
sociological model ‘to serve as a corrective to the 
exclusive emphasis of the medical model on the 
isolated individual’ (Scheff, 1975). It is hoped 
that the data presented here will make some 
contribution to this debate. 


Method 


Scheff had earlier stated that studies similar 
to those undertaken by him might be repeated 
in different settings by independent investi- 
gators to assess the validity and general 
reliability of his own results. Unfortunately, the 
study reported above, where he states that 
British psychiatrists acted similarly to American 
psychiatrists, contains no detailed account of the 
methods used (Scheff, 1966b), nor does it give 
detailed results. To make comparisons with 
Scheff’s findings, it is necessary, therefore, to 
make links with his major American study 
(Scheff, 1964) but to recognise that there are 
differences in the social settings from which the 
data are taken. Whether the differences are too 
great to make reasonable comparisons must be a 
matter of personal judgement. My own view is 
that within recognized limits comparisons are 
possible. 

The details of my own study were as follows: 
eight consultant psychiatrists, in a hospital to be 
called Midway, operated a scheme to deal with 
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emergency domiciliary visits; requests for these 
visits come from general practitioners, social 
workers and the police. The psychiatric inter- 
views involved in these emergency domiciliary 
visits (DVs) were observed by the research 
worker and if the DV resulted in an admission, 
whether compulsory or informal, the psych- 
iatrists were asked to complete a structured 
schedule. Selected details of the interviews were 
recorded whilst they were in progress. The total 
population of admitted patients was 200, 
divided equally between the eight psych- 
iatrists, and a group of 25 patients from each 
psychiatrist formed a continuous series. Some 
patients seen on the emergency DV scheme were 
not admitted; these were also included in the 
series, but recorded separately as non-admissions. 
The total interviews extended over the period 
1974 to 1977 and occurred on a 24-hour basis. 
The compulsory admission procedure in Britain 
also requires that general practitioners and 
social workers or nearest relatives complete 
appropriate documents. GP’s and social workers’ 
interviews were studied in the same way as for 
the psychiatrists, but the data obtained from 
these interviews are not reported here. 

The two major hypotheses for this research 
were derived from Scheff’s studies and are 
given below. 


Results 

Hypothesis I 

“There will be considerable uncertainty 
connected with the screening of compulsory 
patients since a substantial majority will not 
meet the statutory requirements for compulsory 
admission”. i 

In Scheff’s study (1964) of newly admitted 
patients, the psychiatrists were asked ‘In your 
opinion, if the patient were released at the 
present time, is it likely that he would harm 
himself or others?’ Results were—Very Likely 
5 per cent; Likely 4 per cent; Somewhat Likely 
14 per cent; Somewhat Unlikely 20 per cent; 
Unlikely 37 per cent; Very Unlikely 18 per cent; 
(three patients were not rated (1 per cent)). As 
a measure of an assessment of mental impair- 
ment, the psychiatrists were asked to rate the 
degree of mental impairment. Results were— 
None 2 per cent; Minimal 12 per cent; Mild 
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25 per cent; Moderate 42 per cent; Severe 
17 per cent (three patients were not rated 
(1 per cent)). 

Scheff concludes that to be clearly qualified 
for involuntary confinement, a patient should 
be rated as likely to harm self or others (Very 
Likely, Likely, or Somewhat Likely) and/or as 
Severely Mentally Impaired. With reference 
only to compulsory’ patients (there were 59 
voluntary patients in his sample of 223), 164 
were rated as follows: 10 were rated as meeting 
both qualifications for involuntary confinement, 
21 as being severely mentally impaired but not 
dangerous, 28 as dangerous but not severely 
impaired, and 102 (or 63 per cent) as not 
dangerous nor severely impaired. (Three 
patients were not rated). 

In the present study, the psychiatrists were 
asked to rate the patients as follows—‘How 
would you assess the patient’s danger to 
himself? and ‘How would you assess the 
patient’s danger to others ?”. 

Table I concerns the patient’s ratings of 
danger to self and to others. Table I gives details 
of the psychiatriasts’ ratings for the 58 compul- 
sory patients (the 142 informal patients and the 
125 non-admissions are not dealt with in this 
table) and shows the distribution of the ratings. 
Scheff’s scales can be more readily dichotomized 
than those used here since his cut-off point is the 
mid-point and is divided between those who are 
likely to harm self or others (Very Likely; 
Likely; and Somewhat Likely) and those 
Unlikely to do so (Somewhat Unlikely; and 
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Very Unlikely). No such clear cut divisions 
could be made on the Midway scales, but if a 
cut-off point is arbitrarily selected as the mid- 
point of the scale, then 19 of the 58 patients 
were rated so as not to meet the statutory 
requirements for danger to self and 26 did not 
meet the requirements for danger to others. 
However, the 1959 Mental Health Act 
permits the psychiatrist to specify a danger to 
self or to others. If the data are rearranged 
accordingly, there were six patients (or 10.3 per 
cent) who were compulsorily admitted and who 
did not meet the requirements of dangerous- 
ness, but these results depend, of course, on the 
point selected to dichotomize the scale. If the 
cut-off point is adjusted so that those rated as 
having minimal or greater levels of danger are 
said to meet the statutory requirements, then 
only two patients (or 3.6 per cent) failed to do 
so. If it is further adjusted so that those rated as 
severe or very severe qualify to meet the 
statutory requirements, then 24 or 41.4 per cent 
of the patients failed to meet requirements. 
However, irrespective of where the cut-off 
point is made, the percentage of patients who 
fail to meet the statutory criteria as shown by 
this study, is lower than that found by Scheff. 


Hypothesis 2 


In the face of uncertainty, there will be 
a strong presumption of illness by the psych- 
iatrists, measured in terms of (a) the level 
of admissions, (b) the type of questions asked, 
(c) use of medical information, and (d) length of 
time taken to interview the patients”. 








= TABLE I (i) Levels of Admission. Scheff found that the 
Psychiatrist’s ratings of danger to self for the compulsory psychiatrists recommended that all the patients 
o panmi seen by them should be compulsorily admitted. 
Danger Danger 
Scale to self to others Taste IT 
Number and type af admissions 
None 7 10 
Minimal 5 12 Type of admissions Number % 
d 7 (19) 4 (26) 
Compulsory admissions 58 18.0% 
Moderate 19 l1 
Severe 18 16 Voluntary admissions 142 43.6% 
Very severe 1 4 
Not rated 1 (39) 1 (32) Non-admissions 125 38.4% 
Total 58 58 Total 325 100.0% 
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In the Midway study, the numbers and types of 
admissions are given in Table II. 

The number of non-admissions was high 
(38.4 per cent), viz—about one patient in three 
was admitted and about one patient in 5.5 was 
compulsorily admitted. This finding is con- 
sidered important for it stands in contrast to 
that of Scheff and in greater contrast when one 
considers that these psychiatrists were concerned 
with emergency visits, where others such as 
GPs, police or social workers had requested an 
emergency psychiatric interview. Scheff says 
that the psychiatrists in his study presumed 
illness prior to seeing the patient. At Midway, 
the psychiatrists also presumed illness—their 
decision to be involved in the DV must be part 
of that presumption—and they often said prior 
to the interview that they expected to admit the 
patient and had already made certain pre- 
liminary arrangements to that end. Yet they 
often changed their minds when they inter- 
viewed the patient, which suggests that their 
presumption was not the overriding factor in 
their final decision. 

(ii) Types of questions asked. Scheff (1964) saw 
uncertainty as being reflected by the types of 
questions asked. He found that the medical 
examiners followed two lines of questioning: 
one was about the patient’s hospitalization, 
the other was about the patient’s orientation 
and capacity for abstract thinking (i.e., questions 
about the date, the name of the President, about 
mental arithmetic, etc.). The first finding could 
not be tested here, for unlike American psych- 
iatrists the ones on this study saw the patients 
prior to hospitalization. 

The second finding is more relevant. During 
the psychiatrists’ interviews, it was noted that 
orientation questions were asked of 49 of the 
200 patients who were admitted; 11 for the 
compulsory admission and 38 for the voluntary. 
Whereas Scheff states that orientation questions 
were automatic and standard devices used by 
the psychiatrists, at Midway they were almost 
age-specific; six out of the 11 compulsory 
patients who were asked orientation questions 


were aged 65 and over, as were 33 out cae 


38 informal patients. Orientation questic 
were therefore used, but in a restricted Away, 
It is of course possible to question the value of 
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such questions as a diagnostic tool, and Scheff 
may be right to be suspicious of them, but to 
question their value involves a different type of 
enquiry. 

Gii) Use of medical examinations. Scheff (1964) 
found that none of the patients were physically 
examined, but in the Midway study more 
patients were physically examined than were 
asked orientation questions? 

(iv) Length of time taken to interview. Scheff 
(1964) found that the average time taken for 
interviews was 10.2 minutes. He cited this as 
evidence of uncertainty and as a demonstration 
of the perfunctory manner in which psychiatrists 
deal with patients. In his study, no definition is 
given as to what constitutes an interview. In the 
Midway study, an interview was defined as 
beginning at the first face to face contact and 
terminating when the psychiatrists conveyed 
their decisions to the patients. This was not of 
course the point where face to face contact 
ceased, for considerable time was spent with 
administrative matters and giving advice to the 
patient about the type of clothes needed in 
hospital, visiting times, etc. 

The timing of the interviews was done with 
the use of a stop watch and the psychiatrists 
knew they were being timed. Only one psych- 
iatrist said he was affected by this and then for 
only two interviews, Table III gives the basic 
data on timings for the compulsory, informal 
and non-admissions. 

The range of the times was much wider in the 
Midway study than found by Scheff. He found a 
range of 5 mins. to 17 mins. whilst in this study 
the range was I min. 35 secs. to 40 min. 40 secs. 
The ranges for the informal admissions and the 
non-admissions were much wider also. 

The mean time taken to complete the inter- 
view does not, of course, measure the time taken 
to reach a decision, which may be more 
important than the mean time for the inter- 
views. The Midway psychiatrists were therefore 
asked: ‘At what point in the interview did you 
finally make the decision to admit the patient to 
the hospital?’ For the compulsory admissions, 
the psychiatrists said that in over 75 per cent of 


< the interviews the decision to admit was taken 


within „the first quarter of the interview, i.e. 


within about three or four mins. The remainder 





126 


Psychiatrist 


TromMmMoOOwS 


PSYCHIATRISTS’ ASSESSMENTS OF MENTAL ILLNESS 


Taste HI 
Mean times taken by each psychiatrist and type of admission 





Compulsory 


Voluntary 


Non-admissions 





9mins 59 secs 
14 mins 02 secs 
9 mins 48 secs 
9 mins 20 secs 
17 mins 08 secs 
15 mins 52 secs 
15 mins 06 secs 
20 mins 15 secs 


11 mins 13 secs 
16 mins 12 secs 
10 mins 06 secs 

6 mins 33 secs 
20 mins 32 secs 
34 mins 18 secs 
24 mins 49 secs 
21 mins 15 secs 


15 mins 52 secs 
25 mins 29 secs 
21 mins 53 secs 

7 mins 42 secs 
19 mins 00 secs 
30 mins 03 secs 
31 mins 31 secs 
24 mins 27 secs 





x. for each group 
s for each group 


SEx for each group 


X ‘oat 
14 mins 24 secs 
$ = 


9 mins 05 secs 
SEx = 
Į min 14secs 


17 mins 48 secs 


13 mins QI secs 


SEx = 
l min 08 secs 


X= 
2 mins 12 secs 


we oP 


13 mins 36 secs 
SEx = 
Imin 12 secs 





Note: The 21 patients who were not timed were mute during the interview, some because they chose not to 
talk, others because their physical condition prevented them doing so. 
Range: Compulsory admissions | min 35 secs to 40 mins 40 secs. 
Voluntary admissions: 1 min 57 secs to 55 mins 50 secs. 


Non-admissions: 


of the time was spent, the psychiatrists said, in 
searching for confirmatory evidence. 

The mean times are also presented in Table 
III for each of the individual psychiatrists, and 
this shows that three of the eight psychiatrists 
had mean times for compulsory admissions near 
or below the 10.2 minutes found by Scheff, 
whilst others had mean times considerably 
higher. Assuming that Scheff’s definition of an 
interview was the same as for the Midway study, 
then in terms of the mean time taken to inter- 
view, certain similarities could be found. 

The second point derived from Table III is 
more important. Comparisons between the 
mean times for each psychiatrist show that with 
the exception of one (Dr D.), there was a 
progressive move upwards in terms of time from 
the compulsory to the non-admissions. Or, put 
another way, these psychiatrists appeared to 
operate as if there were distinct groups of 
patients. To test whether this was so, a two-way 
analysis of variance was used and a significant 
difference found between the groups (F = 6.86, 
P <0.01). The analysis of variance does not show 


3 mins 55 secs. to 75 mins 20 secs. 


where the difference lies; a Newman. Keuls test 
provides that information and the difference is 
with the non-admissiens. 


Discussion 

In general terms, the findings from the 
Midway study do not give much support to 
labelling theory, or at least that aspect formu- 
lated and utilized by Thomas Scheff. This is 
not to say that patients were always admitted 
according to the specific rules of the 1959 
Mental Health Act (Bean, 1978), nor that 
‘uncertainty’ was always absent. It would have 
been unrealistic to expect no uncertainty, for 
the nature of the task demanded that a decision 
be made quickly and often under strained and 
stressful circumstances, The issue is whether 
uncertainty dominated proceedings or rather, 
how much uncertainty existed and how it 
affected decisions. This is an empirical question 
rather than a theoretical one and the methods 
used by Scheff attempt to evaluate uncertainty 
according to those specific features listed above. 
That the present results do not support Scheff’s 
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contention may be due as much to his metho- 
dology as to any other factor, for it is con- 
ceivable that the measuring instrument itself 
may not be valid. For example, Scheff views the 
length of time taken in the interview as a 
measure of uncertainty, yet the shortest period 
taken to interview a patient for Midway who 
was. compulsorily admitted (1 minute 35 
seconds) could be seen as less a measure of 
uncertainty than as a measure of diagnostic 
expertise. This patient was diagnosed by the 
psychiatrist. as having an organic brain syn- 
drome and every subsequent. diagnosis by 
different psychiatrists and neurologists during 
the patient’s lengthy period in hospital con- 
firmed this. In contrast, this particular psych- 
iatrist occasionally spent 35-45 minutes on 
other interviews so that the range provides more 
detailed information about psychiatric prac- 
tices than the mean. ‘Uncertainty’ may not 
therefore be a feature of the length of time taken 
to interview. Furthermore, Scheff appears to 
have some conception about an ideal length of 
interview; he does not state what this should be, 
but merely implies that a mean of 10.2 minutes 
is inadequate. But unless he specifies that ideal 
length it is difficult to see how the length of an 
interview can be a valid measure of uncer- 
tainty. 

The most important differences between the 
findings here and those of Scheff are less in 
terms of a number of individual variables than 
in a constellation of variables, which point to a 
different approach between the two groups of 
psychiatrists. In Scheff’s study psychiatric 
examinations appeared to be routine, i.e. 
involving standard sets of orientation questions; 
this was where all patients were admitted, where 
there were no physical examinations and where 
large numbers of patients did not meet the 
statutory criteria. In the Midway study the 
psychiatrists were more discriminating, i.e. they 
asked orientation questions of certain groups 
only, large numbers of patients were not 
admitted, there were frequent medical examin- 
ations and fewer patients did not meet the 
statutory criteria. For these psychiatrists, orien- 
tation questions were a means of determining 
symptoms and therefore to be used specifically 
rather than generally. The differences in the 
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mean times of interviews for the compulsory, 
voluntary and non-admissions were further 
examples of discriminating methods, For the 
patients who were not admitted, the psych- 
iatrists generally took longer over their inter- 
views because they said they were concerned 
with additional questions such as the provision 
of alternative forms of treatment, e.g. out- 
patient treatment. 4 

In essence, these psychiatrists at Midway 
operated a medical. model. This is not to say 
Scheff is wrong to argue that ‘massive social 
as well as individual components are contained 
in this form of the medical model’ for many 
features of the symptoms involved social 
components (e.g. suicidal behaviour, physical 
aggression, feelings of unworthiness, etc.). 
Modern psychiatry currently draws heavily on 
social and moral features, as well as those 
of an organic and medical nature. The aim for 
sociologists, therefore, is to examine the inter- 
action between patient and psychiatrist and to 
study the role of psychiatry in the social system 
generally in order to show how these ‘massive 
social components’ affect psychiatrists’ decisions. 
Scheff attempted this, but a more sophisticated 
research design is required than has been 
formulated so far if the research questions are to 
be adequately answered. 
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. | Psychiatric Disorders in Children in Long-Term 
Residential Care: A Follow-Up Study 


By STEPHEN WOLKIND and GEORGE RENTON 


SUMMARY Ninety-two children who had been examined in a psych- 
iatric study of five to twelve year-olds in long-term residential care 
were followed up four years later. Three-quarters were still in 
children’s homes, but over half had been moved to different establish- 





ments. At both the original study and follow-up, the majority showed 
evidence of psychiatric disorder. Considerable continuity of behavioural 
pattern was found, particularly amongst those who originally had 
antisocial disorders, who were also most likely to have had changes 


of care-taker during the four years. 
of their disorder may be due to a 


haviour and adult rejection. 


It has been argued that behavioural problems 
or psychiatric disorders in childhood can in most 
cases be regarded as part of a ‘passing phase’ 
occurring in basically normal children (Lapouse 
and Monk, 1964) and that usually any distur- 
bance will resolve spontaneously (Shepherd et al, 
1966). If, however, the definition of a childhood 
psychiatric disorder is based on a clinical 
diagnostic approach, assessing the degree of 
handicap experienced by the child, a very 
different picture is found. Graham and Rutter 
(1973) in the Isle of Wight study demonstrated 
that the majority of children who had been 
disturbed when originally seen at age 10 or 11 
continued to show difficulties four years later 
during early adolescence. In attempting to 
explain this latter finding, the most convincing 
evidence suggests that the persistently disturbed 
children have not in some way been irreversibly 
damaged by physical or emotional experiences 
in early life, but that they are being exposed 
throughout their childhood to adverse environ- 
mental factors, acting usually within their 
families (Rutter, 1972). It is, therefore, import- 
ant to attempt to follow up disturbed children 
who are living in unusual settings outside the 
normal nuclear family, and one such group are 
those being brought up in long-stay children’s 
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It is suggested that the persistence 
vicious circle of unacceptable be- 


homes. In addition to the information they can 
contribute to the general issue of continuity of 
disturbance, they are in themselves a group of 
very considerable psychiatric importance. 
Children living in long-stay establishments form 
part of the approximately 95,000 children who 
at any one time are in the care of local autho- 
rities in England and Wales (D.H.S.S., 1977). 
This figure includes the long-stay children, but 
also a larger group admitted for only short 
periods, with approximately 60,000 admissions 
to and discharges from care each year. The 
commonest reasons for short-term admissions 
are confinement or brief illness of the mother; 
for more prolonged stays, they are parental 
abandonment or inability to cope. Though this 
would suggest that children in care are a very 
heterogeneous population, there is no doubt that 
irrespective of the reasons for or the length of 
admission they are a group at considerable 
psychiatric risk. Studies of children who have 
been in care and then discharged have shown 
they are far more likely than other children to be 
living in families characterized by poor parental 
relationships; in addition, it can be estimated 
that virtually all boys who have had this 
experience will be showing signs of antisocial 
disorders in middle childhood (Wolkind and 
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Rutter, 1973). Though girls who have been in 
short-term care appear not to have disorders 
during childhood, there is now evidence that 
they do have high rates of psycho-social 
problems later, at least at the time of their first 
pregnancy (Wolkind, 1977). 

In the long-stay group, very high rates of 
disorder have been shown in both boys and 
girls during childhood (Yule and Raynes, 1972; 
‘Wolkind, 1974). There is, however, very little 
information on whether the prognosis of their 
disorders is different from that of other children, 
nor on how their experiences within social 
service facilities affect their condition, or 
conversely how their disorders affect their 
handling within those facilities. There certainly 
must be disquiet about the nature of the care 
they receive; in one study of children in 
residential nurseries, it was shown that over a 
4}-year period each child had on average been 
cared for by fifty different adults! (Tizard, 
1977). This paper presents a four year follow-up 
of a group of children who in 1970 had spent at 
least six months in a long-stay children’s home. 


The Study 
The sample 


The original sample comprised 92 children 
(53 boys and 39 girls) who had been aged from 
5 to 12 years in 1970 and who at that time 
had spent at least six months in a large cottage- 
type children’s home, run by the Social Service 
Department of a deprived Inner London 
borough. The policy of the Department then 
was to use the home for children requiring 
prolonged care in a stable environment. 
Though it was recognized that many of the 
children had emotional and behavioural prob- 
lems, the home was in no way seen as a unit for 
disturbed or maladjusted children, Seventy-six 
(83 per cent) of the children attended ordinary 
local schools and a further 12 (13 per cent) 
E.S.N. schools. The remaining four children 
attended a tutorial unit within the home. 
Further details of the sample have been 
published elsewhere (Wolkind, 1974), but in 
brief it can be stated that over half the children 
had spent over three years in ‘care’, that two- 
thirds had had more than one admission and 
that a similar proportion had had their first 
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admission before the age of three. The com- 
monest reasons for admission were parents’ 
inability to cope with their children and 
abandonment. Two-thirds of the children had 
visited or been visited by at least one parent in 
the six months prior to the study. 


The original study 


In 1970, each child was assessed by a child 
psychiatrist (S.N.W.), using a standardized 
interview (Rutter and Graham, 1968); a 
slightly adapted interview for parents (Graham 
and Rutter, 1968) was given to the house- 
parents. From the results of the interviews, each 
child was rated as to the presence of a psych- 
iatric disorder; if present, this was rated as 
mild or severe and diagnosed as antisocial or 
neurotic. Children with a combination of 
neurotic and antisocial symptoms were included 
in the antisocial group. A teacher questionnaire 
(Rutter, 1967) was completed at each child’s 
school. After the diagnostic assessments were 
completed, information was obtained from 
the case notes on the children’s background and 
life experiences. Among the results of this first 
phase were the findings that, though certain 
types of behaviour were associated with early 
admission to care, the major factors associated 
with disturbance, particularly with antisocial 
disorder, were various characteristics of the 
child’s family of origin (Wolkind, 1974). In 
addition, it was demonstrated that prolonged 
contact with the same houseparent was asso- 
ciated with less disturbed behaviour in both the 
home and the school (Wolkind, 1977). 


The follow-up 

In 1974, attempts were made to trace all the 
children who had been in the original sample. 
A child psychiatrist with a clinical respon- 
sibility to the home (G.R.) administered the 
same parents’ interview to the houseparents of 
any children still in care locally and to the 
social worker of those children discharged from 
care or living in establishments outside London. 
None of the original individual assessments had 
been made available to him, nor to the staff of 
the home. In all, a full assessment was made on 
77 children (84 per cent). For a further eight 
children (9 per cent), though the full assessment 
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was not possible, sufficient information was 
obtained on the child’s condition to make a 
reasonably confident diagnostic formulation. 
On seven (8 per cent), this was not possible. 
In each case, information was obtained from the 
social worker on the circumstances of the child’s 
life over the preceding four years. Discharges 
from and admissions to care, transfers within the 
system and contact with the child’s family of 
origin were recorded. 


Results 

The children—placement 

At the time of the follow-up, 26 of the 
children (28 per cent). were still living in the 
same cottage within the children’s home, while a 
further, 24. (26 per cent) had. been moved to a 
different cottage. Eleven more (12 per cent) 
were in different children’s homes and seven 
(8 per cent) were in some. form of specialized 
care: two in adult psychiatric hospitals, one in a 
secure special treatment unit, two in semi- 
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secure community homes and two in boarding 
schools for the maladjusted. Two had been 
fostered, 16 (17 per cent) had returned to their 
families of origin and five were living within their 
wider family circle; one child was untraceable. 
Only 20 of the group (22 per cent) had been 
cared for by one prime care-taker throughout 
the four years, while 34 (37 per cent) had had 
at least three. For 77 of the children (84 per 
cent), a recognized family home existed. In the 
six months prior to each child’s follow-up, 47 
(or just over half) had had at least monthly 
contact with their parents and only 25 (27 per 
cent) had had no contact at all. 


Diagnosis at follow-up 

The diagnosis of the children at the follow-up 
and its relationship to the original assessment is 
shown in Table I. Included in the initial study 
were two 5-year-old children with very specific 
difficulties; one showed considerable physical 
overactivity, the other diurnal enuresis, but in 











‘Taare I 
Initial and follow-up diagnosis 
Follow-up diagnosis — 
Initial 
No diagnosis 
abnormality Neurotic Antisocial Total percentages 

No abnormality 14 o5 6 25 (29%) 
Initial diagnosis Neurotic disorder 6 18 9 33 (39%) 
Antisocial disorder 2 l 24 ; 27 (32%) 

Follow-up diagnosis (percentages) 22 (26%) 24 (28%) 39 (46%) N = 85* 








* The original diagnoses of the 7 children on whom insufficient data was available at follow up were 3 with 


neurotic and 4 with antisocial disorders. 


Taste II 
Initial study teacher rating and severity of disorder on follow-up 





Teacher scale 





‘Deviant’ 


Initial study ‘Non deviant’ 


No abnormality Mild disorder 


Follow-up severity 

Severe disorder 
3 8 20 

15 13 12 





(x? = 10.2; d. off = 2; p <.01). 
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neither case were there any significant neurotic 
nor antisocial symptoms. Both have been 
included in the original ‘no abnormality’ group. 

It is clear from the table that there is a 
relatively strong level of continuity of diagnosis 
with 65 per cent of the children remaining in the 
same category. There appears to have been a 
rise in those showing antisocial disorder, 46 per 
cent as compared to 32 per cent originally, but 
this change is not significant. Of those originally 
showing no disorder, 56 per cent were un- 
disturbed four years later, as compared to only 
13 per cent of those originally with a disorder 
(x? = 10.3, d. of f. = 1, P <.01). The con- 
tinuity of diagnosis is particularly striking for the 
children originally having an antisocial dis- 
order ; 24 of the 27 (89 per cent) on whom there 
was information, four years later showed the 
same picture. 

In Table II, the association is examined 
between whether a child was rated as ‘deviant’ 
on the teacher questionnaire in 1970 and the 
severity of disorder in 1974. 

A definite association is found between the 
two very different types of assessment. Sixty-five 
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per cent of those originally rated as deviant by 
their teachers have a severe disturbance on 
follow-up, as opposed to only 30 per cent of 
those rated as non-deviant. 


Early experiences and the follow-up diagnosis 

In Table III, the association is examined 
between the child’s early experiences and the 
follow-up diagnosis. As in the first phase of the 
study, there is no significant association between 
diagnosis and having been admitted to care 
below the ages of two or five. 


Experiences between the two assessments and change in 
psychiatric picture 

It was hoped to examine factors in the 
children’s experience in the four years between 
the two assessments which might relate to 
changes for either better or worse in the child’s 
psychiatric state. Unfortunately, there was 
insufficient change for this to be answered 
satisfactorily; only two children with a severe 
disorder at the first assessment showed no 
abnormality on follow-up and six showed the 
reverse of this. It was of interest to note that all 


Taste I 
Follow-up diagnosis and age of first admission to care 





No abnormality 





Follow-up diagnosis 


























Neurotic Antisocial 
lst admission before the age of 2 7 (32%) 10 (42%) 18 (46%) 
ist admission before the age of 5 16 (73%) 20 (83%) 30 (77%) 

N = 22 24 39 

Taste IV 
Original diagnosis and placement at follow-up 
Original diagnosis 
No abnormality Neurotic disorder Antisocial 
Same cottage 8 (32%) 13 (36%) 5 (17%) 
Fostered 2 (8%) 0 — 0 — 

Out of care 6 (24%) 8 (22%) 7 (23%) 
Diff. cottage/children’s home or institution 9 (36%) 15 (42%) 18 (60%) 

25 36 30 
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Taste V 5 
Number of prime care-takers in children with and without antisocial disorder 
I care-taker Over | 
Neurotic or no abnormality 18 (30%) 43 (70%) 
First diagnosis 
Antisocial disorder 2 (7%) 28 (93%) 


(x? = 6.1; d. off. = 1; P <.05). 


this latter group had had some contact with 
their families of origin in the six months prior 
to the follow-up assessment. This compared with 
43 of the remaining 81 (53 per cent). This 
difference between the groups is almost statistic- 
ally significant at the 5 per cent level (Fisher, 
two-tailed test P == .055). 


First diagnosis and the childs’ later experiences 


Table IV shows the relationship between the 
child’s original diagnosis and. its placement 
four years later. 
~ The first diagnosis does not seem to be asso- 
ciated with the likelihood of a child returning to 
its family of origin, but it can be seen that the 
only two children who were subsequently 
fostered had both shown no abnormality. 
Children with a neurotic or no disorder seem to 
be most likely to remain in. their original 
cottage and those who had an antisocial 
disorder most likely to be moved to a different 
residential placing. In Table V, one experience 
of those children who had an antisocial disorder 
is examined more closely. They are significantly 
more likely than the remainder to have received 
a change of care-taker in the years following the 
first assessment. 


Discussion 


These findings make depressing reading. Of'a 
group of children who in 1970 had spent at least 
six months in a children’s home, 68 (75 per cent) 
were still in some form of institutional care four 
years later. Even more worrying is the fact that 
of these only 40 per cent had remained in their 
original placement, the remainder having been 
moved. Though the oldest children were only 
16 at follow-up, two were found to be in adult 


psychiatric wards. A further point for concern 
lies in the continuity of clinical state: over 
half the children with a neurotic disorder and 
almost 90 per cent of children with antisocial 
disorder showing the same picture four years 
later. It should be noted, however, that these 
figures are not very different from those 
obtained in the Isle of Wight follow-up, where 
approximately half of neurotic children and 
two-thirds of antisocial children remained 
disturbed after four years (Graham and Rutter, 
1974). The main difference here is that the 
continuity is occurring in a group in which the 
majority of children are showing disturbance. 

It had been hoped to identify factors which 
could alleviate or exacerbate a child’s difficul- 
ties. The number showing marked changes in 
severity is, however, too small to allow any 
conclusions to be made. The tendency for 
children who deteriorated to be more likely 
to have had recent contact with parents is 
difficult to evaluate. The deterioration could be 
directly due to contact with a disturbed family 
or, equally, it is possible that the contact had 
been encouraged by social workers in order to 
counter that deterioration. The data do not 
allow the direction of effect to be answered, but 
certainly contact with parents would not 
appear to be an answer to these children’s 
difficulties. What does come through as import- 
ant, however, is the relationship of the child’s 
original psychiatric state to his or her sub- 
sequent management. 

It had been shown in the first stage of the 
study that prolonged contact with the same 
houseparent was associated with lower rates of 
severe disorder (Wolkind, 1977). An examin- 
ation at that time of the records of those five to 
12-year-olds who had been moved from the 
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care of their houseparents in the two years 
before the study began revealed no evidence that 
the moves were a result of the child’s behaviour. 
The conclusion was drawn that the prolonged 
contact had an alleviating effect on the child’s 
disturbance. The picture appears to have 
changed, however, by the time of the second 
stage; with the children now four years older, 
moves are associate? with the child’s earlier 
behaviour. The children who are perhaps most 
in need of a stable relationship, i.e. those with 
antisocial disorder, are the ones least likely to 
obtain it; they have reached an age in which 
their behaviour is probably becoming increas- 
ingly difficult to contain. They can be seen as 
being caught up in a vicious circle of unaccept- 
able behaviour and rejection by those around 
them and it is possibly this that explains the 
persistence of their disorders. These findings 
may throw some light on the mechanics behind 
the generally poor prognosis for the later 
adjustment of children with antisocial disorders 
and the better one for those with neurotic 
disorders (Robins, 1966). The ‘inner’ suffering 
of these latter may be more likely to produce 
from adults a response that will give them the 
care and stability they need and be less likely to 
provoke a rejection. 

The rather gloomy picture produced by these 
findings tends to be supported by the clinical 
impression of colleagues working in children’s 
homes. Many of the staff of these homes under- 
standably have difficulties in coping with the 
very disturbed children in their care. The rates 
of disturbance are so high that they point to 
the need for children’s homes to develop a 
therapeutic as well as a caring function. There 
is no doubt that institutional care need not 
necessarily be harmful; Wolins (1974) has 
brought together a body of work which has 
shown that group care can produce growth and 
positive change. If applied sensitively, psycho- 
dynamic and behavioural approaches can help 
the staff to accept, understand and deal with 
the problems of the children. Increasing num- 
bers of children’s homes are being provided 
with psychiatric help so that there is a very great 
need to explore how this can be used most 
effectively and to evaluate its impact on both 
staff and children. 
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Male Delusional Depressed Patients: Response to Treatment 


By SALM R. MORADI, CARLOS E. MUNIZ and CYNTHIA D. BELAR 


SUMMARY In view of the previous finding that female deluded 
depressed’ patients do not respond to tricyclic antidepressants, a 
retrospective review of charts of thirteen male patients with primary 
depression accompanied by delusions was undertaken. None improved 
on tricyclics alone, whereas all those treated initially with neuroleptics 
improved. Twelve out of thirteen patients showed no improvement 
until neuroleptics were added to the treatment regimen. Implications 
for classification and treatment are discussed. 


Introduction 


The current draft of the Diagnostic and 
Statistical Manual of Mental Disorders (American 
Psychiatric Association, 1978) proposes to classify 
depression with psychotic symptoms as a severe 
depressive illness differentiated from the other 
subtypes only by its severity. Thus this group 
will include both those cases with severe 
depression who display marked psychomotor 
retardation and those with gross misinter- 
pretation of reality in the form of delusions 
and/or hallucinations associated with the de- 
pression. 4 

Kantor and Glassman (1977) argue that those 
researchers who support a classification of 
affective disorders which ignores the presence or 
absence of delusional features form their 
conclusions from observations of the natural 
history of untreated depressive illness and of 
patients’ responses to ECT. However, they note 
that ‘most investigators have failed to consider 
the possible significance of delusional thinking 
as a predictor of response to the various pharma- 
cotherapies for depressed patients’. These 
authors cite previous research (Glassman et al, 
1977; Glassman et al, 1975; Hordern et al, 
1963; Hordern et al, 1965) concluding that 
female deluded depressed patients are sig- 
nificantly less responsive to treatment with 
tricyclic antidepressants than non-deluded de- 
pressed females, even when severity of depression, 
medication compliance and plasma drug con- 
centration are controlled. They note the absence 
of similar data for males. 
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Since findings such as these could lead to the 
conclusion that there is a biological difference 
between deluded and non-deluded patients 
which would then have implications for classi- 
fication and treatment, it was decided to 
investigate whether male deluded depressed 
patients show a similar lack of responsiveness to 
tricyclic antidepressants. 


Method 


A retrospective chart review was completed 
on all patients admitted to the psychiatric unit 
of the Gainesville Veterans Administration 
Hospital during the period of January 1974 
through July 1977. Because of the nature of the 
setting, all patients were male. Selected for 
study were the charts of all patients with 
depression accompanied by delusions consistent 
with their depressive state. 

Using definitions similar to those in the 
Schedule for Affective Disorders and Schizophrenia 
(Spitzer et al, 1975), patients were considered to 
be deluded when, in the absence of consensual 
validation, a conviction was maintained which 
defied obvious fact, natural law or common logic 
and which was not shared by members of their 
religious or cultural group. Excluded from study 
were those patients diagnosed as suffering from 
schizophrenia and patients who showed any 
clear-cut first rank symptoms of Schneider 
(1957), or any one of Bleuler’s primary symp- 
toms of schizophrenia. Interestingly several 
patients were noted to meet the previously 
stated criteria for depression with delusions 
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without any clear-cut schizophrenic sympto- 
matology. Symptomatic treatment with major 
tranquillizers was associated with disappearance 
of. delusions and depression, and they were 
subsequently labelled schizophrenic {to ration- 
alize treatment?). These cases were also 
excluded from study. Also excluded were 
patients with organic brain syndrome, primary 
alcoholism, serious medical illnesses and de- 
pressive personality disorder, 

Fourteen patients met these criteria for 
primary depression with delusions. All patients 
were males; mean age was 50:9 years (median 
age 52 years, range 31-66 years). Discharge 
diagnoses included Psychotic Depressive Re- 
action (10), Involutional Melancholia (3) and 
Depressive Neurosis (1). In each chart, all 
treatments were recorded as. well as the attend- 
ing psychiatrist’s comment as to improvement 
or “inicrease in depressive and delusional 
symptoms. One chart had to be excluded 
because of inadequate documentation, leaving 
thirteen charts from which tabulations could be 
made. 


Results 


Seven patients were originally treated with 
tricyclic antidepressants alone, at doses of 
150 mg or more per day for periods ranging from 
two weeks to four months. None of these 
patients improved on this regimen and two 
patients became worse. Five patients were 
originally treated with neuroleptics; all five 
improved and no other pharmacologic inter- 
vention was necessary. The thirteenth patient 
improved on a regimen of neuroleptics, tricyclic 
antidepressants and ECT. Thus, of the seven 
patients originally treated with tricyclic anti- 
depressants alone none improved, whereas of 
the five patients originally treated with neuro- 
leptics alone all improved. These figures are 
highly significant (P = .001) by the Fisher 
Exact Probability test. 

The seven unimproved patients who had 
originally been treated with tricyclic anti- 
depressants were subsequently treated with ECT 
alone, neuroleptics alone, or a mixture of 
pharmacologic and ECT interventions. Both 
patients receiving neuroleptics alone improved, 
while one of the three patients receiving ECT 
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improved. The two patients receiving a mixture 
of ECT and neuroleptics (one of which also 
received tricyclic antidepressants) also im- 
proved. Thus there were two patients who 
remained unimproved after treatment with 
antidepressant drugs followed by ECT: both 
subsequently responded to neuroleptics alone. 

Overall, none of the patients treated with 
tricyclic antidepressants alone improved on that 
regimen, although one patient improved on a 
regimen of tricyclics with subsequent ECT. 
None of the other twelve patients were noted to 
show improvements in depressive or delusional 
symptoms until neuroleptics were added to the 
treatment regimen. Of these twelve cases, 
thioridazine was used in four, haloperidol in 
three, and thiothixene in two; one each 
responded to chlorpromazine, trifluoperazine 
and molindone (a dihydroindolene compound 
available in U.S.A.). 


Discussion 

The finding that deluded depressed males did 
not respond. to tricyclic antidepressants is 
consistent with that of other researchers who 
have documented similar lack of response in 
better controlled. studies on females. However, 
this result must be interpreted cautiously in 
view of the retrospective nature of the study, the 
small sample and the lack of controls for 
severity, medication compliance and metabolic 
variation. Nevertheless it supports the hypothesis 
that sex difference does not account for the 
differences in the drug responsivity previously 
noted between deluded and _ non-deluded 
depressives. 

Of special interest was the finding that all five 
patients initially treated with neuroleptics 
improved and that twelve of the thirteen 
patients did not improve until neuroleptics were 
added to the treatment regimen (although the 
confounding effects of consecutive and/or 
multiple treatments is noted for seven of these). 
Kantor and Glassman (1977) point out that 
none of the studies evaluating phenothiazines in 
depressed patients has specifically mentioned 
the depressed patient with delusions and they 
state that the efficacy of phenothiazines in this 
condition is simply not known. The present 
findings strongly support the need for a well- 
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controlled prospective study evaluating relative 
effectiveness of neuroleptics and tricyclic anti- 
depressants for this group of patients. 

It is hypothesized that there is a subgroup of 
depressed patients with delusions characterized 
by their unresponsiveness to tricyclics and their 
responsiveness to neuroleptic drugs. If a classi- 
fication system whjch erroneously assumes 
homogeneity within a class continues to be 
utilized for research definitions, important 
biologic and psychologic distinctions and mech- 
anisms are likely to be obscured. The con- 
founding effect on experimental manipulations 
that a heterogeneous subject sample can 
produce is well-known. 

Problems with diagnosis will continue to 
complicate research in this area. It is possible 
that depressed patients with delusions should 
be classified as schizophrenic or schizo-affective 
psychosis. The exclusion criteria used in this 
study helped minimize this risk. It is also 
possible that there is no such phenomenon as a 
primary depressive illness with delusions, but 
that the delusions are a function of a major 
thought disorder and the affective disorder is 
always secondary. One might speculate that 
depressive mood is a reaction to delusional 
content, or when it occurs temporally before the 
delusions, it represents a prodome of the onset of 
thought disorder, just as it may be the first 
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symptom of other diseases such as cancer, 
endocrine dysfunction. and some organic brain 
syndromes. Clinical cbservations such as those 
that led to this review continue to be a rich 
source for generating such hypotheses. 
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An Holistic Developmental View of Neural 
and Psychological Processes: 


A Neurobiologic-Psychoanalytic Integration « 


By H. A. MEYERSBURG and R. M. POST 


SUMMARY The authors attempt to integrate several psychoanalytical 
and more recent neurobiological concepts regarding the development 
of the organism and emergence of psychopathology. They highlight 
the rough temporal correspondence of neurodevelopmental myelin- 
ation cycles with stages of psychosocial development. They discuss 
concepts of critical periods and unique times of vulnerability to 
psychosocial insult and recurrence of critical stresses, gleaned from a 
multidisciplinary point of view, in relation to the occurrence of psychic 
aberrations. They suggest that it may be fruitful to explore further 
psychological constructs such as fixation and regression, as well as 
unconscious mental processes, in relation to their biochemical, 
physiological, and anatomical representations in the brain. 


Introduction 

We are writing this paper in the primary 
hope of extending the discourse between the 
two major subdivisions of modern psychiatry— 
the psychoanalytic tradition and the more 
recent, rapidly growing, neurobiological. Many 
of the points of view presented here are not new 
(Benedek, 1952; Mason et al, 1957; Mason, 
1959, 1970; Sachar et al, 1963, 1967, 1968; 
Knapp et al, 1966, 1970; Ludwig et al, 1969; 
Reiss, 1974), but recent trends have made it 
particularly timely to re-emphasize them. 
Others are apparently ready to discard psych- 
iatry’s early scientific tradition and pronounce 
it dead; we seek to spotlight the common 
ground for discovery. 

Investigators in the fields of psychiatry, 
psychology, neurology, and neurobiology often 
latch on to one or another minute aspect of 
human psychic or biological function and 
attempt to explain thereby all forms of mental 
aberration. Consequently, it is easy to lose 
sight of what was so aptly formulated by Sir 
Charles Sherrington (1906) as ‘the integrative 
function of the nervous system’. In its simplest 
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form, this involves the tying together, at 
successive levels of hierarchy of function, the 
(functional) tasks of the subordinated levels. 
Earlier, Hughlings Jackson (1884) laid the 
basis for this in his ‘formulations on the evo- 
lution and dissolution (of function) of the 
nervous system’. At a more complex level, the 
‘nervous system’ gathers information from the 
other organ systems of the body, from various 
external ‘sources’ and from the centres within 
the nervous system, and processes all this into 
meaningful categories which are suitably inter- 
correlated with each other for an overall 
governance of the organism. Recently, Luria 
(1970) and Pribram (1961) have emphasized 
the dynamic patterns of regional neural 
circuits, eschewing either a narrow localization 
or overgeneralized concept for higher cortical 
functions. Most investigators agree that the 
highest integrative functions are contained 
within the cerebral cortex and that the inte- 
grative functionings subsume the molecular 
ones. Yet there are many strong movements to 
reassert monistic approaches both to psychic 
functioning and to psychopathology. 
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In pursuing any single discipline toward the 
understanding of the complex phenomena of 
neural-psychic functioning, we are perhaps 
coming up with partial perspectives. Inform- 
ation coming from the fields of cognitive 
development and psychoanalysis, for instance, 
with their detailed observations of developing 
human beings and intimate study of psycho- 
‘dynamic processes, taises many questions of 
neurobiological correlates. 

Speculations are offered in an attempt to 
illustrate the process of translating funda- 
mental psychoanalytic concepts, such as 
fixation, regression, unconscious mental pro- 
cesses and developmental sequences, into test- 
able neurophysiological and neuroanatomical 
concepts. Freud (1913), for instance, always 
expected that basic neurobiological concomi- 
tants of psychoanalytical concepts would 
eventually be discovered. ‘We must recollect 
that all . . . provisional ideas in psychology 
will presumedly some day be based on organic 
substructure. This makes it probable that 
special substances and chemical processes 
control the operations of . . . special psychical 
forces’ (1914). Dollard and Miller (1950) 
successfully have ‘translated’ many psycho- 
analytic concepts into conventional learning 
and behavioural language that allow for a new 
integration and testing of these ideas. 
 Neurobiologists studying the process of 
development in animals have elucidated physio- 
logical, biochemical and anatomical data that 
seem to complement the findings of earlier 
psychoanalytic studies. Experimental modi- 
fications of developmental processes, such as 
environmental deprivation or enrichment, have 
produced alterations in neuronal substrates as 
well as in behaviour. Neuroanatomists (Yakov- 
lev. and Lecours, 1967; Polyakov, 1967) 
studying the distribution of myelination patterns 
in the human brain have made observations 
about the sequential development of neural 
systems that are crucially relevant to behavioural 
capabilities at the various levels of human 
maturation. Neurochemists studying enzyme 
and neurotransmitter systems have also de- 
veloped techniques for measuring neural capabi- 
lities in various brain areas during development. 
It is vital that the information from each of these 
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disciplines be used to critique data in the 
other fields, as well as for generating and 
evaluating theoretical constructs. It seems 
fruitful to us to focus on the inter-disciplinary 
field at this time and to try to tie together 
some of the related data. Our preliminary 
efforts to establish a dialogue between analytic 
writers and developmental neurobiologists 
lead us to draw, as examples, studies from 
each field; we are not attempting to provide an 
exhaustive review. 

The evidence is now impressive that there are 
biological changes and predispositions in the 
major psychoses such as manic-depressive 
illness and schizophrenia (Sachar et al, 1963, 
1967; Freedman, 1975; Winokur et.al, 1969; 
Kety et al, 1976). Electroconvulsive shock 
therapy, tricyclic antidepressants, lithium and 
phenothiazines are effective in relieving many 
symptoms of these illnesses; these therapeutic 
agents implicate neurobiological processes at 
least in the modification of the major psychoses. 
At the same time, there can be little doubt that 
there are potent psychodynamic and social 
determinants of the predisposition to and 
precipitation of these. psychoses. Numerous 
family studies (Lidz, 1976; Chodoff and 
Carpenter, 1975; Wynne ef al, 1976) document 
the disordered family life and impaired inter- 
personal communication of schizophrenic 
patients and their families. These investigations 
have produced a wealth of detailed longitudinal 
data posited in the context of multiple theoretical 
frameworks. Clearly, animal studies of develop- 
ment, tenuous as they may be when applied to 
humans, support the idea that deprivations of 
essential experiences occurring at critical phases 
of maturation are capable of skewing develop- 
ment in the direction of bizarre or ‘psychotic’ 
behaviour. Harlow and others have demon- 
strated that subjecting infant monkeys to 
deprivation of maternal care or to peer separa- 
tions will produce severe aberrations in develop- 
ment (Harlow et al, 1965, 1973; Harlow and 
Suomi, 1971; Heath, 1972; McKinney et al, 
1972a and b; McKinney, 1974; Suomi et al, 
1970, 1977). The animal may relate to its peers 
inadequately, ‘invite’ attacks by others, respond 
in a bizarre way to threat, mutilate itself or 
engage in stereotypie and ‘autistic’ activity. 
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Later separation from the mother or from peers 
may evoke ‘protest’ and ‘despair’ behaviour. 
Perhaps an equally important but infrequently 
cited study is that of Miller et al (1967, 1971) 
demonstrating that mother-child monkey pairs 
isolated from the rest of their social colony 
develop idiosyncratic communication which 
is adequate for themselves but is totally in- 
adequate for communications with other mem- 
bers of the social group from which they were 
taken. 


Parallelism of Neural Myelination 
Sequences and Psychological Development 

Recent work on the neuroanatomical, physio- 
logical and biochemical development of the 
nervous system, and the more classical descrip- 
tions of the ontogenic development of the human 
brain by Yakovlev and Lecours ( 1967), have 
demonstrated that different segments of the 
central nervous system develop and are myelin- 
= ated over widely differing time sequences 
(Table I). This work should be considered in 
relation to earlier psychoanalytic and cognitive 
formulations about human psychic growth and 
development (Freud, 1905, 1914, 1915, 1916a 
and b, 1926; Piaget, 1952; Piaget et al, 1960; 
Spitz, 1945, 1946, 1965; Erikson, 1963; Mahler, 
1968; Mahler et al, 1975). In our paper, 
discussion of possible developmental parallels 
between aspects of psychic functioning and 
biological measures will focus on the myelination 
sequences (Yakovlev and Lecours, 1967) as a 
paradigm of neural maturation. It is to be 
expected that as information on other indices of 
central nervous system maturation in man 
becomes available further parallels can be 
drawn. 

A parallelism between neural and behavioural 
developmental sequences certainly exists in 
early childhood. For example, the optic nerve 
and tract have completed their myelination by 
the fourth month of life, and functional com- 
petence evolves steadily from birth on (Yakovlev 
and Lecours, 1967). Direct observational studies 
of infant development (Spitz, 1965) indicate 
that the infant can specifically recognize the 
mother by the fifth or sixth postnatal month. 
There does appear to be a rough correlation 
between this and the early ability of the infant 
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to engage in visual tracking and, soon after, 
clear-cut recognition and exploration of objects, 
At this stage the infant is highly dependent on 
visual mechanisms to integrate the world. His 
primitive use of oral exploratory and incor- 
porative mechanisms, similar to those shown by 
Kluver and Bucy in animals (Arieti, 1974), is 
gradually fused with and superseded by the 
visual mode (Piaget, 1952; Spitz, 1965). 

Myelination of sensory and motor roots is 
completed within the first six months of life. 
This is consistent with the infant’s basic mech- 
anisms for adequate reflex functioning. Mye- 
lination of the pyramidal tracts is functionally 
completed by the end of the first year, and it is 
roughly at this time that the Babinski response 
disappears and the child has coordinated his 
locomotor skills and begins to walk. The more 
complex functional constellations which char- 
acterize the oral period, as defined by Freud 
(1905), and the sensorimotor stage, as defined by 
Piaget (1936, 1952), evolve as the myelination 
process unfolds in the first and second year. 

The development of the striatum and limbic 
systems, as measured by the degree of myelin- 
ation, continues well beyond the first year of life 
(Table 1). Other fibre systems, the cerebral 
commissures, and non-specific thalamic radi- 
ations have an even longer period of mye- 
lination, extending beyond the seventh year of 
life. There is. continued development of the 
reticular formation beyond the first decade; 
and, most interestingly, myelination continues 
to increase in intracortical neuropil areas and 
intracortical association areas well beyond the 
fifth decade. The developmental parallels 
between the patterns of myelination delineated 
in the selected substrates and aspects of neuro- 
psychic functioning are illustrated in Table I. 

The newborn is dependent symbiotic, and 
obviously has a prepotent oral means for 
relating to the universe and receiving susten- 
ance. However, meeting the physiological 
needs alone cannot suffice to maintain the new 
infant. If the psychological and social needs of 
this period are not adequately fulfilled, the 
primate (Goodall, 1971; Harlow et al, 1973) or 
human (Spitz, 1945, 1946; Bowlby, 1969) may 
fail to thrive, be dwarfed physically (Imura et al, 
1971; Powell et al, 1967), or even fail to survive 
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the experience (Seligman, 1975). Less drastic 
curtailment of psychosocial input from the 
parent caretakers can also interfere with the 
proper unfolding of the developmental process 
and obstruct the realization by the new organism 
of its potential (Spitz, 1965; Cummins et al, 
1977). Developmental expression of the full 
biogenetically-determined endowment of the 
infant is dependent tipon the parental provision 
of an optimal setting, including relationships, 
for the infant. Such an optimal setting is 
difficult to define, as it shifts continually during 
the whole of the period of development; but 
some indicators of the settings optimal for 
humans in the early years can be gleaned from 
Spitz (1965), Mahler ef al (1975) and from the 
section of this paper which follows. 


Implications of the Relative Immaturity of 
the Cortex During Early Development 


The caudal-rostral sequence of neural matur- 
ation may have important implications for 
behaviour. The infant has a relatively more 
mature development of the brain-stem and 
limbic system than of the neocortex (Table I). 
As neural and psychosocial development pro- 
ceed, the limbic and more primitive central 
nervous system functional mechanisms will 
continue to evolve and become functionally 
dominant, only later to be subordinated by the 
expansion and elaboration of the overlying 
cerebral cortex (Graham et al, 1978). Matura- 
tion and individuation of the infant and the 
proliferation of the functional capacity of the 
cortex are interdependent. Increases in the 
infant’s capability to distinguish self from 
non-self, to develop the capacity for delaying 
the impulse for immediate gratification and to 
exert inhibitory and modulating influences 
over primitive functions parallels the increase in 
neocortical myelinations. 

Our thesis is that the succession of formative 
behavioural and other psychological develop- 
ments of the human continues to show a 
correspondence to the progress of myelination 
within the neuraxis and cerebrum. Although we 
enter into a realm of greater speculation, the 
inferences may be of heuristic and practical 
importance. Critical limbic system substrates 
involved in emotional and cognitive behaviour 
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appear to mature earlier than do corresponding 
ones in the cerebral cortex. Disturbances in the 
limbic system have been closely tied to dis- 
orders of affective and cognitive behaviour in 
animals, and various investigators have sug- 
gested that the limbic system is also involved in 
the modulation of normal and pathological 
behaviour in man (Papez, 1937; Gellhorn, 
1961; Heath et al, 1974; MacLean, 1958, 1973; 
Stevens, 1972; Cools, 1977; Gloor, 1972; Post 
and Kopanda, 1976). During the early months, 
the striatal and limbic systems subserve the 
tasks of integrating and storing emotional and 
perceptual experiences. As neocortical structures 
evolve, and as language capabilities supervene 
they not only take ever these functions but also 
tend to modulate and re-integrate the memory 
experiences stored im the more basic structures. 
Severely painful emotional loading of early 
experiences may establish memories which have 
disruptive potentialities, not only by facilitating 
dysphoric responses to a repetition of the earlier 
stimuli but possibly by exerting a delaying or 
inhibiting influence on the subsequent develop- 
ment and maturatien of neural structure. 

The immediate and remote impact of dys- 
phoric experience will vary greatly depending 
upon its intensity, duration, frequency and the 
developmental period in which it first occurs. 
Before the full maturation of limbic and 
cortical areas, the principal centres for memory 
traces would appear to be thalamic, hypo- 
thalamic and/or striatal. The dysphoric tone of 
these experiences is not affective in the usual 
sense associated with adult emotion, but is 
organismic, since the neural base for more 
differentiated experience does not yet exist. 
Hence, the ‘memories’ of these experiences will 
replicate the dysphoric tone of the primary 
episode as well as the general state of being 
which prevailed at that time. Such memory 
traces will consequently be inchoate, pri- 
mordial, and possessed of immense organismic 
distress. Since they lack roots of a cognitively 
decipherable sort, they may constitute a 
terrifying enigma. 

Dysphoric experiences occurring initially 
during the period of relatively greater myelina- 
tion of the limbic system, compared to the 
neocortex, will probably be subserved through 
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the limbic centres and have their memory traces 
therein. Overtly, they will have the particular 
quality of emotion that we recognize in young 
children. If these dysphoric experiences are too 
intense, correspondingly intense memory pro- 
cesses evolving in limbic substrates may remain 
relatively inadequately modulated by higher 
neocortical centres. As a consequence, they may 
evolve into autonomous excitational foci and 
lead to periodic discharge of the excitatory foci 
either by repetitions of the initial or similar 
stimuli or by internal memories (see discussion 
of kindling model below). 


Developmental Vulnerabilities and 
Critical Periods 


In the development of many systems in the 
brain, there are episodes and phases of rapid 
growth. Often such a phase is accompanied by a 
‘critical period’ during which an adequate 
level of suitable stimulation of neural activity 
is absolutely essential for the proper maturation 
of the neural structure and its function. 
Examples of this phenomenon are elegantly 
illustrated in the work of Hubel and Wiesel 
(1968, 1972), who demonstrated that depriv- 
ation of normal visual input to developing 
mammalian infants can lead to temporary or 
permanent impairment of visual processing, as 
recorded from single nerve cells along the visual 
pathway. In addition, specific neuroanatomical 
alterations, such as both atrophy and com- 
pensatory hypertrophy, were manifested in 
layer IV of the occipital cortex of these animals 
(Wiesel et al, 1974; Kennedy et al, 1976). When 
an eye which had been sutured shut was 
suddenly allowed to have access to normal visual 
input, recovery of function depended on the 
age of the animal and duration of the depriv- 
ation. Thus blocking of normal visual input may 
produce a permanent alteration in (a) visual 
physiological functions, (b) neuroanatomical 
development, and (c) related psychological 
growth. 

There are many other examples of this effect 
in studies of animals reared in enriched and 
complex social and ‘material’ environments as 
compared with animals reared in environments 
relatively lacking in social and material stimuli 
(Henderson, 1970; Rosenzweig, 1971; Gottlieb, 
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1971; Greenough, 1976; Cummins et al, 1977), 
These data clearly demonstrate a relationship 
between a number of neural parameters and the 
degree of complexity of the rearing conditions of 
the animal. Variations in number, size, and 
complexity of neurons in limbic and cortical 
structures have been documented in relation to 
the pattern of the animal’s early environmental 
experience (Greenough, 19W6), 

Just as the major aberrations in motor 
functioning stemming from pyramidal tract 
maldevelopment become obvious in the one- 
year-old child as he attempts to initiate and 
expand his walking skills, may not the emer- 
gence of other clinical syndromes be expected to 
correspond to the peak period of development 
and maturation of neural substrates which have 
been flawed? For example, may not the sharp 
increase in the incidence of hyperactivity; 
associated with the minimal cerebral dysfunction 
syndrome during the fifth to the seventh years of 
life, correspond to a time of greater maturity of 
the extrapyramidal and limbic system relative 
to the neocortex? The schizophrenic syndromes 
and, later, bipolar and unipolar depressive 
illness, likewise, have their respective surges of 
incidence at various points along the develop- 
mental continuum (Bland, 1977). Does each of 
these syndromes have its roots in the develop- 
ment of the rostral brain at a much later time 
than the more caudal centres, as indicated in 
the protracted period of maturation of the 
reticular activating system and of intracortical 
association fibres which subserve the expansion 
of neocortical functions? Do the late develop- 
ment and late maturation of these advanced 
neuronal systems predispose the individual to a 
tendency to pathological skewing of develop- 
ment as a consequence of specific earlier 
traumas? 


Biochemical Substrates for Differential 
Stress Responsivity 


It is worthy of note that, in a fashion similar 
to the myelination sequences, there are also 
specific developmental sequences for the appear- 
ance of biogenic amine and other neuro- 
transmitter agents (Coyle and Axelrod, 1971, 
1972; Heller, 1972, 1975; Himwich, 1971, 
1975). 
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There is evidence that some neurotransmitter 
uptake mechanisms mature earlier than the 
ability to synthesize transmitters (Coyle and 
Molliver, 1977), and that these synaptic 
processes may mature long before full mye- 
lination of a given brain area in the cortex. In 
many areas, myelination thus appears to be 
a manifestation of later, more complete develop- 
ment and maturatior of function. Description of 
the rate of neural growth based on other indexes 
of synaptic functioning may provide a finer 
discrimination of regional maturation and may 
allow more detailed comparison between bio- 
logical and psychological stages. For example, 
in the rat, while various limbic and striatal 
areas show rapid increases in dopamine levels 
and reach their ‘adult’ levels early in develop- 
ment, neocortical dopamine reaches its ultimate 
‘adult’ level only much later in life (Nomura et 
al, 1976). The actual and relative time-lag for 
the differential maturation of portions of the 
central nervous system is much greater in 
humans than in rodents (Himwich, 1971, 1975). 

Bunney and Aghajanian (1976) and Coyle 
and Molliver (1977) suggest that the dopamin- 
ergic terminals in the neocortex may occur in 
deeper layers than do the noradrenergic 
terminals; these differential patterns of cortical 
innervation may ultimately be linked to the late 
maturational patterns of cortical dopamine 
(Nomura et al, 1976) and synaptic transmitters 
(Aghajanian and Bloom, 1967), The precise 
maturational pattern of the aminergic and 
other transmitter systems could be of importance 
in defining developmental aberrations which 
occur during vulnerable periods of expected 
accelerated growth. For example, Thierry and 
collaborators (1976) have demonstrated that 
neocortical dopamine mechanisms in the mature 
rat are much more responsive to stress effects 
than are limbic or striatal dopaminergic areas. 

We should re-emphasize the differing short- 
and long-term neural and behavioural effects of 
stress depending on the developmental stage 
of the animal at which the stress occurred. 
There are numerous experimental examples, 
both psychological and pharmacological, to 
illustrate this (Krecek, 1971; Greenough, 
1976). For example, ACTH given to neonatal 
rats on days 7-9 or 17-19, but at no other time 
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after birth, will result in a suppression of the 
normal patterns of circadian corticosteroid 
rhythmicity (Taylor et al, 1976). Extended lack 
of thyroid hormone early enough in the young 
animal’s development will produce critical 
developmental lags which can never be over- 
come, even when thyroid replacement hormone 
is given (Balazs et el, 1975), However, if the 
thyroid deficiency occurs later in the animal’s 
development the lag can be overcome when 
thyroid hormone is replaced. The work of 
Hubel and Weisel (1968, 1972) suggests that 
parallel critical periods in relation to environ- 
mental manipulaticns may also occur in 
neuronal substrates important for modulation 
of cognitive and emotional behaviour. 
McKinney and co-workers (1972a and b, 
1974) demonstrate developmental differences 
in behavioural response to separation stress. 
Young primates separated from their peer 
group usually undergo a ‘protest and despair’ 
reaction. Other species at an older age appear 
to experience such separation quite differently. 
These animals show only a hyperactive pattern 
and do not display the earlier ‘protest and 
despair’ reaction. Similarly, at the biochemical 
level, Nishikawa ef al (1976) reported that 
isolation of rats immediately after weaning 
resulted im neurochemical changes (higher 
levels of norepinephrine compared to grouped 
controls}, while isolation starting later in life 
did not change brain norepinephrine levels. 
Analogous phenomena relating to behaviour 
have been described by clinicians working with 
human infants. Spitz (1965), for instance, 
delineates a number of syndromes that occur in 
infancy depending upon the time at which 
certain types of aberration of maternal care 
impinge upon the infant. In 1945 he described 
the syndrome of hospitalism, in which infants 
lacking a consistent mothering person beyond 
the sixth month of life lag in development. If 
continued in this pattern of mothering, the 
infant may regress, gradually develop a set of 
characteristic responses of chronic complaint 
and withdrawal, become whiney and un- 
consolable, develop apathy and marasmus, and 
even die. The intreduction of a consistent 
mothering person before the age of seventeen 
months may favourably alter the infant’s 
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developmental course. It has been reported that 
older infants going through this sort of de- 
privational experience also have decreased 
production of growth hormone (Imura et al, 
1971; Powell et al, 1967). 

Thus, some environmental experiences or 
pharmacological challenges may leave perma- 
nent effects on neural organization, endocrine 
functions, and behaviour. The altered biological 
substrate can constitute a relatively permanent 
vulnerability when similar physiological or 
environmental stress recurs later in the animal’s 
life; this is the neural analogue of the psychic 
‘fixation’. Young et al (1973) have presented 
preliminary evidence that an infant monkey 
subjected to separation from its mother is more 
susceptible to behavioural disorganization fol- 
lowing subsequent separation during adult- 
hood. From the pharmacological perspective, 
the experimental evidence suggests that early 
induced abnormalities in the development of 
noradrenergic systems can lead to later alter- 
ations in behavioural activity (Shaywitz et al, 
1976; McLean et al, 1976; Bresler et al, 1976). 
Shaywitz and collaborators (1976) presented 
evidence that early interference with developing 
noradrenergic systems by injecting the chemical 
toxin 6-hydroxydopamine later produced in- 
creased incidence of hyperative behaviour 
which was specifically linked with the develop- 
mental period during which the injections were 
made. Early. alterations in norepinephrine 
metabolism induced with 6-hydroxydopamine 
may differentially change the later developing 
levels of norepinephrine in various areas of the 
brain (Kostrezewa and Garey, 1976; Sachs and 
Jonsson, 1975). Most striking is the report by 
Giulian et al (1974) that a single cold stress on 
day one of life may result in an altered 
(increased) open field activity when animals are 
tested 240 days later. This altered behaviour is 
time-specific and associated with changes in 
serotonin levels. The effects of stimulants on 
motor activity and stereotypy are also related to 
degree of social deprivation (Sahakian et al, 
1975). Welch and Welch (1969) report deple- 


tions in serotonin, norepinephrine and dopa- - 


mine in animals reared as social isolates. Since a 
neurotropic effect of the monoamines has been 
postulated by various workers (Heller, 1972, 
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1975; Lauder and Bloom, 1974; Maeda et al, 
1974; Vernadakis and Gibson, 1974; Kasamatsu 
and Pettigrew, 1976), it is possible that critical 
alterations occurring in monoamine pathways 
on the basis of stress experience may affect 
subsequent maturational rates and patterns in 
later developing neural systems. 


Biophysiological Substrates of Fixation 
and Regression 


Thus there may be discernible anatomical, 
biochemical, physiological, as well as psycho- 
logical alterations ‘associated with the pheno- 
mena which psychoanalysts designate fixation 
and regression. The neurophysiological model 
of kindling may be particularly relevant, since 
one need not posit a specific neural structural 
or biochemical. abnormality, but rather a 
physiological ‘marker for the development of a 
memory trace. One form of kindling can be 
produced by repetitive daily stimulation of 
various limbic system ~ structures with an 
electrical current that is initially: subthreshold 
for any obvious effects on electrical after- 
discharges or behaviour (Goddard et al, 1969; 
Goddard and Douglas, 1975; Racine, 1972a 
and b; Wada and Sato, 1974). Eventually: this 
repetitive but intermittent stimulation becomes 
associated with increasingly long and widespread 
electrical after-discharges and spiking activity 
throughout the limbic system and reticular 
formation. Ultimately, major motor seizures 
occur in response to what were previously 
subthreshold stimulations. The kindling pheno- 
menon, i.e., increasing responsiveness to the 
same stimulus over time, can be demonstrated 
as reduced after-discharge thresholds and need 
not involve seizure activity at all (Racine, 
1972a and b). Kindling may thus be used not 
only as a model of epileptogenesis but also as.a 
model of learning and memory at a neuronal 
level (Goddard and Douglas, 1975) and for the 
development of stereotypy and dyskinesias 
(Post et al, 1976) and psychopathology (Post 
and Kopanda, 1976; Moskovitz et al, 1978). 
Once an animal has been electrophysiologically 
kindled, it is relatively permanently more 
susceptible to reactivation of the kindled 
process. Even after intervals of six months to a 
year, the previously kindled animal may 
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respond to a small electrical stimulation with a 
generalized convulsion (Goddard et al, 1969; 
Wada and Sato, 1974). Moreover, some 
animals, after long-term repetitive kindling 
stimulation, undergo what has been termed 
‘spontaneity’ (Wada et al, 1974; Pinel and Van 
Oot, 1975); that is, they develop overt seizures 
in the absence of applied electrical stimulation. 

We suggest that sifnilar activation of neural 
centres and memory traces important for 
behavioural end-points occurs, analogous to but 
distinct from the production of seizures. For 
example, separations of an infant from his 
mother, occurring in a particularly stressful way 
or in a conflictual context, may lead to the 
enhancement of the infant’s separation dys- 
phoria and to the setting-up of lowered threshold 
reactivity in the associated neuronal circuitry. 
Thus, when the individual at some later time is 
restressed by another separation a resurgence of 
the original dysphoric pattern of reaction may 
supervene (H. A. Meyersburg, work in progress) 
similar to that seen during recurrence of 
separation in monkeys who had been initially 
sensitized by prior separation from their 
mothers (Young et al, 1973). Accordingly, an 
infant abandoned to its frustration without 
parental support and assistance may develop 
massive discharge phenomena (tantrums) which 
have a long-range cumulative impact on 
development and behaviour. 

The psychoanalytic concept of memory trace 
is referable to a whole host of early, usually 
non-recallable experiences, ordinarily residues 
of what might be called in Spitz’ terms, ‘the 
infant-maternal dialogue’. When memory-traces 
are of traumatic events and reproduce disruptive 
types of experience, we may be dealing with a 
clinical phenomenon that resembles electrical 
kindling. Such memory traces may also represent 
stress experiences which alter neurotransmitter 
function and subsequent behavioural reactivity. 
Thus the results of separation or stress may be 
viewed from psychodynamic, behavioural, 
physiological, and/or neurodevelopmental per- 
spectives. 

The sequence of developmental steps of the 
psychic.apparatus, one upon the other, and the 
stamp which this sequence puts upon the 
development of any one individual, has been 
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referred to as ‘epigenesis’ (Erikson, 1963). 
Piaget (1936, 1952) and his collaborators 
(1960) similarly refer to such a process in 
defining the step-upon-step build-up of cog- 
nitive structure within the mental apparatus. 
They point out the equilibrizing and stabi- 
lizing functions of such integration in the 
psychic organization. Both psychologically and 
neurally, each successive stage of development is 
superimposed upon the pre-existing substrate, 
irrespective of its condition, and constitutes a 
synthesis, to whatever extent feasible, of all the 
preceding ‘structure’. In this manner, variant 
developmental lines are established on the basis 
of experiential differences. The effect of these 
differences very early in human development 
have been reported by Caudill and Weinstein 
(1969), who studied Japanese and American 
infants from comparable middle class families. 
They indicated that each group of infants 
moved in its culturally determined direction 
sufficiently to be distinguished from the other 
group by the age cf two months. Whenever 
some skewing of the neural or psychic develop- 
mental process occurs, the subsequent develop- 
ment is influenced by the earlier skewing and 
proceeds in the direction that was thereby 
imparted to it. The epigenetic concept is 
supported by the work of Hubel and Weisel 
(1968, 1970, 1972); they demonstrate altera- 
tions in the visual centres when the eyelids are 
sutured. Later opening of the lids will lead to 
some restoration of function, but on the already 
altered neural substrate. Further development 
of visual substrates and function will bear the 
stamp of this skewing. 

Thus far we have attempted to interpolate 
and intercorrelate various psychological and 
psychoanalytic concepts with neurophysiolo- 
gical, neuroanatomical, and biochemical 
developmental points of view. Let us carry this 
speculative process one step further. Just as a 
more chronically kindled animal may develop 
spontaneous reactivation of the kindled centres 
(Wada et al, 1974; Pinel and Van Oot, 1975), 
so it may also be possible for the child or adult, 
spontaneously or following stress, to regress to a 
previous level of functioning independent of the 
recurrence of a particular stressful external 
situation. For example, certain parallels may be 
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drawn in the development of recurrent manic- 
depressive illness. On the basis of both experi- 
ential and genetic vulnerabilities, an early 
predisposition to mood swings in response to 
loss may be established in a child’s neural and 
psychological circuitry. With subsequent losses, 
reactivation of this particular predisposition 
may lead this individual to experience a 
recurrent affective alteration. If, following 
repeated manic or depressive episodes in the 
adult, the process has been well enough 
‘kindled’, the affective aberrations may begin to 
occur relatively independently of particular 
stressful situations or losses. This appears to be 
the case in at least some patients with rapidly 
cycling manic-depressive illness for whom the 
particular precipitants of affective episodes 
become more and more obscure as the process 
becomes more frequent (Grof et al, 1974; 
Stoddard et al, 1977) and a rhythmic, seemingly 
autonomous, cyclicity evolves (Winokur et al, 
1969; Post et al, 1977, 1978; Post, 1977). 

It is worthy of note that when an area of 
brain other than the original site is stimulated 
electrophysiologically, an ‘interference’ with the 
pre-existing kindling is produced, and the 
initial site shows some decrement in its ease of 
kindling (Goddard et al, 1969; McIntyre, 1978). 
Again, to use this as an analogy, one might 
speculate that a given (learned) pattern of 
behaviour, and its underlying neurophysiological 
concomitants which are particularly susceptible 
to activation, may be rendered less susceptible to 
reactivation through alternative excitation. This 
conceivably can be accomplished by psycho- 
therapeutic or other relearning techniques, such 
that alternative sets of neuronal circuits are 
facilitated and reactivated at crucial junctures 
to reduce the intensity of the original patterns 
of reaction. Mechanisms similar to this may be 
involved in the relief of troublesome psycho- 
pathological syndromes when severe illness or 
stress supervenes. 

From another perspective, the recent work on 
lateralization of cerebrocortical function should 
be carefully evaluated for relevance to psycho- 
analytic concepts, particularly unconscious men- 
tal processes. Since the classical work of Sperry 
and collaborators (1969) and Gazzaniga and 
Sperry (1967) on patients with corpus callosum 
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sections, there is little doubt that information 
which is available to the ‘non-dominant’ 
hemisphere may be totally unavailable for 
verbal recall. It may be readily accessible, 
nevertheless, when the ‘split-brain’ subject is 
asked to demonstrate his knowledge of a 
particular idea or concept through another 
sensorimotor modality, such as touch’ or 
manipulation, which doe$ not involve explicit 
verbal productions. This and related work on 
hemispheral laterality of cognitive and emo- 
tional function has been extensively reviewed 
elsewhere (Flor-Henry, 1969, 1974; Galin, 
1974). Grigg (1977) has speculated about such 
laterality as a- determinant of the style of 
working at interpretation of dreams by psycho- 
analysts. Presumably some differences in 
dreaming too may be expectable on a similar 
basis. Our understanding of unconscious mental 
processes can be furthered ‘by the elucidation of 
the neuroanatomical and neurophysiological 
substrates involved, 

If we take a brief look at the psychoanalytic 
structural systems of the psyche as they relate to 
the developmental continuum, it would appear 
that only the most general suggestions can be 
offered regarding. underlying neural substrate. 
Perhaps the ‘id’ may be construed to be sub- 
served by hypothalamic and brain-stem centres, 
augmented to a limited extent by striatal and 
limbic structures. The ego and superego 
develop later; the superego going through its 
critical period in the fifth and sixth years of life. 
MacLean (1958, 1973) indicates that the 
superego may be subserved in large measure by 
limbic centres. Ego functions have early roots, 
many of which also may be retained as limbic 
system memory traces, or evolve into char- 
acterological traits: Major ego maturations in 
the latter part of the first decade and thereafter 
are probably subserved by the evolving neo- 
cortex (Table I). Maturation of sufficient 
neocortex provides for superordinate integration, 
thus allowing ‘secondary’ autonomy (Hartmann, 
1958). 

Psychoanalytic work has emphasized not only 
the developmental sequences but also the 
significance of particular experiences in the 
context of given developmental phases for an 
integral understanding of the psychic organiz- 
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ation of a specific individual. Neurobiological 
parallels of such observation are now available, 
at least in a preliminary form. The elegant work 
of Miller and Weiss (1969), Miller (1972), and 
Eichelman ef al (1976) has shown that an 
animal may have very different biochemical 
responses to the same stimuli, depending on the 
context in which he receives it. An animal 
actively able to terntinate a shock may have 
increases in brain-stem norepinephrine levels, 
while a yoked control animal (which receives 
the same intensity and duration of stimulation 
but has no control over the contingencies of the 
shock) will have decreases in  brain-stem 
norepinephrine levels. Similarly, the neuro- 
physiological work of Segal and Bloom (1976a 
and b) suggests that the firing patterns of 
single hippocampal neurons also vary according 
to the initial associative contexts of the stimuli. 
For example, noradrenergic stimulation given 
in association with feeding increases hippo- 
campal firing, while such stimulation associated 
with stress inhibits the firing. 


Conclusions 


We have presented material from several 
disciplines (neurobiology, psychoendocrinology, 
neuroanatomy, psychoanalysis) illustrating a 
correspondence regarding basic developmental 
milestones. We postulate that many human 
psychic aberrations have complex sets of roots 
which spring from the biologic vulnerability 
inherent in the ‘programming’ necessary for our 
neural and psychic development; that the great 
length of time that elapses between the com- 
pletion of maturation of the extrapyramidal and 
limbic systems and the later maturation of the 
reticular activating and neocortical systems 
predisposes us to skewings in our psychic 
development and possibly in our neural 
development as well. Increasing maturity of 
affect modulation and of cognitive and abstract- 
ing abilities appears to bear a rough correspon- 
dence to.the maturation of myelination patterns 
in supralimbic zones and in the reticular 
formation, as well as in the great cerebral 
commissures (Table I). Most noteworthy is the 
progressively increasing complexity of mye- 
lination in the cortex, which may continue to 
evolve into the fifth and sixth decades of life. 
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About the psychological concomitants of these 
late-appearing neural developments. we can 
only speculate; complex decision-making pro- 
cesses, subtle distinctions and capabilities of 
interpersonal relationships, capacity for higher 
intellectual abstraction, artistic creativity, and 
other late-developing character traits may be 
served by these expansions in cortical com- 
plexity. 

We suggest that it is heuristically; valuable to 
consider analogous critical periods for neuronal 
development and maturation which underlie 
human perceptual, cognitive and affective 
functions. As a corollary to this, we postulate 
that environmental and social experiences may 
affect both the neural substrates and the 
subsequent behaviour which these neural 
structures subserve, given the particular state of 
development of the organism at the time. 
Environmental stress, such as severe deprivation 
or an overwhelming teauma, occurring during a 
vulnerable period, may evoke aberrant neuronal 
developmental patterns. 

We postulate that there are biochemical, 
physiological, and neuroanatomical concomi- 
tants of what the psychoanalysts call fixation 
and regression. These may constitute the 
predisposition for the return to the earlier level 
of functioning. This may be regarded either as 
the establishment of a relatively autonomous 
hyperfunctioning dysphoric limbic focus or as a 
release phenomenon, in which the loss of the 
previously modulating supraordinate function 
of the cerebral cortex is associated with an 
avalanche of self-attack or with other primitive, 
maladaptive responses. 

We postulate that repetitive intense stresses or 
conflicts can be traumatic and have an impact 
in the infant similar to a subthreshold electro- 
physiological kindling process in the experi- 
mental animal. One way of conceptualizing a 
‘trauma’ is that such an event ‘exceeds’ the 
capacity of the infant for homeostatic equilibra- 
tion at the particular stage of development. It is 
implicit in the Sherringtonian notion of the 
‘integrative function’. We further postulate that 
these experiences of early psychological and 
(possibly) physiological ‘kindling’ can result in 
the establishment of patterns of reaction in 
which distressing affect becomes magnified to 
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the extent that the psychic functioning of the 
individual is disrupted, i.e., the psyche may 
become de-integrated and an episode of chaotic 
experience intervene. Such patterns may be 
re-evoked by a variety of adverse experiences in 
later life situations of the individual. If severe 
enough, or too readily evoked, these disjunctive 
experiences may constitute a potent obstacle to 
the whole process of recollection (including the 
free association of psychoanalysis). Under these 
circumstances there may be significant inter- 
ference with the individual’s spontaneity in 
many settings of his life, including his attempts 
at psychotherapy. 

In the current phase of exponentially expand- 
ing knowledge in the neurobiological fields, it 
may be a rewarding process for both neuro- 
biology and psychoanalysis mutually to explore 
fundamental interrelatedness of concepts and 
rationale of methodology. The currently 
prevalent style of tending to eschew such 
collaboration may be self-defeating. We suggest, 
therefore, that re-evaluation of the corelevance 
of psychoanalytic concepts with the newer 
neurobiological work, and of both in the light of 
other disciplines. and frames of reference, may 
be a particularly productive process, It may help 
in generating new models, formulating hypo- 
theses which can be specifically tested, and 
establishing interdisciplinary approaches to 
many of the current problems in the field of 
human behavioural studies. 
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on aspects of sociability, use of leisure, 
warmth of personal relationships, 
household tasks and child rearing. 
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The EEG and Differential Diagnosis in Psychogeriatrics 


By K. P. O'CONNOR, J. C. SHAW and C. O. ONGLEY 


SUMMARY A model for differentiating cerebral dysfunction in senile, 
arteriosclerotic dementia, and depressive states is proposed on the 
basis of electrocortical topographic measures of EEG coherence. 
Bipolar EEGs were recorded from central, parietal, occipital and 
temporal areas in 24 elderly patients with a firm clinical diagnosis of 
senile dementia, senile arteriosclerosis or depression. Power and 
coherence spectra were computed on 20 second epochs recorded during 
eyes open, eyes closed and photic stimulation. Significant group 
differences were reported in both power and coherence measures. 
Power results were uniform for all channels but coherence values 
differed significantly with derivation. The best discriminator between 
groups was EEG coherence estimates between right parietal and 
temporal derivation. Correlations between clinical symptomatology 
and EEG coherence supported the direction of the discrimination 
between groups. The EEG coherence function is discussed as a potential 


measure of neuro-functional pathology in psychiatry. 


Introduction 

The classification and clinical description of 
disorders in the senium is unsatisfactory and the 
differential diagnosis between senile dementia 
and affective disorder is largely based on 
clinical assessment. Although Kellett et al (1975) 
regarded current geriatric diagnostic procedures 
as reliable, achieving ‘a diagnosis which is 
correct in its major category in 95 per cent of 
occasions, a review by Wells (1978) has sug- 
gested that in the recognition of chronic brain 
disease ‘diagnostic errors, of both omission and 
commission, are not rare’. Dementia is a major 
cause of death and a recent MRC report (1977), 
which recommended research in this area, 
stressed the need to investigate the classification 
of dementias. 

The differing cerebral pathology in senile 
dementia, arteriosclerosis and affective disorder 
in old age suggests that the EEG should be 
useful in discriminating between these disorders. 
However, conventional EEG investigation with 
visual analysis of EEG recordings has not 
proved to be reliable in this respect. This paper 
describes a pilot study to test the efficacy of a 


particular type of computerized EEG analysis in 
aiding this problem. 

The usefulness of conventional EEG investi- 
gation in psychogeriatrics depends largely on 
specialized experience, and there is little 
evidence that consistent EEG changes occur 
often enough to be of value in diagnosis. In 
advanced senile dementia, the characteristic 
EEG abnormality is the appearance of diffuse 
delta (less than 4 Hz) or theta (4 to less than 
8 Hz) activity with reduction of the usually 
dominant alpha (8 to 13 Hz) and beta (faster 
than 13 Hz) (Muller and Kral, 1967). The 
correlation with the degree of dementia deter- 
mined by clinical signs or other indices of 
pathology is poor. Some early studies reported 
that the incidence of slow waves in the EEG 
is linearly related to intellectual impairment 
(McAdam and Robinson, 1956; Sheridan et al, 
1955), Other studies have disputed this (Hill and 
Driver, 1962; Short et al, 1968) and claim that 
the EEG of patients with senile dementia is 
usually within the range considered normal in 
old age. Therefore, any relationship between 
EEG abnormality and change in both affect and 
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intellect is not a simple one. Similarly, EEG 
correlates of the localization of infarction and 
ischemia in arteriosclerosis are unreliable (Birch- 
field et al, 1959). Although localized slow waves 
in the EEG are sometimes indicative of focal 
arterial disease, they are not seen in all arterio- 
sclerotic patients (Short and Wilson, 1971). 
Moreover, EEG disturbances that are focal in 
occipital and temporal regions, and that would 
be regarded as abnormal in a younger age 
group, are common in normal aged subjects 
(Drachman and Hughes, 1971; Obrist and 
Busse, 1965). 

The EEG is conventionally described in 
terms of the abundance of activity in the major 
frequency bands (delta, theta, alpha and beta) 
and the presence or absence of specific wave 
shapes. Our hypothesis has been that abundance 
alone may not be adequate to detect small 
changes of electrocortical activity underlying 
dysfunctions in the cortex. Whereas overall 
EEG characteristics are regulated by sub- 
cortical centrencephalic mechanisms, the con- 
tribution of cortical factors may be more 
appropriately assessed by measuring the degree 
of synchronization between different areas. 

A measure commonly obtained by com- 
puterized EEG analysis is the amplitude 
spectrum. This analyses an EEG signal into 
many frequency components and shows the 
amplitude of each component present. It is the 
computer analogue of the conventional abun- 
dance estimates determined by visual inspection, 
but has greater resolution and is more accurate. 
More usually the power spectrum is obtained. 
Essentially, this is equivalent to the amplitude 
spectrum with amplitude values squared. In 
addition, we measure the EEG synchronization 
between different brain areas by computing the 
coherence function. This measures the corre- 
lation between pairs of EEG signals as a function 
of frequency. It quantifies the extent to which 
EEG signals have common, time locked, fre- 
quency components (Orr and Naitoh, 1976; 
Shaw and Ongley, 1972). Recent studies have 
shown that EEG coherence measures can 
discriminate between groups of subjects that 
probably differ in the organization of their 
cortical function (Montague, 1975; Shaw et al, 
1977; Sklar et al, 1973). 
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The aim of the present study was to examine 
differences in EEG coherence measures obtained 
from elderly depressive, arteriosclerotic and 
demented patients. The hypotheses were (1) 
some patients with senile dementia have a 
diffuse pathological process and would show 
higher coherence between recording sites than 
the depressed group; (2) but the presence of 
more focal pathology in *the arteriosclerotics 
would result in.a lower coherence between 
some areas than the depressed patients. By 
implication, the depressed patients have a less 
specific cerebral pathology than the other two 
groups. We also computed the EEG power 
spectra because. it is. analogous to the conven- 
tional abundance measures and is a routine 
facility of our computer analysis system. 


Patients and Methods 

The study was part of an intensive investi- 
gation of patients recently admitted to a 
geriatric assessment unit. Patients were diag- 
nosed on the basis of history, neurological and 
geriatric mental state schedule (GMSS) (Cope- 
land et al, 1976).. Diagnosis was confirmed 
independently by two clinicians, and an 
assistant trained in the use of the Present State 
Examination obtained the GMSS results. 
Twenty-four patients are considered here in 
three equal groups of eight with a firm diagnosis 
of depression (D, mean age 74), arteriosclerosis 
(A, mean age 76), and senile dementia (S, mean 
age 76). All patients were off medication for a 
period of 48 hours prior to EEG recording. 

The EEG was recorded with a bipolar 
montage from electrodes placed according to the 
international 10-20 system at central (FZ-C3, 
FZ-C4), centro-parietal (C3-P3, C4-P4), 
parieto-occipital (P3-O1, P4-O2), and centro- 
temporal (C3~T3, C4-T4) and temporal areas 
(T3-T5, T4-T6) in both hemispheres. There 
were three recording conditions each of at least 
three minutes duration. These were eyes open, 
eyes shut, and photic stimulation at 8 flashes per 
second. Photic stimulation was presented with 
eyes open in 10 second epochs, separated by 
random intervals, using a Devices stimulator. 
The computer analysis was carried out on four 
of the five channels in each hemisphere, the 
fronto-central channels being omitted. Twenty 
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seconds of EEG was analysed for each condition. 
This was made up from four 5 second epochs 
selected at random from the eyes open and eyes 
shut conditions, and the first 5 seconds of four 
of the 20 second photic stimulation trials. 
Analysis was by means of a frequency analysis 
system devised for the PDP12 computer. The 
coherence and power spectra had 15 terms from 
2 to 30 Hz, each for 4 2 Hz frequency band. 

The central and centro-parietal derivation for 
each hemisphere was not used in the statistical 
analysis. The results therefore relate to three 
power spectra (the centro-parietal, parieto- 
occipital, and temporal derivations) and three 
coherence spectra (the three possible pairs from 
these derivations) for each hemisphere for each 
patient. Analysis. of variance was applied 
separately to each frequency in the fifteen term 
spectra to determine the significance of differ- 
ences between groups. 


Results, Resting Condition 


Power spectra The arteriosclerotic dementias 
have consistently more power than the seniles 
over most frequencies for all conditions. Except 
for these amplitude differences, the spectral 
pattern is similar for both of these groups over 
all channels, but there is a tendency for the seniles 
as a group to peak at a lower frequency. At low 
frequencies, the depressive group have lower 
power than the organic groups, at frequencies 
above 10 Hz they have higher power. Group 
differences are most prominent in the alpha and 
beta bands and the power results generally 
confirm previous findings in the literature. 
However, between subject variance is very large 
and group discriminations when significant are 
only at the p <0.05 level. 

Coherence spectra The coherence measures give 
different information from the power results, 
and the coherence spectral patterns differ 
between homologous regions of the two hemi- 
spheres and between derivations within hemi- 
spheres: At low frequencies, the coherence 
between centro-parietal and temporal de- 
rivations (within hemispheres) is greatest for the 
senile group and lowest for the arteriosclerotic 
group. However, between the parieto-occipital 
and temporal areas the depressives have the 
greatest coherence over all frequencies and the 
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seniles have the lowest. In both these instances, 
group differences are most pronounced in the 
right hemisphere. 

Subject variance is much reduced in the 
coherence estimates and thus significance levels 
are higher and group differences are at the 
p <0.001 level of significance at several fre- 
quencies. There is no comparable value in the 
power spectra. 

Photic stimulation cenditions Photic stimulation 
is used to detect a synchronous response in the 
EEG at the frequency of stimulation. In the 
present context it should result in increased 
coherence between functioning areas of the 
cortex. 

Power spectra showed an increase in activity 
at the stimulating frequency for all groups. The 
shape of the spectra were the same as in the eyes 
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Fic 1.—-Z-transformed coherence values at 10 Hz for the 
P4-02 and T4-T6 derivations, plotted for each group. 
A = arteriosclerosis, 8 = senile dementia, D = depression. 
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shut unstimulated condition, and the groups did 
not differ significantly in their EEG responses to 
photic stimulation. 

Coherence measures of the EEG during 
photic stimulation discriminated between 
groups at the p <0.01 level of significance for 
the frequency band centred on 8 Hz (the stimu- 

lation frequency). The seniles again showed the 
greatest coherence between the right centro- 
parietal and right. temporal regions, the 
depressed patients showed the greater coherence 
between the right parieto-occipital and right 
temporal region. The arterio-sclerotics showed 
little or no increase in coherence at the stimu- 
lation frequency, and for the left parieto- 
occipital/temporal coherence, actually showed a 
decrease in value. 
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Fic 2.--Z-transformed coherence between the C4-P4 and 
T4-T6 derivations for the 8 Hz band, plotted against the 
P4-02, T4-T6 coherence for the 12 Hz band. 
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> Discrminant analysis 

In order to determine which of our EEG 
measures best discriminated the three diagnostic 
groups, a discriminant function analysis of the 
eyes shut rest coherence values was carried out. 
The discriminant analysis was based on the eta 
coefficients derived from Wilks maximum 
likelihood ration (Cooley and Lohnes, 1971). 

The best discrimination between the 
functional and organic groups was obtained by 
the coherence at 10 Hz between the right 
parieto-occipital and right temporal derivations. 
This is illustrated in Fig 1 and shows a mis- 
classification of two organic patients. 

To discriminate: between the three groups 
two coherence estimates were required and the 
best discrimination was obtained using the right 
centro-parietal to right temporal derivation at 
8 Hz and the right parieto-occipital to temporal 
derivations at 12 Hz. The obtained cut-off 
values misclassified two. arteriosclerotic, one 
senile and two depressed patients, as shown in 
Fig 1. 


EEG vs symptom rating 

Geriatric mental state schedule scores and 
neurological scores were obtained for each 
patient by summing the overall severity. of 
certain symptoms. The Spearman rank order 
correlation between these scores and EEG 
coherence measures was then determined. 
Significant correlations were obtained within 
the two organic groups between the coherence 
between the right parieto-occipital and temporal 
derivations at 10 Hz and the severity of symp- 
toms. These results. are given. in Table I. No 
significant correlation between EEG measures 
and depressive symptomatology was found. 
EEG and neurological ratings were not corre- 
lated for the depressives because they nearly all 
had zero neurological scores. The direction of 
the correlations indicates that the higher the 
coherence the less severe are the organic 
symptoms, in line with the direction of dis- 
crimination in Fig 1, 

The arteriosclerotic group shows the highest 
correlation between neurological symptoms 
and EEG coherence; for the dementias this 
correlation is in the same direction but is not 
significant. 
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TABLE I 
Right occipital-temporal coherence at 10 Hz 




















Arteriosclerotics Seniles Depressives 
GPSE +0.875 +0.661 +0.250 
rating P <0.05 P <0.05 NS 
Neurological +0.955 +0.601 = 
rating* . P <0.01 P <0.10 








Spearman rank correlation coefficients between coherence values ranked high to low in value, and symptom 


ratings ranked low to high in severity. 


* Neurological score was obtained by summing ratings made on scale of Ø = no symptom, 


= present, not 


severe, 2 = severe, for the following: cranial dysfunction, motor dysfunction, sensory dysfunction, sound 
recognition, nominal aphasia, auditory-verbal comprehension, fluent dysphasia, non-fluent dysphasia, 
visual object recognition, apraxia, dyslexia, dysgraphia, dyscalculia, digit span memory, constructional 
apraxia, recognition apraxia, recognition of sidedness, recent memory, problem-solving. 


Reliability of results 

In order to examine reliability of coherence 
estimates a second group of four 5 sec. EEG 
epochs, independent of the first group were 
sampled from each condition for each subject. 
The reliability coefficients were computed 
between these and the previous coherence 
values, across subjects within groups. Mean 
coefficients for the depressive and senile group 
were 0.87 (P <0.01) and 0.84 (P <0.01), 
respectively and 0.37 (P <0.10) for the arterio- 
sclerotic group. The discrimination between 
groups was maintained for the same coherence 
values as given in Figs 1 and 2 with the same 
cut-off points. 


Discussion 

The senile dementias had the greatest EEG 
coherence between the centro-parietal and 
temporal regions, and the arteriosclerotic the 
lowest ‘values. This direction of difference is the 
one we predicted at the start of the project, it 
supports the diffuseness-specificity hypothesis 
proposed earlier, that seniles have a more 
diffuse and arteriosclerotics a more focal 
pathology. The general lability over areas and 
frequencies of the coherence values of the 
arteriosclerotic patients, and the lack of in- 
crease in their coherence during photic stimu- 
lation suggest a greater disruption of the 
mechanism of EEG synchronization by the 
pathological processes. 

Group differences in the extent of EEG 
synchronization were most pronounced when 


comparing temporal with other areas. The 
association of temporal EEG abnormalities 
with metabolic and functional disturbances in 
the aged is well documented (Drachman and 
Hughes, 1971; Yoshikuni and Hughes, 1972). 
Other studies have emphasized the role of 
temporal lobe degeneration and its association 
with severe memory loss in senile dementia. 
More generally, our findings may indicate 
that dementia involves a qualitative change in 
neurofunctional organization in the cortex, 
as compared with non-organic psychogeriatric 
disorder, rather than a quantitative acceleration 
of neuronal atrophy. Other work supports this 
notion. In a recent study, no correlation was 
found between the presence or severity of 
diffuse EEG abnormalities and the degree of 
cerebral atrophy measured by computer tomo- 
graphy (Stefoski ei al, 1976). The authors 
concluded that generalized EEG abnormalities 
seen in senility result from functional rather 
than structural damage per se. Part of this 
functional impairment may be subtle metabolic 
abnormalities undetectable by present methods 
and not necessarily correlated with cerebral 
atrophy. Ingvar et al (1975) have in fact reported 
cerebral blood flow abnormalities in dementia 
during psychometric task performance. They 
emphasized differences in regional rather than 
overall blood flow between demented and 
normal subjects. In particular, parietal, occipital 
and temporal regions showed reduced blood 
flow whilst patients carried out mental tasks. 
Normal subjects usually show an increase. The 
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authors suggested that the lowered level of 
cerebral activity in demented patients resulted 
in a different cerebral strategy in problem 
solving compared with normal subjects, giving 
rise to a different topography of vaso- 
dilatation. One implication is that some 
ischemic regions can adapt to functional 
demands and some cannot. Thus mobility of 
functional level rather than absolute level of 
degeneration may decide clinical symptoms 
and prognosis. 

Several psychological studies reviewed by 
Miller (1977) support the above contention by 
challenging the accelerated ageing hypothesis 
of dementia, and proposing a qualitative 
restructuring of function to differentiate senility 
from senescence. Such restructuring is mani- 
fested in the seniles used in different strategies in 
organizing and synthesizing information (Birren, 
1970; Pearce and Miller, 1973; Williams, 1956). 
Selective organic changes will limit the func- 
tional capacity of the patient but maintenance of 
an adequate level of non-pathological function- 
ing may be more dependent on mobility of 
neuro-functional inter-action or what Ingvar 
st al term ‘intellectual steal’. 

If this is so, then a single performance index 
generated from psychometric assessment will 
be an indirect and unreliable diagnostic indi- 
cator, especially in the early stages of dementia. 
On the other hand, the differences between 
groups and correlations with symptom ratings 
described above suggest that EEG coherence 
is a direct and sensitive measure of these changes 
in neurofunctional organization. EEG co- 
herence measures enable the function of cerebral 
regions to be related to clinical and psychometric 
observations and further studies may be useful 
for delineating and classifying different cate- 
gories of dementia. 
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Classification of Personality Disorder 


By PETER TYRER and JOHN ALEXANDER 


SUMMARY An interview schedule was us 


traits of 130 psychiatric patients, 
of personality disorder and 65 wi 
analysed by 
analysis sho 


ed to record the personality 


65 with a primary clinical diagnosis 
th other diagnoses. The results were 
factor analysis and three types of cluster analysis. Factor 
wed a similar structure of 


personality variables in both 


groups of patients, supporting the notion that personality disorders 


differ only in degree 


simplified. 


Despite many criticisms the concept of 
personality disorder remains a useful one for 
psychiatrists (Lewis, 1974; Shepherd and Sar- 
torius, 1974) and is included in formal classi- 
fications of illness (World Health Organization, 
1965; American Psychiatric Association, 1968). 
Unfortunately it has not achieved the same 
diagnostic status as other psychiatric disorders 
because of major difficulties in establishing a 
valid and reliable classification (Walton et al, 
1970; Walton and Presly, 1973). Current 
classifications of personality disorders are largely 
unsupported by measurement and have not 
been independently confirmed. Using a struc- 
tured interview schedule for assessing dis- 
ordered personality we have examined the 
personality characteristics of 130 psychiatric 
patients, half of whom were clinically assessed to 
have personality disorders. 


Method 
Personality disorder schedule 


Using a structured interview schedule (Tyrer 
et al, 1979) 24 personality attributes (Table I) 
were rated on 9 point scales for all patients. The 
schedule can be used with either subjects or 
informants although it is more suitable for the 
latter. 


from the personalities of other psychiatric 
patients. Cluster analysis revealed five dis 
passive-dependent, anankastic, schizoid 
` ordered group. Of all the personality- 
fell into the passive-dependent or so 
suggest that the current classification 


crete categories; sociopathic, 

and a non-personality-dis- 
disordered patients 63 per cent 
ciopathic category. The results 
of personality disorder could be 


Patients and procedure 

Over an 18 month period all patients 
attending PT’s out-patient clinic at the Depart- 
ment of Psychiatry, Southampton, were assessed 
provided that they satisfied one of the following 
criteria: (i) a relative or close friend of the 
patient who had known the patient for at least 
10 years could be interviewed, or (ii) the 
assessor had seen the patient at least three 
times, one of which was at a time when the 
patient had no formal psychiatric disorder. 
These criteria were introduced because current 
psychiatric status may influence personality 
assessment (Wittenborn and Maurer, 1977). All 
diagnostic conditions, with the exception of 
mental handicap, were included. The patients 
were classified according to the International 
Classification of Disease (ICD) (World Health 
Organization, 1965). After 18 months 65 
patients with diagnoses other than personality 
disorder but only 37 with personality disorders 
had been assessed. Patients with an ICD 
classification of personality disorder therefore 
continued to be seen until 65 assessments were 
also obtained so that adequate numbers were 
available for comparison. The diagnostic 
features of the 130 patients is shown (Table IT). 
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Analysis of data 

Factor analysis using the Varimax rotation 
was applied to the ratings of both the normal 
and personality disordered groups separately 
and together to find out if similar factors 
loaded in both groups. A cluster analysis of the 
total data was also carried out to determine the 
best classification of groups, particularly within 
the personality disorders. This represented a test 
of the ICD classification of personality disorders, 
a classification which has never received 
independent validation. Both hierarchical and 
non-hierarchical methods of cluster analysis 
were employed. Because of evidence that 
similarity of cluster profiles may be ‘more 
important than numerical differences between 
them (Strauss et al, 1973) both distance and 
correlational measures of similarity were em- 
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ployed for the hierarchical analysis. Nearest 
neighbour, centroid and furthest neighbour 
methods of continuing clusters were explored. 
The non-hierarchical analysis chosen employed 





TABLE I 

Personality traits assessed in interview schedule 
Aggression Irritability 
Aloofness Lability 
Anxiousness Optimism 
Callousness Pessimism 
Childishness Resourcelessness 
Conscientiousness Rigidity 
Dependence Sensitivity 
Eccentricity Shyness 
Hypochondriasis Submissiveness 
Impulsiveness Suspiciousness 
Introspection Vulnerability 
Irresponsibility Worthlessness 
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Fio—Cluster profiles of personality disorder. The first two or three letters of the personality attributes listed in Table I 
are shown on the abscissae, with the exception of Sn (Sensitivity) and Ip (Irresponsibility). The personality attributes 
are given in the same order for all seven clusters. 


TABLE 


Classification of patients according to the International 
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the ratio of the between groups to within 
groups sum of squares as a criterion to be 


Classification of Disease maximized using an iterative process. These 
EEE = a analyses were carried out using the GENSTAT 
ersonality disorder on-personality 
roo dnorder stoup computer package. 
Anankastic K Affective psychosis 9 Results 
: 1 è: ; 
ener 11 rE Naa a In all but 25 of the 130 patients the per- 
Hypochondriaćal 3 Phobic anxietystate 6 sonality schedule was completed with an 
Schizoid 6 Alcoholism 3 informant. The results of the factor analysis were 
Antisocial 4 Schizophrenia = £ similar in both groups of patients. In both 
Explosive i PATERNI PECORE. rsonality and non-personality disorder grou 
Paranoid 7 + morbid jealousy pe Y : P y : groups 
Affective 3 Obsessional the two main factors, termed sociopathic and 
Others ` 2 neurosis 2 passive-dependent, accounted for most of the 
variance. A dysthymic factor was also detected 
Total 65 Total65 in the non-personality disorder group (Table 
ITI). 
Taste III 


Factor structure of personality variables. Only personality traits with a factor co-efficient of 0.5 or over are wncluded 


Non-personality disorder 






































group Personality disorder group All patients 
Variance Variance Variance 
Main trait (%of Main trait (%of Main trait (% of 
Factor loadings total) loadings total) loadings total) 
Sociopathy Aggression 21.0 Callousness 19.3 Aggression 16.6 
Irritability Aggression Callousness 
Impulsiveness Irritability Irritability 
Callousness Impulsiveness Impulsiveness 
Irresponsibility Irresponsibility 
Lability 
Passive Vulnerability 13.9 Dependence 23.9 Dependence 21.1 
dependence Submissiveness Resourcelessness Resourcelessness 
Sensitivity Submissiveness Childishness 
Dependence Childishness Irresponsibility 
Vulnerability Vulnerability 
Anxiousness Lability 
Anankastic Not represented Rigidity 7.8 Rigidity 4.4 
Conscientiousness Conscientiousness 
Impulsiveness* 
Schizoid Aloofness 5.9 Aloofness 3.0 Aloofness 5.0 
Suspiciousness Eccentricity Eccentricity 
Lability* 
Dysthymic Anxiousness 4.2 Not represented Introspection 9.6 
Sensitivity 
Pessimism 
Anxiousness 





* Significant negative loadings for this variable. 
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Seven clusters were defined in both the 
hierarchical and the non-hierarchical cluster 
analysis using the distance measure of similarity. 
One cluster was largely composed of patients 
with no personality disorder and the other six 
clusters were mainly subsets of the disordered 
group. The profiles for the seven clusters are 
illustrated (Fig), and labelled according to the 
predominant pattern eof abnormal personality. 
The profiles of the ‘explosive’ and ‘paranoid 
aggressive’ clusters, and the ‘asthenic’ and 
‘histrionic’ clusters were similar and the 
differences were mainly in ratings of severity, 
The correlational cluster analysis showed five 
clearly identifiable clusters which were largely 
reproduced by the three methods used. The 
patients in the explosive and paranoid aggres- 
sive clusters, and the asthenic and histrionic 
clusters were merged early in the hierarchical 
procedure reflecting the similar profiles of these 
two pairs of clusters. The final group of four 
personality disorder clusters was very similar to 
that derived from factor analysis, with passive- 
dependent, sociopathic, schizoid and anankastic 
categories. 

The relationship between cluster group and 
sub-category of personality disorder according 
to the International Classification of Disease is 
shown in Table IV. Patients in the hysterical 


Taste IV 


Relationship between cluster groups and ICD diagnosis of 
personality disorder 














Cluster 
Diagnosis 12 3 4 5 6 7 Total 

Anankastic 1 1 5 1 8 
Hysterical 1 4 6 11 
Asthenic 1 5 4 1 11 
Hypochondria 11 1 3 
Schizoid 1 5 6 
Antisocial 2 4 1 7 
Explosive 2 4 1 7 
Paranoid 2 1 3 1 7 
Affective 1 1 1 3 
Others 1 1 2 
No personality 

disorder 3 5 1155 65 
Total 8 9 14 18 11 13 57 130 
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and asthenic categories are equally distributed 
between clusters 2 and 4 and those in the 
explosive and antisocial categories between 
clusters 1 and 3. The anankastic and schizoid 
personality disorders largely correspond with 
their cluster counterparts. 


; Discussion 

The results of the factor analysis reveal that 
the underlying structure of variables is similar 
in both those with and those without primary 
personality disorder and hence supports the 
concept of personality disorders as being at the 
extreme of a multidimensional continuum. ; 

The cluster analysis showed that the per- 
sonality-disordered patients could be classified 
into at least four and possibly six categories. The 
merging of six to four categories using the 
correlational cluster analysis and the close 
similarity between two of the seven, profiles 
(Fig) suggests that only four distinct groups 
of abnormal personality could be identified 
in the patients studied. The term passive- 
dependent personality is preferred to either 
asthenic or histrionic personality, as the main 
features of the cluster were resourcelessness, 
dependence, childishness and vulnerability. 
The higher scoring of the asthenic sub-group 
(cluster 2) compared with the histrionic group 
(cluster 4) suggests that histrionic behaviour is a 
stage along the road to asthenia rather than a 
separate entity. The sociopathic cluster com- 
bines explosive and antisocial sub-groups for the 
same reason. The anankastic and schizoid 
clusters include most of the patients diagnosed as 
anankastic and schizoid personality disorders 
using the ICD (Table IV) and so the same 
description is retained. 

Several of the classical descriptions of 
abnormal personality types are not identifiable 
in the clusters. Kretschmer’s well-known descrip- 
tions of cycloid (Kretschmer, 1922) and sensitive 
personality (Kretschmer, 1918) are reflected in 
the separation of affective (ICD 301.1) and 
paranoid (ICD 301.0) categories in the Inter- 
national. Classification of Disease but they did 
not cluster separately in our analysis. This may 
indicate that such abnormal personality types 
are rare, but could also be due to the relative 
absence of social and personal difficulties in such 
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personalities. A statistically abnormal person- 
ality need not be a personality disorder, as a 
stable adjustment may be made to the abnorm- 
ality (Slater and Roth, 1969). The same may 
apply to the dysthymic personality defined by 
the factor analysis (Table III), as this group 
was found only in the patients without per- 
sonality disorders. Hypochondriacal personality 
also does not appear in the clusters, but as 
hypochondriasis is statistically a heterogeneous 
entity (Bianchi, 1973) this result is not sur- 
prising. Some support for the major division of 
personality disorders into sociopathic and 
passive-dependent categories comes from Presly 
and Walton (1973). Using a principal com- 
ponents analysis: of ratings made on 140 
patients they found that components of social 
deviance and submissiveness accounted for 
nearly half the total variance. These two 
components correspond closely with our two 
main clusters, which contain 63 per cent of all 
the patients originally diagnosed as personality 
disorders. Concepts of personality disorder held 
by psychiatrists also suggest that its classi- 
fication can be simplified. Plutchik and Platman 
(1977) studied psychiatrists’ views of the 
attributes ascribed to the seven personality 
types described in the diagnostic manual of the 
American Psychiatric Association (1968) and 
found only two types, compulsive and socio- 
pathic personalities, showed clear differen- 
tiation. Histrionic and cyclothymic types, and 
schizoid, paranoid and passive-ageressive (a 
term not used in the ICD) types shared many 
characteristics. These two composite groups 
show similarity with the passive-dependent and 
schizoid categories identified in our analysis. 
Because of the absence of an alternative 
Alassification, the subdivisions of personality 
disorder given in the eighth revision of the 
International Classification of Disease have been 
retained in the ninth revision (Shepherd and 
Sartorius, 1974). Although personality types are 
many, personality disorders are few, and our 
results suggest that the number of subdivisions 
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should be reduced and a category including the 
passive-dependent concept introduced. If this 
were done the currently low reliability of the 
ICD categories of personality disorder (Walton 
and Presly, 1973) might be improved. 
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Reliability of a Schedule for Rating Personality Disorders 


By P. TYRER, M. S. ALEXANDER, D. CICCHETTI, 
M. S. COHEN and MARINA REMINGTON 


SUMMARY The inter-situational, inter-rater and temporal reliability 
of a schedule for rating personality disorders is described. In an initial 
study with a simplified form of the schedule in patients from different 
wards of a psychiatric hospital inter-situational reliability between 
raters was higher for patients with personality disorders than with no 
personality disorder. Using the full schedule, inter-rater reliability, 
using audiotaped and separate interviews, and temporal reliability at 
interviews conducted a mean of 12.5 months apart all reached a satis- 
factory level, suggesting that the schedule may be a useful instrument 
for measuring deviant personality traits. The interview may be used 
with a subject or an informant but agreement between ratings made 
with informants and psychiatric patients during illness was low, and 
the schedule is not recommended for use with patients alone during 


acute episodes of illness. 


Although the concept of personality disorder 
is indispensible to clinical psychiatric practice, 
it is difficult to formulate in taxonomic terms. 
Although most would agree with Schneider 
(1923) that abnormal personalities ‘suffer 
personally because of their own abnormality or 
make the community suffer because of it’, 
Schneider himself recognised the scientific 
limitations of this definition. It defies closer 
definition or measurement (Lewis, 1974; Shep- 
herd and Sartorius, 1974). Because of these 
difficulties no published rating scales for 
assessing personality disorder have been de- 
veloped, and poor agreement has been found 
in previous attempts at classification (Zubin, 
1967; Presly and Walton, 1973; Walton and 
Presly, 1973). Among the reasons for poor 
reliability are confusion over nomenclature and 
difficulty in separating personality attributes 
from clinical symptoms. One way of differen- 
tiating between previous personality and mental 
state is to interview an informant, ‘and indeed 
this has traditionally been considered to be an 
integral part of a good psychiatric history 
(Department of Psychiatry, Institute of Psych- 
iatry, 1973). 


In developing a schedule for assessing 
personality disorders we tried to obtain a scale 
that (a) was sensitive in discriminating between 
patients with and without clinically diagnosed 
personality disorder, (b) could be used with an 
informant of the subject being tested, and 
(c) showed adequate temporal as well as inter- 
rater reliability, since personality attributes are 
enduring qualities. 

The studies described in this paper were in 
two phases. In the initial phase the attributes in 
the scale were chosen and definitions of severity 
made. Using a simplified unstructured schedule 
hospital staff rated these attributes in in- 


‘patients with and without personality disorders. 


Inter-rater reliability was determined for the 
ratings of each group of patients. This study 
established whether the scaling of the schedule 
was appropriate and whether an independent 
observer could reliably rate personality attri- 
butes. 

In the second phase of the study a structured 
schedule was used with definitions for each 
personality attribute accompanied by formal 
questions. Using this schedule, the following 
were measured: (i) inter-rater reliability be- 
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tween two or more raters using audio-tapes and 
separate interviews, (ii) temporal reliability and 
(ili) reliability between assessments made with 
the patient by one rater and with an informant 
by another. 


Method 
Initial Phase 


Personality schedule Allport ( 1937) has pointed 
out that over 400 traits can contribute to 
personality, but only a small number of these 
would lead to a serious effect on social and 
personal adjustment if present in a person to an 
abnormal degree. A list of 29 personality 
attributes were chosen according to this 
criterion. In an initial pilot study in which 
these 29 variables were recorded in psychiatric 
patients 5 were rejected because they showed 
high intercorrelations with other variables, 
suggesting that they were synonyms of other 
rated items. The other 24 factors were relatively 
independent (Tyrer et al, 1979). Each of these 
characteristics was rated on a 9 point scale; 
the absence of the personality attribute scoring 
0, an attribute dominating the personality and 
behaviour scoring 8, with appropriate scoring 
for intermediate levels of each attribute. In the 
initial study definitions of severity were general 
ones applying to all attributes and there was no 
precise description of the qualities of each 
attribute. 

Procedure Raters were all hospital staff, includ- 
ing doctors, nurses and occupational therapists 
of varying levels of seniority and experience. 
Each rater had contact with the patient in a 
different environment, and only if the patients’ 
attitudes and behaviour were consistent in these 
settings could good reliability be achieved. 
There are many studies showing that behaviour 
frequently does not show such consistency 
(Mischel, 1968, 1973; Moos, 1973; Bem and 
Allen, 1974), and in general ‘the more dissimilar 
the evoking situations the less likely they are to 
produce similar or consistent responses from the 
same individual’ (Mischel, 1973). However, 
such studies have reported mainly on normal or 
subjects without disorder of personality. Each 
rater was asked to act as an informant of the 
patient during the period of hospital treatment. 
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To avoid spurious agreement by prior dis- 
cussion the raters were unaware in advance of 
the names of patients being assessed and were 
asked to score their schedules independently. 

Three wards were involved, an acute admis- 
sion ward, a rehabilitation ward and an 
interim medium secure unit for forensic psych- 
iatric patients. Sixteen patients from the acute 
ward were assessed by fur raters, nine with 
diagnoses of personality disorder and six with 
no personality disorder; ten patients without 
personality disorder from the rehabilitation ward 
were assessed by four raters, and seven patients 
with personality disorder from the forensic ward 
were assessed by five raters. The reliability was 
assessed separately for the groups and without 
personality disorders. 


Second Phase 


A structured schedule was used in the second 
group of studies. This included general advice 
on scoring (Appendix 1) and formal questions 
for each personality attribute as well as specific 
scoring instructions (Appendix 2). The format 
of the schedule allowed its use for both patient 
and an informant, If both patient and informant 
are interviewed the schedule takes about one 
hour to complete. Four studies were carried out 
with the schedule, the measurement of agree- 
ment between ratings of (i) patient and in- 
formant assessed by different raters, (ii) audio- 
taped interviews, (iii) patients assessed at 
separate interviews by two raters, (iv) inter- 
views with the same patient carried out at least 
eight months apart (temporal reliability), being 
made. 


Agreement between ratings of patient and informant 


Fifteen out-patients and their corresponding 
informants were interviewed by two raters with 
the schedule. Of the informants ten were 
spouses, three were sons or daughters and two 
were cohabitees of the patients. All the patients 
were suffering from clinical affective disturbance 
(11 with depressive neurosis, 4 with anxiety 
neurosis) at the time of rating and three of these 
patients had also been previously judged to have 
personality disorders. To avoid spurious agree- 
ment between the ratings of patient and 
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informant one rater assessed all the patients and 
the other all the informants. 


Audiotaped interviews 

The spouses of nine out-patients with depres- 
sive or anxiety neurosis were interviewed using 
the schedule. The interviews were audiotaped 
and five raters scored the schedule indepen- 
dently. 


Patients assessed at separate interviews by two raters 

Nine patients (five in-patients, four out- 
patients) were assessed at separate interviews 
completed within two weeks of each other. 
Six of these were carried out with both patient 
and informant (spouse) and three with an 
informant (spouse) only. Six raters were 
involved in this study but only two assessed any 
one patient. Four of the patients had primary 
personality disorder, three had depressive 
illnesses, one had schizophrenia and one had 
organic brain disease. 


Temporal reliability 

One rater assessed the same patient at 
intervals at least eight months apart. Twelve 
interviews with both patients and informants 
(ten spouses, one daughter, one close friend) 
were completed and the mean interval between 
the two interviews was 12.5 months (range 8-17). 
Three of the patients were in-patients at first 
assessment, but all other assessments were 
carried out with out-patients. Two of the 
patients had a primary personality disorder, two 
had schizophrenia with abnormal previous 
personalities, one had agoraphobia with an 
abnormal personality, three had depressive 
psychoses and four had depressive or anxiety 
neuroses. 

Assessment of reliability The intra-class corre- 
lation coefficient (R,) (Bartko, 1966) was used 
as the index of reliability. This can be used to 
obtain an overall measure of agreement when a 
number of raters assess the same group of 
individuals and makes allowance for chance 
agreement. A computer programme was used 
which also calculates whether significant bias 
between raters is present as well as giving 


reliability levels (Cicchetti et al, 1976). As in the 
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assessment of inter-rater reliability at separate 
interviews several raters were used with different 
patients, a modified form of intra-class correla- 
tion coefficient was employed (Fleiss, 1975), but 


in all other measures of agreement the same 


raters rated all the patients in the group and 
the standard intra-class correlation coefficient 
was determined. 


Results 

Initial Phase 

Levels of agreement were generally low in the 
hospital study, only a few attributes reaching 
satisfactory agreement of R, greater than 0.5. 
Higher levels of reliability were found in 
patients with personality disorders than in 
those with no personality disorder (Table I). 
Significant bias between raters was found with 
50 (52.1 per cent) of the 96 analyses but no 
consistent differences between raters from 
different hospital environments was found. 


Second Phase 


Agreement between ratings of patient and informant 
Poor agreement was found between patients’ 
and informants’ ratings. Overall agreement was 
low (R, = 0.118) and only two attributes 
(aloofness and suspiciousness) had R, values 
greater than 0.6. Significant bias was shown 
with three attributes (anxiety, sensitivity and 
rigidity), in all of which greater scores were 
recorded at the interview with the informant. 


TaBe I 
Comparison of inter-rater relrability of personality attributes 
in personality and non-personality disordered hospital 
in-patients 


Intra-class correlation co-efficient 


<0.25 0.25-0.5 0.5-0.75 
yo a L 
Personality 
disorders 19 21 8 
Non-personality 
disorders 34 10 4 





x? = 9.48; p <0.01 


(Two sets of 24 personality attributes are included 
in each group. These correlations were not combined 
as they were achieved with different raters). 
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Tase II 
Levels of agreement reached in audiotape, Separate interviews 
and temporal reliability studies using the intra-class 
correlation co-efficient 


Personality 
attributes 





Level of reliability 


Correlation co-efficient of 0.6 or 
more achieved in all 3 studies 


Aloofness 
Conscientiousness 
Eccentricity 
Introspection 
Rigidity 
Suspiciousness 
Childishness 





Correlation co-efficient of 0.6 or 
more achieved in 2 studies only 


Aggression 
Anxiousness 
Callousness 
Dependence 
Hypochondriasis 
Impulsiveness 
Irritability 
Lability 
Resourcelessness 
Shyness 
Submissiveness 





Correlation co-efficient of 0.6 or 


Irresponsibility 
more achieved in 1 study only imi 


Pessimism 
Sensitivity 
Vulnerability 
Worthlessness 





Correlation co-efficient of 0.6 or 


Optimism 
more achieved in no studies 





Inter-rater and temporal reliability An intra-class 
correlation coefficient (R,) of 0.6 was taken as 
an acceptable level of reliability for the audio- 
tape and separate interviews, and for temporal 
reliability. Similar levels of reliability have been 
found with items from the Present State 
Examination (Wing et al, 1974) in another 
study (Remington et al, 1979). Overall levels of 
agreement for the 24 personality attributes in 
each study were as follows: audiotape interviews 
(Ry = 0.605), separate interviews with two 
raters (R, (after Fleiss, 1975) = 0.547), 
temporal reliability (R, = 0.511). All the 
personality attributes except one (optimism) 
achieved an agreement level of 0.6 or greater in 
at least one of the three tests (Table II). 
Significant rater bias was shown in only four 
(6 per cent) of the 72 comparisons using the 
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intra-class correlation coefficient, a finding 
that could occur by chance. 


Discussion 

The hospital reliability study was carried out 
with a simplified version of the schedule and the 
results do not show a satisfactory level of 
reliability. This confirms that simple descriptive 
labels of personality alone ‘are not sufficient for 
a personality schedule. The high degree of 
rater bias suggests that individuals have 
different thresholds for rating abnormal be- 
haviour and that a structured interview with 
clear dcfinitions of traits and their severity is 
necessary to give better agreement. Neverthe- 
less the significantly higher levels of reliability 
achieved with the patients with personality 
disorders suggests that in such patients abnormal 
behaviour persists independently of situation 
and can be assessed more reliably by an 
informant than behaviour in non-personality- 
disordered subjects without personality disorder. 

The level of agreement between ratings with 
an informant and patient was also low..All the 
patients were interviewed during an episode of 
illness and this appeared to colour their views 
of premorbid personality. Ratings made with 
an informant showed significantly higher scores 
on three of the personality attributes. The 
explanation that we favour for this finding and 
the generally poor level of agreement between 
patient and informant is that patients during 
illness often have an idealized view of their past 
personalities which is less critical than that of a 
close informant. This conclusion is speculative, 
however, and there was no means of determining 
whether the patients’ or informants’ ratings were 
the more valid. 

The level of reliability using the structured 
schedule in the audiotaped and separate inter- 
views and in the temporal reliability studies is 
much more satisfactory and there was a low 
incidence of rater bias. It is interesting that the 
variables achieving consistently high levels of 
agreement (Table II) are ones that are among 
the most important in separating personality 
from non-personality disorders (Tyrer and 
Alexander, 1979). This suggests that the scale is, 
as intended, most appropriate for detecting 
deviant personalities. 
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Although there is considerable room for 
improvement in the levels of reliability obtained, 
the results are sufficiently encouraging to 
persevere with this method of rating personality 
deviance. In particular the sequence of rating 
individual defined personality variables on a 
dimensional scale, which are then categorized 
statistically (Tyrer and Alexander, 1979), 
removes a major source of unreliability, i.e. the 
categorical classification of personality disorder 
by the psychiatrist (Walton and Presly, 1973). 


Further work is needed to decide whether the 
schedule is best used with patients or in- 
formants. On logical grounds both should be 
interviewed provided at the time of interview 
their judgements of past personality are valid 
ones. Lower ratings on an attribute (0-3) are 
more likely to be assessed adequately by the 
subject as at this level they are concerned more 
with feelings: and attitudes rather than overt 
behaviour. Ratings of 5 and above, however, 
should be determined by an informant, as 
others close to the subject are better able to 
judge the impact of abnormal behaviour than 
the person concerned. 


Although the numbers involved in the 
separate aspects of reliability were small the 
results suggest that abnormal personality can be 
assessed formally in the same way as mental 
state. If future work supports the findings, a 
bi-axial classification of psychiatric disorder in 
which both mental state and premorbid 
personality are recorded will become a distinct 
possibility. 
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APPENDIX 1 
General Instructions about Ratings of Severity 


The ratings are made on a nine point scale for all 
variables. The number is recorded in the appropriate 
space on the attached form for each item. The scale is 
specifically designed to record abnormal personality 
traits and most normal variation will occur between 
scores 0 and 3. The greater the severity of the trait 
the greater the rating and in addition to the specific 
points mentioned for each scale the following general 
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principles should be used to determine the score on a 

particular trait. (The word trait is synonymous with 

personality variable in this account, although it is 
less often used for severe personality disturbance). 

0 — Trait absent. Presence of the trait is undetected 
both in respect of feelings and behaviour. 

1 — Subject recognises the presence of the trait but 
it is shown chiefly in terms of feelings rather 
than behaviour. When the trait does affect 
behaviour it is not an habitual response so 
much as a tendency to indulge more in that 
type of behaviour when several choices are 
open. Knowledge of how the subject spends 
spare time may help with this rating, as it is 
in spare time activities that the element of 
choice is most obviously shown. (An informant 
is unlikely to make a distinction between 0 and 
l ratings). 

2 — Personality trait is definitely present and affects 
behaviour, but only to a limited extent. It is not 
associated with problems in occupational, 
social and interpersonal life. The changes in 
behaviour produced by the trait are such that 
those close to the subject will notice them but 
most friends and acquaintances would not. 

3 — The personality trait markedly affects feelings 
and behaviour. The presence of the trait may 
occasionally be noticed by others who are not 
closely related to the subject and may occasion- 
ally give rise to problems in occupational, 
social and interpersonal life. However, these 
problems will seldom be persistent and those 
around the subject can normally accommodate 
to them without much difficulty. 

4 — The personality trait is marked and is apparent 
to the subject and to most people who have 
frequent contact with the subject. This leads to 
problems i in behaviour but these are not major 
in degree. The trait produces some difficulties in 
occupational, social and interpersonal adjust- 
ment and this tends to be of a mild but per- 
sistent nature. 

5 — The personality trait.is marked to both the 

` subject and most people who come into contact 
with the subject. It has a marked influence on 
behaviour and leads to problems in occu- 
pational, social and interpersonal relationships. 
This rating differs from 4 in that the problems 
lead to more serious difficulties in adjustment in 
society and marked underachievement, (e.g. 
inability to settle in one job, refusal to meet 
people, episodic aggression). 

6 — Personality trait has a major influence on 
behaviour and tends to affect all aspects of 
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life. The problems in occupational, social and 
interpersonal relationships are such that major 
breakdown occurs (e.g. divorce, social iso- 
lation, prolonged unemployment), as a direct 
result of the personality abnormality. 

7 — The personality trait is so marked that it is 
noticed by almost all who come in contact with 
the subject, even those who only see the subject 
once. Independent life, in the community is 
impossible because of “the severity in occu- 
pational, social and interpersonal relationships 
so some form of supervision or continuous 
support is necessary. 

8 — The personality trait dominates behaviour 

completely (therefore it cannot be given to 

more than one rating in the schedule). The 
disturbance produced by the trait is so marked 
that prolonged periods of institutional care 

(e.g. hospital, prison, nursing home) take up a 

large part of the life history in the absence of 

any formal illness. 

Most normal variation is accounted for between 

the ratings of 0 and 3. Only a small number of 

individuals rate higher scores than 3. The key 
issues in deciding whether a score of more than 


N.B. 


3 is justified are:— 

1. The production of problems in daily living 
because of the severity of the trait 

2. The suffering and underachievement that 
the trait produces 


3. The inability of those around the subject to 
deal with these problems without asking for 
additional (often professional) help. 


APPENDIX 2 


Example of Questions relating to 
One Personality Attribute 


6.  SU8SPICIOUSNESS 
Subject 
*How well in general do you get on with other 
people? 
*Do you normally trust them or do you mis- 
trust them, at least at first ? 
*How long does it take for you to get to know 
people before you will trust them ? 
**Do you tend to worry what is going on behind 
your back? 
**Do you ever think that other people are against 
you? 
***Flave you many frends? 
***Are you worried in case someone might find out 
what you have been saying to me? 
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Informant Ratings 4-6 Problems in social adjustment 


*How well in general does S get on with other 
people? 

*Does S normally trust them or does he/she 
mistrust them, at least at first ? ' 


*How long does it take for him/her to get to 


because of abnormal suspicious- 
ness. Takes a very long time to get 
to know people and only trusts a 
very small number of people. 
Feels that others criticize him/her 
without adequate cause. 


know people before he/she will trust them? Ratings 7-8 Breakdown in relationships and 


**Do other people say that S is a suspicious 


social adjustment because of ab- 


person? normal suspiciousness. At extreme 
ratings patient is completely iso- 
? lated because he/she feels all are 
Subject/Informant against him/her. 
N.B. Ratings 1-3 Mild feelings of suspiciousness, not *All questions obligatory. 
noticed by others. Subject tends to ** Amplifying questions. 
have relatively few friends but is ***Direct questions to be asked if replies to other 
capable of close relationships and questions have been evasive, contradictory or 
will trust those he/she knows well. vague. 
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High Dose Flupenthixol Decanoate in Chronic Schizophrenia 


By R. G. McCREADIE, W. L. FLANAGAN, J. McKNIGHT and A. JORGENSEN 


SUMMARY -In a double-blind trial, female ‘drug-resistant’ chronic 
schizophrenic in-patients were given high dose or standard dose 
flupenthixol decanoate for 13 weeks. Plasma flupenthixol levels showed 
a five-fold interindividual variation, but were consistently higher with 
the high dose. Analysis of final scores showed no statistically signifi- 
cant differences between groups with regards to mental state, ward 
behaviour and extrapyramidal side-effects. When compared with 
pre-trial scores, the extrapyramidal side-effects worsened significantly 
in the high dose patients and social withdrawal decreased in the 
standard dose patients. The mental state of a sub-group of patients, 
possibly drug resistant for pharmacokinetic reasons, improved ` 


significantly on the high dose over the 13 weeks. 


In long-stay psychiatric wards there are many 
chronic schizophrenics who, although they have 
had several different neuroleptics, still have 
marked abnormalities in their mental state. One 
possible cause of such ‘drug resistance’ may be 
interindividual differences in pharmacokinetic 
parameters such as rate of drug metabolism and 
excretion, which can result in wide variation in 
plasma levels; such variation is found with 
chlorpromazine (Sakalis et al, 1972), fluphena- 
zine (Dencker et al, 1978) and pimozide 
{(McCreadie et al, 1979). If plasma levels reflect 
the concentration at the site of action, then the 
dose may be too low in some patients to ‘produce 
a therapeutic response. Controlled studies 
suggest that some chronic schizophrenics resist- 
ant to neuroleptics at standard doses do indeed 
respond to high dose regimes (reviewed by 
Gardos and Cole, 1973). As there had been no 
double-blind study of high dose flupenthixol, an 
effective neuroleptic in standard doses when 
given either orally (Gottfries, 1971) or by the 
intramuscular route (Astrup ¢t al, 1974), and 
as it is now possible to measure plasma levels 
of flupenthixol accurately, it was decided to 
investigate this drug in chronic schizophrenics. 


s Method 
All female in-patients (N = 127) in the long- 
stay/rehabilitation unit of one psychiatric 


175 


hospital were considered. A patient was selected 
on the basis of the following criteria: (i) she was 
physically fit and under 65 years of age; (ii) she 
fulfilled the Feighner criteria for ‘definite 
schizophrenia’ (Feighner et al, 1972); (iii) in the 
opinion of both the medical and nursing staff 
she was not controlled on, or benefiting from, 
medication; (iv) she and, where traceable, her 
next-of-kin gave consent. Twenty-three patients 
(mean age 51 years, range 30-63; mean length 
of stay in hospital 23 years, range 841), 
distributed in four wards of the rehabilitation 
unit; survived this selection process and thus 
could probably be classified as drug-pesistent 
chronic schizophrenics. 

All patients had had many previous courses of 
neuroleptics (on average 4.3 different major 
tranquillisers), but only three had ever had 
flupenthixol. All such medication was stopped at 
least two weeks before the trial began; no 
deterioration in the patients’ mental state was 
noted during this period. With the stipulations 
that 11 patients should receive one dose regime 
and 12 the other, and that the two groups should 
be evenly distributed throughout the four wards, 
patients were randomly allocated to receive, 
under double-blind conditions, either 40 mg or 
200 mg flupenthixol decanoate intramuscularly. 
The same medication was repeated after one 
week and then two-weekly for the following 
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12 weeks; antiparkinson medication was pre- 
scribed when required. 

At the end of the washout period (week 0), 
and at the end of weeks 5, 9 and 13, the patients’ 
mental state was assessed independently by 
different combinations of two of three psych- 
iatrists using the Hamilton-Lorr Scale (Hamil- 
ton et al, 1960). Ward behaviour was assessed 
independently by two nurses in each of the 
four wards using the Wing Scale (Wing, 1961). 
The two psychiatrists also made a joint assess- 
ment of extrapyramidal side-effects (tremor, 
rigidity, dystonia, dyskinesia, akathisia) on a 
four-point scale (0 = absent, 1 = mild, 
2 = moderate, 3 = severe) and recorded other 
side-effects. 

At the beginning of weeks 1, 3, 4, 8 and 14, 
and immediately before the administration of 
flupenthixol, if an injection was scheduled for 
one of these weeks, blood was taken to estimate 
full blood count, urea and electrolytes, liver 
function tests and plasma flupenthixol. For the 
latter estimation, blood was centrifuged at 
3,000 revs. per minute for 5 minutes and plasma 
stored at —20°C until the flupenthixol level 
could be measured by a specific radioimmuno- 
assay technique (Jorgensen, 1978). The patients 
were weighed during week 0 and at the end of 
week 13. 

At the end of week 13, before the code was 
broken, psychiatrists and nurses tried to guess 
which dose of flupenthixol each patient received. 
As the sample size was small and as it was not 
certain that the data were normally distributed, 
the results were analysed by non-parametric 
tests. Between-group scores were compared by 
the Mann-Whitney U test, and within each 
group pre- and post-treatment scores were 
compared by the Walsh test. Two-tailed tests of 
significance were used throughout (Siegel, 
1956). 


Results 


The two groups of patients did not differ, 
statistically speaking, with respect to age, 
length of stay in hospital, number of different 
tranquillisers previously prescribed, and initial 
severity of illness, as measured by the Hamilton- 
Lorr and Wing scales. Satisfactory ‘blindness’ 
was achieved, as neither psychiatrists nor nurses 
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guessed correctly more often than would be 
expected by chance which dose regime the 
patients received. 


Plasma flupenthixol levels (Fig 1) 

(One of the 12 patients on the high dose 
regime refused to give blood). With the excep- 
tion of the base-line measurement (beginning of 


-week 1), the high dose regime produced 


significantly higher plasma concentrations 
throughout the trial (all P <0.002); the high 
dose:standard dose ratio of 5 was reflected in a 
mean plasma concentration ratio of 4-5. There 
was a five-fold interindividual variation in 
plasma levels, but at the end of the trial no 
patient on the high dose had a plasma level 
below the highest on the low dose. The data 
suggest that steady state levels were not reached 
until at least the seventh week. 

In view of the pharmacokinetic data, two 
analyses of the clinical results were carried out. 
Firstly, the two dosage groups were compared. 
Secondly, those patients on the high dose 
(N = 7, Subgroup H) whose plasma levels at 
the end of the study were less than five times as 
high as the average level of the patients on the 
standard dose were compared with those 
patients on the standard dose (N = 7, Subgroup 
S) whose levels were below the average for the 
group. These two sub-groups could be said to 
contain patients who, given standard doses of 
flupenthixol, would have low plasma levels 
and therefore might be drug resistant for 
pharmacokinetic reasons. 


Hamilton—Lorr scale 


The inter-rater correlations were high, the 
correlation coefficient ‘r’ ranging from +0.94 
to +0.97 (all P <0.001). In the two main 
groups, there were no significant differences in 
the ‘P’ or ‘N?’ subscales, either between pre- and 
post-treatment scores or, at the end of the trial, 
in inter-group scores. In subgroup H the mean 
score on the ‘P’ subscale, which measures 
especially disturbances of thought, affect, and 
perception, fell by 27 per cent over the 13 
weeks (P <0.03); a fall in the score represents 
improvement. There were no other significant 
within-group or between-group differences in 
the two sub-groups. 


BRITISH JOURNAL OF PSYCHIATRY, AUGUST 1979- | xxiii 


pas Fol A an a 
OT GGSa0G 


Available itt two*stren 
itratioh: of lithifimslevels. 





Single dose comparisons between Camcolit and ied) jélease’ lithiugh | 
prowess no signi cant difference i in their rates of absorption’ or exeretign. 


ao ae’ . n AY Pa ' & 
With ‘slow release’ preparations fe hee ae 
Another study”? demonstrated that Patients who had been LESS or 


eceiving tert daily dose’ of lithium carbonate in the form of Be 


o 400 without M Ta in- olsa Ge ners 











lithium levels or clinical condition. . SEES Som 
É DA QT 

i Tyrar, S., Hullin, R.P., Birch; N.J. and Goodwin, J.C., , 5 aS oe of oe Po 2 

(1976) Psychological Medicine, 6, 51:58. + ee a ae ee 
2 Hullin, RP, (1977), British Medical Journal, A 1349. ty eee teeta EE Be eo ge 

ts of f LESS $ i ENTA 

i i ‘Camcolit’ is a Registered Trade Mark’ ra ys - = rer Te E Bh 
vA apes iS available on‘ requéstan-.° 7 ISES o a eS o gy ee 
| Ae Pa 
i Norgine Limited, 69-62 High Holborn, London WC1V 6EB AE, ee Ea G ae 


i 


xxiv BRITISH JOURNAL OF PSYCHIATRY, AUGUST 1979 








Amirin ne 
first GNOIeES 
an regimen 
oi cdemnresshon 








sustained release amitriptyline 


choice of 
amitriptyline 


e for your new patients 

e for maintenance treatment of 
responders to amitriptyline 

e Lentizol aids patient compliance by 
avoiding the need for multiple daily 
doses 


1 Barton, J L and Snarth, R P Curr med Res Opin , 4, 3,133, 1972 


plLemtizoll 


sustained release amitriptyline 


Furtrer information ere a 





William R. Warner & 
Usk Road, Pontypool, ewer NP40YH 
*Trade mark ` 8812-UK-DEC 78 





Senior Registrar—Research 


St. John’s Hospital, 
Stone, Aylesbury, Bucks. 


Applications are invited for a post at 
Senior Registrar level for a research 
project investigating the effect of 
specific factors on the 5-year outcome 
of schizophrenia. 

The project is to be conducted under 
the joint aegis of St. John’s Hospital 
and the Institute of Psychiatry. 

The appointment is for three years 
and offers opportunity for a higher 
qualification. 

Enquiries and applications to: 

Dr. D. C. Watt, 

St. John’s Hospital, 

Stone, Aylesbury, 

Bucks. (Aylesbury 748383). 


NOTICE TO 
ADVERTISERS 


Applications for advertisement 
space in 
The British Journal of Psychiatry 
should be made to: 


PTM PROFESSIONAL 
PUBLICATIONS 
LIMITED 


295 Balham High Road, 
London SW17 7BA 


Telephone: 01-672 7408 





R. G. MCCREADIE, W. L. FLANAGAN, J. MCKNIGHT -AND A. JORGENSEN 


PLASMA FLUPENTHIXOL 
CONCENTRATION 
(ng/m £S.0) 
30 


e E 


Wing Ward behaviour scale ; 

The inter-rater correlations ranged from 
+0.76 to +0.90 (all P <0.001). The Wing 
Scale is divided into two sub-scales, the ‘Socially 
Embarrassing Behaviour’ -(SE) ‘and ‘Social 
Withdrawal’ (SW) sub-scales. In the two main 
groups, there were no significant changes in 
the SE sub-scale. The mean SW score of the 
patients on the standard dose fell over the 13 
weeks by more than 40 per cent (P <0.01); 
a fall represents improvement. No significant 
changes occurred in the patients on the high 
dose. At the end of the trial, the scores of the 
patients on the standard dose were 40 per cent 
lower than the scores of the patients on the 
high dose, but the difference was not statistically 
significant. l ? 

In sub-group S, the scores on the SW scale 
also fell by 40 per cent (P <0.10). The final 
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Fic 1.— Plasma flupenthixol levels. 


scores were 50 per cent below those in sub-group 
H, but the difference was not statistically 
significant. There were no other significant 
within-group or between-group differences in 
the two subgroups. 


Side-effects 

A total score was derived at each assessment 
for the five extrapyramidal side-effects, but 
because of scores on ‘rigidity’ and ‘tremor’ few 
patients scored zero at week 0. In the main 
groups, the- total score of the patients on the 
high dose rose significantly over the 13 weeks 
(P <0.05). Examination of the scores on the 
individual ‘side-effects showed that a four-fold 
increasé in scores on ‘tremor’ (P <0.01) was 
largely responsible for the change in the total 
score. There were no significant changes in the 
scores of the patients on the standard dose. 
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Although the total and ‘tremor’ scores of the 
patients on the high dose were lower before 
treatment and higher after treatment than the 
scores of patients on the standard dose, this 
inter-group difference was not statistically 
significant. In sub-group H, there was a 
significant increase in tremor over the 13 weeks 
(P <0.03), but there were no other significant 
within-group or between-group differences in 
the two sub-groups. 

Six patients, four on high dose flupenthixol, 
were prescribed antiparkinson drugs. Four 
patients, three on the high dose, had excessive 
galivation. There were no significant changes in 
weight, full blood count, liver function tests, 
and urea and electrolytes on either dose regime. 


Discussion 


Although there were several statistically 
significant changes within the groups, no 
statistically significant clinical differences were 
found between groups. This was probably due 
partly to the fact that the Walsh test examines 
related groups and the Mann-Whitney U test 
independent groups (Siegel, 1956), and partly 
to the occurrence of small non-significant 
changes in one group in the same direction as 
significant changes in the other. These small 
changes could either be a placebo effect or a 
genuine therapeutic or toxic effect. Nonethe- 
less, if a clinical trial is to demonstrate con- 
vincingly that one treatment is different from 
another, there should be significant differences 
between final scores. The findings in the present 
study must therefore be interpreted with 
caution. 

Administration of high doses of flupenthixol 
produced consistently higher plasma levels than 
standard doses. The present study suggests, 
though, that high dose flupenthixol, given to 
unselected ‘drug-resistant’ schizophrenics, is 
clinically no more effective than standard doses. 
However, in the sub-group of patients who 
might be considered to have below-average 
plasma levels on standard doses, high dose 
flupenthixol given over 13 weeks significantly 
improved their mental state, as assessed by the 
‘P subscale of the Hamilton-Lorr scale. It may 
be of, course, that the number of patients in this 
sub-group is so small that they are not repre- 


sentative, and for this reason the findings should 
be replicated in a larger sample. 

Symptoms of social withdrawal decreased 
significantly over the 13 weeks on standard, but 
not on high doses. In standard doses, flupen- 
thixol has been shown to have an alerting effect 
(Hall and Coleman, 1972) in contrast to high 
doses, which can have a sedative effect (Bjerke 
et al, 1972). This might explain the improve- 
ment in social withdrawal on standard but not 
on high doses, though the more severe extra- 
pyramidal side-effects at high doses might also 
have held patients back from joining in ward 
activities. 

Unlike the present study, which suggests that 
flupenthixol in high doses produces more 
troublesome extrapyramidal side-effects, princi- 
pally tremor, studies of fluphenazine decanoate 
(McLelland et al, 1976) and haloperidol 
(McCreadie and McDonald, 1977) did not find 
that such side-effects were significantly more 
severe at high doses. In these studies, however, 
the dose used was about 20 times higher than 
the standard dose, i.e. a much higher high 
dose:standard dose ratio than in the present 
study (5:1). It may be that a ‘breakthrough’ 
effect with ‘regards to extrapyramidal side- 
effects could also take place with flupenthixol at 
very high doses. 

Thus, the results of the present study suggest 
that high dose flupenthixol decanoate is not of 
value in improving the mental state of chronic 
schizophrenics, except possibly in a sub-group 
who could be ‘drug resistant’? for pharmaco- 
kinetic reasons. Against this possible improve- 
ment, however, must be balanced more trouble- 
some extrapyramidal side-effects and perhaps, 
sedation. 
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"Reading about. . 





Child. Psychiatry 


My selection of readings is a personal one, and 
carries no value judgements save for one consideration, 
that every item has had a particular impact and 
appeal. First come books and monographs, then 
articles, and thirdly, rather to my own surprise, 
official reports and publications. 

I begin with a classic, a precursor not only of child 
psychiatry but of much that developed later in child 
psychology and research methodology, namely 
Inquiries into Human Faculty and its Development pub- 
lished in Everymans Library in 1907. The reputation 


of the author, Francis Galton, has tended to be ` 


overshadowed by that of his distinguished cousin, 
Charles Darwin, but this is a work to be treasured, 
especially if a second-hand copy can be found. There 
are chapters on ‘Mental Imagery’, ‘Twin Studies’, 
‘Psychometry’, ‘Criminals and the Insane’, and much 
else. 


Next, another classic Wayward Youth, first published 
in Vienna in 1925, and subsequently in English by 
Imago. A teacher by profession, Aichhorn presents 
us with his ideas about the psycho-pathology of what 
today we would call anti-social behaviour, and his 
experiences in reforming institutional care. Enthu- 
siasm and originality come across in every page. 


On the same theme of delinquency and deprivation, 
Bowlby’s original review monograph Maternal Care 
and Mental Health (1952) is essential reading, to be 
followed after a period of digestion by a collective 
reassessment Deprivation of Maternal Care which 
appeared a decade later as a WHO monograph. 
Note particularly the chapter by Mary Ainsworth. 


Incidentally this series of Public Health Papers 
contains two others in my selection, Ths Care of 
Children in Day Centres (1964), and Aspects of Family 
Mental Health in Europe (1965). 

Returning to deprivation, we are led to the theme 
of ‘bonding’, and here again to another neglected 


+ An occasional feature in the Book Section where 
contributors give their personal choice of important, 
memorable or informative literature. 
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by F. H. Stone 


pioneer work, this time by a paediatrician, Ethel 
Middlemore .who, sadly, did not live to see the 
publication of her modest work, The Nursing Couple. 
How simple and utterly original at the time to 
observe and record the interactive behaviour of 
mother and new-born. Long since out of print 
(publishers, please note) a visit to the reference 
library will be required, and one should use the 
opportunity to seek out also the original paper by 
Harlow and Zimmermann on the mother-attachment 
of the rhesus monkey, in Science, 1959. 


It is astonishing how many later ideas were 
originally hinted at in the writings of David Levy. 
His major work, Maternal Overprotection (1943) is not 
to be missed, but I commend also an impressionistic 
short paper on opportunities for early intervention in 
a child health centre (1951). The first text I read on 
the Psychotherapy of Children was the little book of that 
name by Frederick Allen (1942), one of the first 
generation of children’s psychiatrists. What remains 
with me still is his emphasis on the universals of all 
therapy, beginning and ending, as well as the freedom 
from doctrinaire theory. It remains an excellent 
introduction. For group therapy there is no better 
practical manual than that by Ginot (1961) who not 
only explains how to conduct sessions, with what 
equipment, for how long, and how frequently, but 
also how to survive. 


The Psycho-Analysis of the Nursery by Alice Balint 
(translated from Hungarian), elegant, subtle and not 
too long, is an excellent primer. A more substantial 
and demanding volume is Susan Isaacs’ Social 
Development in Young Children (1933) to be worked 
through slowly, paying as much attention to the 
detailed descriptions of group behaviour as to 
theoretical formulation. Of more recent writings by 
analysts, Erikson’s breadth and originality make for 
stimulating reading, though rather than the very 
popular Childhood and Society, I give preference to 
Young Man Luther (1958), an exploration of the 
creative impulse, and his profound discourse on the 
value-system of the would-be therapist Insight and 
Responsibility (1964). 


READING ABOUT 


Winnicott writes at two levels, short essays for 
parents and general readers as in The Child and the 
Family and its sequel, The Child and the Outside World, 
(both now available in a single paper back volume), 
and at a more sophisticated, theoreitcal level his 
Collected Papers (1958) containing the well-known 
highly original treatise on ‘Transitional Objects’. 
Another, which has attracted less attention, a beauti- 
ful example of paradox as a teaching tactic, is 
‘Symptom Tolerance in Paediatrics’, Anna Freud’s 
The Ego and the Mechanism of Defence (1946) is a major 
contribution to psycho-analytic theory and essential 
reading, with the caveat not to be deceived by its 
apparent simplicity. Miss Freud and her co-author 
Dorothy Burlingham have also provided us with a 
vivid account of their work with children separated 
from their families in war-time (1942), 

Once upon a time, to be precise on the 13th June 
1962 at the Royal Society of Medicine, a famous 
confrontation took place on ‘Training for Child 
Psychiatry’ involving Sir Aubrey Lewis and Donald 
Winnicott. Their irreconcilable views, both argued 
cogently, should be pondered by every trainee. The 
most original and witty account of the development 
of child psychiatry appears under the surprising title 
‘The Talking Doctor Has Begun to Shoot’, and was 
delivered by James Anthony as the 50th Anniversary 
Lecture to the Institute of Medicine of Chicago in 
1965. 

As models of research design I strongly recommend 
one longitudinal study, Deviant Children Grown Up by 
Lee Robins (1966), especially Chapter 2 an exciting 
example of research opportunism, and secondly the 
justly renowned Isle of Wight study (1970), not only a 
landmark in child psychiatry, but also in medical 
epidemiology. 

At this late stage I make a plea to trainees to 
browse not only in bookshops and libraries but also 
in the local branch of Her Majesty’s Stationery 
Office. There is excellent value for money in, for 
example, the Kilbrandon Report, (Children and Young 
Persons, 1964) which gave rise to the Children’s Panel 
System in Scotland, and the Report of the Departmental 
Committee on the Adoption of Children (1972), or better 
still if a copy can be found, the Working Paper pub- 
lished in 1970 as a basis for discussion. 

A rich complementary source of knowledge and 
inspiration is to be found in real literature. Everyone 
will have his own favourites. My list begins with: 
Now We are Six (A. A. Milne), Sons and Lovers (D. H. 
Lawrence), The Go-Between (L. P. Hartley), The 
Catcher in the Rye (J. D. Salinger), The Lord of the 
Flies (W. Golding) etc., etc., etc. 
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Psychiatry on Trial, By Matcorm LADER. 
Harmondsworth: Penguin. 1977. Pp 202. 80p. 


On almost the last page of this very readable book, 
the author comments that ‘Psychiatry is not a 
comfortable branch of medicine”. This book deals 
with a particularly uncomfortable area in which 
psychiatry gets stretched well beyond the boundaries 
of any recognisable part of medical work. It is centred 
around the present controversy concerning the extent 
to which psychiatry is abused for political purposes in 
the Soviet Union. The author was stimulated to 
write this book in his personal experiences while 
acting as Sympostum Adviser to the World Psych- 
iatric Association from 1967-1973. All the officials of 
this organisation were necessarily involved in a num- 
ber of aspects of this problem. and Dr Lader himself 
visited the Soviet Union several times. However, the 
author takes some pains to provide not only a sum- 
mary of the debate about the Soviet dissidents, but a 
brief review of diagnostic and legal problems in 
psychiatry as a whole. These form nearly half the 
book, and are a very useful introduction to the later 
more controversial topics, particularly for non- 
psychiatrists. The cases of Plyushch, Bukovsky and 
Gluzman are given in a fair amount of detail, to 
illustrate the thorny problems involved. The final 
chapters include some brief personal sketches of the 
main characters involved in the World Psychiatric 
Association hierarchy around that time, and a brief 
discussion of possible lines of action to lessen the 
problems between Russian psychiatry and the rest of 
the world. 

The author is honest about his own viewpoints and 
convictions, but yet takes a reasoned and far from 
extreme position in conclusion. He recommends more 
contacts between psychiatrists of all nations, freer 
exchange of information about this problem where it 
occurs, and a general international agreement that 
psychiatric abuse of this type must be avoided at all 
costs. He is against overt confrontation with Soviet 
psychiatry simply on reasgns of principle, and recom- 
mends trying to find an intermediate policy where the 
disapproval of psychiatric abuse should be made very 
clear, without trying te achieve the expulsion of 
Soviet or any other psychiatrists from the World 


Psychiatric Association and similar international 
organisations. Dr Lacer recommended this policy 
just before the World Psychiatric Association Con- 
gress in Hawaii in 1977, and it seems that the Con- 
gress achieved what he recommends to a surprising 
degree. It remains to be seen whether the World 
Psychiatric Association under its new management 
will be any more successful in dealing with this 
problem. 

In summary, this can be recommended as a very 
useful and brief account of an important controversy 
which is going to be with us in one form or another for 
a long time. 


J. E. Cooprr, Professor of Psychiatry, 
University of Nottingham Medical School 


Aspects of Community Psychiatry: Review and 
Preview. Edited by Josm M. Drvic and 
Micuaex Dinorr. London: American University 
Publishers Group. 1978. Pp 174. £8.95. 


New Trends in Psychiatry in the Community. 
Edited by Georce Sersan. Cambridge, Massa- 
chusetts: Ballinger. 1977. Pp 307. £12.60. 


Community psychiatry has not so far acquired a 
literature equal to the importance of the subject— 
even when one allows for the fact that there are still 
widely differing views as to what it means. The two 
books discussed here, which are both based on the 
proceedings of conferences, have tried to refine the 
concept and one of them certainly does deserve to be 
taken very seriously. 

The cast of Dr Serban’s production is largely one of 
old troupers and it would not be surprising to find 
them going through some very well-worn routines. 
But this is not at all what emerges. Instead, there are 
papers with stimulating analyses of the conceptual 
problems of the subject and others packed with in- 
formation not published elsewhere. Astrachan offers 
some excellent working definitions, Langmer st al 
contribute a very substantial work on the epid- 
emiology of mental disorder in children and there is a 
debate of high quality between Dohrenwend and 
Struening about the significance of life events. 
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Though the achievements of the community mental 
health centre movement in the USA are defended, 
West raises the question whether the same amount of 
money would not have been better spent providing 
psychiatric services in community general hospitals. 
On the important question of evaluation, several 
contributors point out that this mostly takes the form 
of monitoring use of resources (which is easier) than 
of measuring outcome in patients, 

The book’s main fault is the lack of an adequate 
international perspective, apart from an account of 
the Geel community; this is in spite of the fact that 
most of the forces which produced American com- 
munity psychiatry are briefly acknowledged to have 
come from Britain. The quality of production of this 
book makes it a pleasure to read. 

The same cannot be said, unfortunately, for the one 
edited by Drs Divic and Dinoff, though they scatter 
words like ‘masterpiece’ through their introduction. 
Other than Lowy’s incisive paper on the place of 
community psychiatry in psychiatric teaching, these 
mostly chatty and unoriginal pieces do not deserve 
the immortality of hard covers. 


Huon Freeman, Consultant Psychiatrist, 
Hops Hospital, Salford 


The Personal Sphere Model. By Raout A. 
Scumrepeck. New York: Grune & Stratton. 
1978. Pp 199. $18.50. f 


The Personal Sphere Model describes the projec- 
tive test of that name which has been developed 
over the years by the author and his colleagues to give 
insight and understanding of the object relations of 
his patients, although it is clearly suitable for non- 
psychiatric cases. Many examples of the protocols are 
given together with a discussion of the test’s rationale 
and the consequent interpretations and scoring pro- 
cedures. Some evidence is presented concerning 
reliability and validity although these, by the 
standards of good psychometric tests, are somewhat 
weak. 

For researchers and psychiatrists of a psycho- 
analytic persuasion, it is clear from this book that 
the Personal Sphere Model test (which essentially gets 
subjects to draw their internal objects and their 
relations to them) is an interesting technique which 
deserves further research use. However, it would not 
appear to be sufficiently developed for clinical 
practice. 


PauL Kime, Reader of Psychometrics, 
University of Exeter 


' 183 


The Eighth Mental Measurements Yearbook. 
Edited by O. K. Buros. New Jersey: The Gry- 
phon Press. 1978. 2-Volumes Pp 1155 (Vol I) 
and 1027 (Vol II). $120 per 2-volume set. 

Psychiatrists wanting to ‘do a bit of research’ or 

‘include some figures’ to please an assessor tend to 

wander vaguely around their psychologist colleagues 

asking “which test they might use . . . .” Buros 

Yearbooks categorise and , discuss unbelievable 

quantities of information about tests and rating 

scales. The fields of intelligence, personality, aptitude 
and achievement are covered. Each test is briefly 
described and the concepts underlying them; test 
uses are discussed; basic psychometric data per- 
taining to validity and reliability are presented; and 
useful general comments made where appropriate, 

Tests and scales used in Great Britain are well covered 

although the Hamilton Depression scale and the Ley- 

ton Obsessionality Inventory are surprisingly missing. 

A book for the library of any department with re- 

search potential. 


Swwney Crown, Consultant Psychiatrist, 
The London Hospital (Whitechapel) 


Schizophrenia: Towards a New Synthesis. 
Edited by J. K. Winc. London: Academic Press, 
1978. Pp 291. £8.00. 


“The authors of this book have attempted to 
present all the many facets of our current knowledge 
about schizophrenia.” It is too large a claim and a 
new synthesis is not in sight. The book contains 
reviews by ten well-known experts of the present 
state of knowledge about most aspects of the illness, 
Shields on genetics, Iversen on biochemical and 
pharmacological studies, Venables on cognitive dis- 
order and Gwynne Jones on behaviour therapy 
provide particularly good chapters from their res- 
pective basic science disciplines. Social disablement, 
rehabilitation and resettlement are dealt with real- 
istically by Bennett, Creer and Wing, though with 
much repetition. Wing writes on clinical concepts of 
schizophrenia and, no doubt reflecting in part a weak- 
ness in British psychiatry and a paucity of clinical 
research by other workers, this is the least satis- 
factory element of the book. There is an undue em- 
phasis on cross-sectional studies and the identi- 
fication of symptoms using the Present State Exam- 
ination, The value in research of this tool is un- 
doubted but its limitations in diagnosis are ignored. 
Schizophrenia is parcelled into acute (positive, florid 
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or productive) and chronic (negative; clinical poverty 
and thought disorder) syndromes, and combinations 


of these two. The classical sub-types. are cursorily ` 


referred to, and there is brief discussion of the ante- 
cedents and evolution of the condition. Differential 
diagnosis is based here predominantly on current 
symptoms. Slater’s concept of symptomatic schizo- 
phrenia is accepted without criticism. There is an 
evident need for further long-term research. Other- 
wise this is a very reliable interim report. It should 
have been in paperback, since it will be widely read 
and useful. 


I. R. C. BATCHELOR, Professor of Psychiatry, 
University of Dundee, > p 


Group Appróaches in Psychiatry. By J. STUART 
WuirELey and Jonn Gorpon. London: Rout- 
ledge and Kegan Paul. 1979. Pp 245. £6.95. 


Group Psychotherapy. Theory and Practice. By 
Hucu MurLan and Max Rosensaum. New 
York: The Free Press. 1978. Pp 418. $17.95. 


Mullan and Rosenbaum have been leading 
exponents and teachers of group psychotherapy in the 
US for several years. Their textbook on the subject 
was first published in 1962 and became popular 
among trainees. With this new addition, they have 
kept abreast of the substantial advances in group 
therapy that have occurred over the last two decades. 
The first half of the book, an exposition by Mullan 
and Rosenbaum of their psychoanalytic approach to 

“group treatment, takes the reader methodically 
through patient selection, the setting up and organ- 
isation of the group, tasks of the therapist, ter- 
mination, and so forth. There are also useful chapters 
on the extended session, co-therapy, and transference 
and countertransference. The rest of the book con- 
sists of contributions by various therapists on other 
forms of group therapy including gestalt, encounter 
and psychodrama. 


In the preface Mullan and Rosenbaum invite é the 
neophyte therapist to study the group methods’ 


presented and then to select a method that is suitable 
to him and his patients. This is a reasonable in- 
vitation: the book is obviously designed for the new- 
comer to the field and offers him the opportunity to 
familiarise himself with one approach in detail, and 
several others in an introductory way. 

Group Approaches in Psychiatry is an apt title for ‘the 
book by Whiteley and Gordon. Their objective is to 
review for the trainee the varied applications of the 


group method in psychiatric practice. They achieve’ 
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this objective commendably in their discussion of the 
small and large group, therapeutic community, 
family group, experiential group, and the mental 
hospital as a small society. There are additional 
chapters on general aspects of group behaviour, 
group dynamics, and the evaluation of group 
therapy’s effectiveness. The trainee psychiatrist will 
find the review a useful, concise introduction to: the 
group field; it will enable him to appreciate the many 
important ways in which the group approach can 
serve his patients. 


Swney Biocu, Lecturer in Psychiatry, 
University of Oxford 


Satan’s Power: A Deviant Psychotherapy Cult. 
By Wriu1am Sms BAINBRIDGE. London: Univer- 
sity of California Press. 1978. Pp 312. £10.50. 


This is a fascinating book. The author, a sociologist 
from Washington, has used the research skills of an 
anthropologist and succeeded not only in getting 
inside a deviant psychotherapy cult but also in 
communicating succinctly his observations. The 
Power was started among middle class intellectuals 
who sought treatment among the London psycho- 
therapy fringe in 1963. Edward de Forest Jones, 
together with Kitty McDougal, founded initially a 
new psychotherapy which later developed into a 
complex theology of various defined deities. `, 

The Power sect are followed from their origins in 
London to their soujourn in Mexico. Small Chapters 
were established in Germany and Canada. Finally, 
ten years later, together with their Gods, liturgies and 
psychotherapeutics the cult disintegrated. Edward de 
Forest, the Omega, became depressed. 

The book contains many unusual words, some of 
which are pseudonyms used to maintain anonymity 
and others to describe the religious superstructure 
which had evolved. Bainbridge, participating himself 
in several therapies and religious rituals retains his 
objectivity and asks what protects orthodox psycho- 
therapy from Progressing along this ‘socially dis- 
astrous path’. 

The reviewer found hasten 8 particularly inter- 
esting; the magical nature of the psychotherapy is 
described, together with the complications which 
may arise when therapies are carried on outside any 
form of social or professional control. 

The book is a disturbing and appropriate challenge 
to psychotherapy and religious orthodoxy. It could be 
read by trainees in these disciplines and recommended 
to any who may be uncertain about the boundaries 


cand limitations of their own orthodoxies. It is serious 
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reading for all concerned with the borderlines of 
psychotherapy, religious belief and social deviance. 
There is a useful bibliography as evidence of the 
author’s success in maintaining his objectivity in 
what was a most bizarre and unusual research setting. 
Drawings of Powerites, their religious symbols and 
their worship arrangements all assist in conveying to 
the reader something of the Power of Satan. The 
typography too is very clear. 


Joun L. Cox, Senior Lecturer in Psychiatry, 
University of Edinburgh 


The Woman Patient: Medical and Psychological 
Interfaces. Volume 1: Sexual and Repro- 
ductive Aspects of Women’s Health Care. 
Edited by Markan T. Norman and Carou C, 
Naperson. New York: Plenum Press. 1978. 
Pp 363, £12.28. 


This is the first volume of a series, Woman in 
Context: Development and Stresses. The American 
authors, mostly women, include gynaecologists, 
psychologists, psychiatrista, members of a support 
group for pregnant women and parents (COPE) and 
a feminist consultant. The book relates to American 
medicine but in spite of differing attitudes of pro- 
fessionals and patients much of it is relevant to 
medicine elsewhere. The chapters represent diverse 
views and, in such a book, inevitably include criticism 
of some of the treatment women receive, of those who 
provide it and of the training they receive. The 
chapter on feminism is a little confused and its impact 
marred by jargon and imprecise verbosity. ‘There 
are good chapters on the psychological effects of 
operations such as abortion, hysterectomy and 
mastectomy and an excellent review of the impact of 
infertility which deserves wide reading among those 
advising patients with this problem. Topics such as 
rape, sexual problems and cosmetic surgery are 
included while the menopause receives two chapters, 
the second reviewing our limited knowledge of the 
psychological impact of the climacteric and the 
events that may accompany it. 

This book will be of considerable interest to 
professionals and laymen interested in the medical, 
psychological and social problems of women and will 
be thought-provoking particularly for doctors and 
nurses working in the fields of psychiatry, gynaeco- 
logy, breast surgery, family planning, marital and 
psychosexual counselling. 


STUART STEELE, Consultant in Obstetrics and Gynaecology, 
The Middlesex Hospital, London 
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Mental Illness in Pregnancy and the Puer- 
perium. Edited by M. Sanper. Oxford. 
University Press. 1978. Pp 127. £6.00. 


This small book is a collection of papers presented 
at a symposium, most of which had already been 
published elsewhere and were ‘in the press’. The 
foreward by Sir John Dewhurst claims that the sym- 
posium was highly successful but this does not come 
through in the book, so there must be something 
lacking in the editing. 

The subject is a difficult one for the researcher, for 
major mental illness is relatively rare and very few 
investigators, unless they have spent many years 
working in the area, will have amassed sufficient 
experience to speak with authority. There is therefore 
a tendency to go for the bigger numbers by including 
the minor disturbances and generalizing from them. 

On reviewing the contributions it should have been 
possible to produce a more helpful publication but this 
would have meant including discussion papers and 
recording general participation in terms of questions 
and answers. This is becoming standard practice in 
many published symposia and it does fill in gaps and 
clarify. It also entails considerable editing but the 
effort is generally worth it. The present publication 
suffers from the lack of these contributions. 

The book does bring together the psychiatrist, the 
obstetrician, the paediatrition and the pharma- 
cologist and therefore the concept is commendable. It 
is unfortunate that more was not made of the opport- 
unity. 


Myre Sim, Professor of Psychiatry, 
University of Ottawa, Canada 


Delusions of Infestation, Dermatozoenwahn— 
Ekbom’s Syndrome. By Annika Sxortr. Re- 
ports from the Psychiatric Research Centre, St 
Jorgen Hospital, University of Goteberg, 
Sweden. No 13. Pp 132. £4.00. 

This account of a controlled study of 57 patients (42 
women and 15 men) with delusions of infestation is a 
valuable addition to the literature. As the author 
points out the condition is less often directly en- 
countered by psychiatrists than by dermatologists 
among whom it is commonly but incorrectly known as 
parasitophobia or acarophobia. It is, indeed, not a 
phobia at all but a delusion in that in the face of all 
evidence to the contrary the sufferer has an unshake- 
able conviction of being infested by insects, maggots, 
etc, which are living on or within his skin. While 
the symptom may possibly occur in isolation it would 
seem more often to be associated’ with a wide range of 
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psychiatric disability and not infrequently in con- 
junction with deafness, visual handicaps and certain 
other physical conditions, although where these were 
present they were not considered to be the single or 
most important causal factor. In almost half the 
patients an organic brain disorder was identified ; 
while sixteen suffered from paranoid illness and eight 
from unipolar depression. 

In view of these and other findings the author con- 
cludes that the impression derived from studying the 
literature, that a delusion of infestation is usually an 
isolated phenomenon occurring without relation to 
other psychotic symptoms and best characterised as a 
primary delusion, is incorrect. In contrast she views it 
as a non-specific symptom analogous to certain 
hypochondriacal states and to dysmorphophobia. 
Interestingly enough in her series of cases the response 
to treatment and overall prognosis was not as poor as 
many might have predicted. In only one-third did the 
illness become chronic and even some of these gained 
some relief from treatment. 


W. H. TretHowan, Professor of Psychiatry, 
University of Birmingham 


Behavioural Treatment of Obsessional States. 
By H. R. Beecu and M. VAUGHAN. Chichester: 
John Wiley. 1978. Pp 189. £7.50. 

After reading this detailed closely argued critical 
presentation of the evidence, it is difficult to share the 
authors’ conclusion that for obsessive compulsive 
neurosis ‘behaviour modification has not proved to 
be as successful as is sometimes claimed in experi- 
mental reports and review articles’. In fact, the 
evidence presented in this book only supports this 
pessimistic conclusion as far as obsessive ruminations 
are concerned. Rituals respond reasonably well to a 
mixture of flooding, response prevention and model- 
ling though sometimes affective change and family 
problems may need extra attention. 

The nagging insistence on a ‘sound theoretical 
basis’ and contemptuous dismissal of ‘mere empiri- 
cism’ may annoy pragmatically minded psychiatrists, 
and the lack of diagrams or tables makes this, at 
times, a difficult book to read. However, clear 
conclusions are stated at the end of each chapter, 
even including the chapter entitled ‘Conclusion’ and, 
overall, the content is of considerable heuristic and 
clinical value. 

In view of their frequent lamentations concerning 
the dearth of controlled studies, it is surprising that 
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the authors’ did not delay publication until the final 
results of the Medical Research Council trial are 
available. Maybe they are already thinking of a 
second edition. 


Jonn Coss, Consultant Psychiatrist, 
St George’s Hospital, London 


Why Not Say it Clearly: A Guide to Scientific 
Writing. By Lzsrer S. Kino. Boston: Little, 
Brown. 1978. Pp 186. $5.95. 


Thorne’s Better Medical Writing (2nd Edition). 
By STEPHEN Lock. Pitman Medical. 1977. 
Pp 118. £3.50. 

The editor of a learned journal is much concerned 
to save his readers from the badly-written article— 
the press of new knowledge being so great that time 
wasted on such reading is time lost to science. This is 
why the writing of scientific articles is a special craft; 
but it’s a craft where few succeed who haven't first 
served a proper apprenticeship. From a number of 
master-craftsmen in the field, the aspiring medical 
writer could scarcely seek for better teachers than the 
editor of the British Medical Journal and a former 
editor of the Journal of the American Medical Association. 

Stephen Lock’s book is full of practical advice: 
what to write about (and what not to), where to send 
it (including the American journals), what to do if 
it’s rejected, the proper formalities to be observed, 
and the little courtesies which editors appreciate. And 
there are chapters on scientific style, the M.D. thesis, 
presenting a paper at & meeting, the problems of 
English for foreign authors, and how to write a letter 
to the editor. All this in the most transparent prose 
(‘good prose is like a window-pane’), with a deft 
touch and many amusing examples. 

Lester King is more directly concerned with 
grammar and style. Good writing, he says, is rarely 
natural; it comes from revision. Put down what you 
want to say, and then try to say it better; ‘there is no 
such thing as good writing, only good re-writing’. He 
ends with a useful chapter—the sort one doesn’t often 
find—on how to write a book review. 

Of course these books aren’t only for the beginner. 
They will keep the seasoned craftsman up-to-date with 
the latest techniques and remind him of things he 
didn’t know he’d forgotten. 


Epwarp Hare, Consultant Psychiatrist, 
The Bethlem Royal Hospital, Kent 
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Practical Aspects of Memory. Edited by M. M. 
GRUNEBERG, P. E. Morris and R. N. Sykes. 
London: Academic Press. 1978. Pp 786. £18.60. 

“If X is an interesting or socially significant aspect 
of memory, then psychologists have hardly ever 
studied X.” So claims Ulric Neisser in his brilliant 
opening address to the conference whose proceedings 
are contained in this book. The claim is deliberately 

provocative but has enough truth to highlight a 

paradox. Everyday life throws up a host of memory 

problems which are discussed by journalists, bio- 
graphers, lawyers and many others. Yet the increas- 
ingly large number of psychologists who study memory 
professionally are mostly busy with theories and 
experiments that appear to have only token relevance 
for real-life problems. This paradox is sufficiently 
disturbing to have prompted an International Con- 
ference on Practical Aspects of Memory with the clear 
aim of stimulating interest in the practical signi- 
ficance of researches into human memory. The 
imaginatively planned conference was held at Car- 

diff in September 1978 and this book, published a 

mere three months later, contains 88 of the papers 

presented. Consider some symposium headings: 

Memory in everyday life, memory aids, eyewitnessing, 

facial recognition, memory in children, memory and 

reading, memory in the deaf, strategies in memory, 
brain damage and clinical measurement, drugs and 
memory. Most of the papers are good quality and 
relatively free from jargon and, since each paper gives 

a bibliography, the book is a useful guide to current 

researches. Overall, the book attests progress with 

responsible work which will make Neisser’s claim less 
true in the future than it is at present. 


Tan M. L. Hunter, Professor of Psychology, 
University of Keele 


Hypnosis at its Bicentennial: Selected Papers. 
Edited by Fren H. Franxet and Harorp S. 
ZAMANSKY. New York: Plenum Publishing. 1978. 
Pp 306. $17.32. 


This publication consists of 29 papers selected from 
over 60 contributions from 9 countries and presented 
at the 7th International Congress of Hypnosis and 
Psychosomatic Medicine held in Philadelphia in July 
1976. 

The congress is now an established event in the 
calendar of multidisciplinary psychiatry and this 
bicentennial volume provides a worthwhile and 
historic record. Selective study is simplified by the 
division into historical and theoretical, experimental 
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and clinical papers and the contents of each make 
fascinating and instructive reading. 

The book indicates the sophisticated and scientific 
level to which the practice of hypnotherapy has been 
raised in the treatment of certain mental illnesses and 
emphasises the need for continuing investigation and 
experimental work which must inevitably form the 
solid foundation of authentic therapeutic practice. 

Included in the results aye a number of properly 
constructed studies into the nature of the hypnotic 
state, a question which has exercised the minds of the 
protagonists of the art since long before the days of 
Mesmer. It is also well demonstrated that hypnosis 
should never be used as a short cut for symptom 
removal but rather as technique involving dynamic 
and behavioural methods and one well worth 
acquiring by the psychiatrist interested in adding an 
additional tool to his therapeutic armamentarium. 

An overall impression is of the seemingly dis- 
proportionately large number of papers from the 
USA, although as hosts and by virtue of their high 
quality this may not be entirely unjustified. 

The volume in itself is an immaculate presentation 
in hardback. The editors are to be congratulated on 
undertaking a formidable task with such impressive 
results. 


Davip Waxman, Clinical Assistant in Psychological 
Medicine, Central Middlesex Hospital, London 


Psychopolitics. By Miron GREENBLATT. New 
York: Grune & Stratton. 1978. Pp 278. $18.50. 


In the U.S.A. some years ago I was introduced at 
an official gathering as a ‘psychopenologist’. I can 
still recall the frisson that ran down my spine as this 
neologism grated on my puritanical consciousness. 
Now we are introduced to another of the same genre 
—psychopolitics! It’s an ugly concoction. 

But ugly or not, the undeniable fact is that we are 
all, willy-nilly, practitioners of psychopolitics. Most of 
us can remember, and that not too long ago, when 
we would have subscribed to Dr Greenblatt’s belief 
that, ‘To many professionals, work in the field of 
psychopolitics is equivalent to lowering one’s standard 
of ethics and morality, getting one’s hands into dirty 
business and besmirching one’s reputation’. No more. 
Today, either we politicize (sic), or we sink. 

Dr Greenblatt writes with great authority, And so 
he may: his experience is enormous. For a very 
considerable proportion of his working life he has 
hammered away at the interface between psychiatry 
and politics, and although he appears to have 
escaped unscathed, it is evident that at times he has 
received a fair old battering. 
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Particularly poignant is his account of an attempt 
to exercise his own initiative. He decided, on his 
appointment as superintendent of the Boston State 
Hospital, not to occupy the baronial mansion that 
went with the job, but to convert it into a halfway 
house. In so doing he fell into every conceivable 
political, legislative and bureaucratic trap, 80 much 
s0, that at one time both staff and patients were in 
grave danger of eviction by the State Police. The 
monstrous tangle was eventually sorted out, and— 
‘The house continued its work, and ‘eventually 
demonstrated the great possibilities of this “new” 
modality in the treatment and rehabilitation of 
chronic state hospital patients’. 

Although Dr Greenblatt concerns himself exclu- 
sively with the scene in the U.S.A., events on that 
side of the Atlantic have a habit of casting their 
shadow over here. His is a book well worth reading, a 
task made even more pleasurable by the fact that it is 
beautifully produced, immaculately proof-read and 
indexed and, allowing for the incursion of some 
Americanese, very well written. 


Henry R. Roum, Consultant Psychiatrist, 
Epsom, Surrey 


Muscles Alive: Their Functions Revealed by 
Electromyography. By J. V. BAsMAjIAN. 
Fourth Edition. Baltimore: Williams and 
Wilkins. 1978. Pp 495. $36.00. 


Dr Basmajian has written extensively on the use of 
electromyography in the study of the behaviour of 
skeletal muscles in rest, posture, and movement. Much 
of the original work in this field is his own and this 
fourth edition of Muscles Alive continues to lean 
heavily on the experimental findings of the author 
and his past and present collaborators. The text 
tends to be repetitive but contains much ‘useful 
information. Some proof reading errors have slipped 
through, disappointing in a fourth edition. 

New chapters on the larynx and eye muscles will be 
of interest to the appropriate clinicians, and -neuro- 
logists will be intrigued to see which movements 
really involve the muscles they seek to test at the bed- 
side. The book is of most interest however to the 
student of the mechanics and kinetics of human 
muscle movement. There are better sources of in- 
formation on biofeedback, basic muscle physiology, 
and on clinical emg. The appeal of this volume is 
therefore somewhat specialised. 


M. J. A. Harrison, Consultant Neurologist, 
The Middlesex Hospital, London 


BOOK REVIEWS 


The Nervous Body: An Introduction to the 
Autonomic Nervous System and Behaviour. 
By C. Van Towzer. Chichester: John Wiley. 
1979. Pp 176. £11.00. 


Dr Van Toller has written this short text to provide 
an account of the autonomic nervous system (ANS) 
to suit the needs and interests of the psychology 
student. There are chapters on the evolutionary and 
historical background, the peripheral and central 
anatomy, psychophysiology and pharmacology, bio- 
feedback and emotion, and on psychosomatic disease. 

The text is easy to read and presents established 
knowledge clearly. More controversial matters are 
fairly set out with sufficient detailed descriptions of 
the original experimental material to enable the 
reader to judge for him or herself. Dr Van Toller does 
not commit himself to an overall theory relating 
behaviour and the activity of the ANS. This is perhaps 
a slight disadvantage to the newcomer seeking to pull 
all the material together, although such a general 
reader will find this an admirable introduction to the 
subject and its literature (up to 1977). The style of 
presentation suits the main purpose of the book 
which is to be seen as a very readable series of course 
lectures. 


M. J. A. Harrison, Consultant Neurologist, 
The Middlesex Hospital, London 


Tackling Vandalism. Edited by R. V. G. CLARKE. 
Home Office Research Study No. 47. London: 
HMSO. Pp 91. £2.00. 


This report is the latest set of results and con- 
clusions produced by a Home Office Research Unit 
project concerned with crime prevention through 
environmental manipulation. This approach stems 
from the current conventional wisdom that reforming 
offenders is impossible. The findings of three studies 
are presented. The first study is concerned with the 
extent of vandalism in a large housing estate; very 
few instances are reported to the police and hence the 
amount of vandalism recorded in the Criminal 
Statistics is a gross underestimate. The second is a 
self-report study of involvement by adolescent boys in 
vandalism; the majority will admit to minor acts of 
vandalism. The third, an attempt to apply the 
fashionable American notion of ‘defensible space’ to 
London housing estates, confirms several of the 
hypotheses linking architectural design to the inci- 
dence of vandalism. However, the density of the child 
population in these estates emerged as the single most 
important variable affecting the rate of vandalism. 
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The implications of these studies for the prevention 
of vandalism revolve around the inter-relationship 
between public surveillance of property and indivi- 
dual respect for the property of others. Increasing 
surveillance may be easier to bring about, if archi- 
tects and planners incorporate this demand into their 
designs; changing their attitudes towards property 
does not seem to be so easily accomplished. 


A. J. FowLes, Lecturer in Social Administration, 
University of York 


Longitudinal Research on Drug Use: Empirical 
Findings and Methodological Issues. Edited 
Denise B. KanpDEL. Washington: Hemisphere 
Publishing Corporation. 1978. Pp 314. £15.90. 


Four possible groups should be directed towards 
reading this book. First policy makers in the UK who 
have yet to organise even a cross sectional survey of 
drug use should be shamed by 16 completed long- 
itudinal population studies from the USA. Secondly 
the admirable synthetic introduction by Kandel lists 
19 propositions derived from the findings regarding 
patterns of involvement in drugs, and antecedents and 
consequences of drug use. These should be of interest 
to any (and all) doctors who have any contact with 
adolescents or young adults since they are of obvious 
relevance to this country; the book should be 
borrowed for this chapter alone. The remainder of the 
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book consists of highly competent accounts ‘of eight 
selected projects and four commissioned technical 
commentaries. These are of interest to the drug 
dependence professional and to anyone proposing 
longitudinal studies with model building and testing 
in the mental health field. Two will be mentioned as 
examples. Kandel delineates the factors preceding 
experimentation with drugs, including parental and 
peer group drug taking, and examines the much 
vexed question of progression between alcohol, 
cannabis, stimulants and sedatives, hallucinogens and 
heroin, suggesting that this may well be culturally 
dependent. Lee Robins investigated servicemen who 
used drugs in the particularly unpleasant social 
situation of Vietnam; she concludes that especially 
among persons predisposed to drug use (young, 
black and from inner cities) the situation facilitated 
drug use; thus the availability of drugs combined 
situational pressures to exaggerate preexisting demo- 
graphic factors. The final target audience, I suggest, is 
anyone organising a conference and planning publi- 
cation of proceedings. This well integrated and pro- 
fessional report from a conference sponsored by the 
Centre for Sociocultural Research on Drug Use of 
Columbia University, is a shaming example to com- 
pare with the usual dreary and haphazard mélange of 
papers that emanate from most such events. 


Martin Mrrcueson, Consultant Psychiatrist, 
University College Hospital, London 





TEACHING PSYCHIATRISTS HUMANITY 
Dear Sir, f 

I think it may be appropriate to raise for discussion 
in your correspondence column a matter of psychiatric 
interest which was in fact reported in another journal. 
I refer to a recent subjective account of a schizo- 
phrenic illness reported in a recent number of the 
British Medical Journal (Wescott, 1979). I wish to 
comment on a single point. 

The author of the paper notes that he had expected 
to find in his psychiatrist ‘a certain amount of 
humanity’ but that unfortunately he felt that this had 
been ‘trained out’ of psychiatrists in pursuit of 
scientific objectivity. It seems to me that this point 


merits very serious consideration. In the fourth edition 
of the Reading List in Psychiatry published by the 
Royal College there are some 500 references. Although 
the writings of such people as Goffman, Scheff and 
Rosenhan are mentioned they in fact form a minute 
part of the list. Furthermore, there seems to be no 
reference: to any subjective accounts of psychiatric 
illness as written by patients. Might I suggest a way 
of redressing this imbalance? 

A series of such accounts, including experiences of 
treatment, could without too much difficulty be 
collected and reflect different categories of illness 
and treatment setting. This collection could then be 
issued as a special publication of the College. I feel 
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that this in itself would provide an incentive for the 
busy trainee to regard such considerations as being 
an essential part of his formal psychiatric education. 

S. Oaxzs 
The Queen Elizabeth Hospital, 
Edgbaston, Birmingham 


Reference 
Wescorr, P. (1979) British Medical Journal, i, 989-90. 
s 


LUNG CANCER AND SCHIZOPHRENIA 
DEAR Sr, 

If it is indeed a fact that lung cancer is excessively 
rare among schizophrenic patients who smoke, this 
could be related to their medication. Phenothiazines 
are concentrated in the lung to a greater extent than 
in any other organ except the liver, and have been 
shown to possess antitumour effects both in vitro and 
in vivo (1). 

A. A. SOHEF 
E. R. Squibb, 
Regal House, 
Twickenham TW1 3QT 


Reference 
(1) Dreco, J. S., Meinic, N. R., Qumnr, F. R., 
Lomax, N., Davicnon, J. P., Ina, R., Ansorr, B. J., 
Conateton, G. & Dupzax, L.. (1978) Psychotropic 
drugs as potential antitumour agents: a selective 
screening study. Cancer Treatment Reports, 62, 45. 


A 48-HOUR PERIODIC MANIC-DEPRESSIVE 
ILLNESS PRESENTING IN LATE LIFE 


Dear Sr, 

Since affective disorders with regular 48-hour 
cycles are rare (Gelenberg et al, 1978), and bipolar 
illnesses most frequently have an onset before the 
age of 40 years (Hopkinson and Ley, 1969; Woodruff 
et al, 1971), we wish to report a case of bipolar manic- 
depressive illness with a regular 48-hour cycle 
presenting in late life. 

Mr H. M. was referred at the age of 70 years with 
a two-month history of “having mood swings, 
signing cheques and then cancelling them, and 
feeling that he ‘needs to be locked up’.” He gave a 
very clear account of being in “good form, too good 
form” on one day and feeling depressed and lacking 
in interest and energy on the following day. On 
elated days he experienced racing thoughts, and had 
many new projects, thinking of new adventures and 
securing a happy life for his wife after his death. 
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He often bought expensive things which he did not 
really need, and on one occasion he ordered two 
tractors. The good day was followed by 24 hours of 
depression, when he realised the blunders he had 
made and tried to correct them, cancelling the 
orders and cheques. He then became withdrawn and 
felt sorry for himself and had no energy, interest or 
appetite. He frequently, but not invariably, wakened 
early in the mornings. If he wakened at 2.00 a.m. he 
would quite suddenly experience a change in his 
mental state, “I’d know Id changed, just like that”. 

There was a family history of a brother who had 
died in a mental hospital after being there for twenty 
years, but the nature of that illness could not be 
determined. Mr H. M. himself had had no previous 
psychiatric illnesses and had a good previous per- 
sonality. He had always been very active, a self- 
employed and successful businessman who was 
independent and aggressive in his dealings and 
domineering in his family’s affairs. He had had a 
happy childhood with no serious illnesses, nervous 
traits or neurotic symptoms. : 

On mental state examination he was always able to 
give a good account of his symptoms and had good 
insight into the nature of his disturbance. On elated 
days he was found to be interfering and talkative, in 
contrast with his depressed days when he was solitary 
and retarded. On physical examination he was a 
well-built healthy looking 82.7 kg man. His blood 
pressure was 130/80. The only abnormalities were a 
scar in the right fundus following an operation for 
detached retina, and oesteo-arthritis of his left hip 
and knee. 


The following routine investigations were carried 
out, and results were all within the normal range: 
haemotological indices, blood urea and electrolytes, 
fasting blood sugar, liver function tests, VDRL and 
TpHA, serum B,; and folic acid, FTI and TSH. 
Protein electrophoresis showed a monoclonal band in 
the gamma globulin which was identified as an IG 
lambda, and there was some immuno-suppression of 
IgM. There were no free light chains in the serum or 
urine, and the immunological findings were not 
considered to be significant. Chest and skull x-ray, 
EEG and brain scan were all reported to be within 
normal limits. Psychometric testing was carried out 
on one of his ‘good days’, and although his capacity 
for new verbal learning was unimpaired there was 
evidence of impairment in visuo-spatial memory and 
psychomotor retardation on the digit-copying test and 
memory for designs. 


Initial observation in hospital confirmed his story 
of regularly repeated days of hyperactivity followed 
by retardation, and his subjective symptoms were 
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recorded on visual analogue scales, as described by 
Ashton et al (1978) (see figure). During this initial 
observation in a drug-free state, his symptoms and 
behaviour appeared to settle, and after two weeks 
he was given a period of leave. He returned after 
four days with a recurrence of his regularly recurring 
mood swings and he was started on lithium carbonate 
(Priadel) 800 mgms at night, which produced a 
serum lithium level of between 0.6 and 0.8 mmol/l. 
Three days after starting his medication he said he 
noticed a definite change, and he has had no further 
symptoms or objective evidence of depression or 
hypomania since that time. He has now been followed 
up for six months without any recurrence of his 
affective disorder. 
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Fre—Daily self-ratings of alertness, depression and 

anxiety on visual analogue scales. Average or ‘normal’ 

degree for each mood is rated as 100,.and the range of the 

scale is from ‘very much below average’ (0) to ‘very much 
above average’ (200) on a 70 mm line. 
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On account of his psychometric test results, we are 
concerned. that there may be an underlying organic 
brain disorder, but no further evidence of this has 
come to light. 

Davo J. Kino 
SHARAF A. M. SALEM 
Nasser S. MEIMARY 
Holywell Hospital, 
60 Stesple Road, 
Antrim BT 41 2RF ° 
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COMPILATION OF PAPERS 


DEAR Sr, 

A Compilation of Papers for the use of Postgraduate 
Students of Psychiatry (5th edition) is now available 
from Wyeth Laboratories. -Seventeen of the papers 
included in previous editions remain, and there are 
four which are new. 

Copies are obtainable from Mr S. Agness, Wyeth 
Laboratories, Huntercombe Lane South, Taplow, 
Maidenhead, Berks. SLG OPH. The book itself is 
free, but £1.00 should be sent to cover the costs of 
postage and packaging within the U.K. Overseas 
postage rates will be sent on application. 


B. M. BARRACLOUGH 
A. C. SMITH 


(Editors) 
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Proceedings of the International Smoking Behaviour Conference 


An up-to-date summary of the current status of knowledge in a held in England in 1977. 


variety of clinical topics. It is written by fifteen distinguished 


contributors. { 
Available in autumn i 
New Book a Community Psychiatric Nursing | 
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Communi HANDICAPPED IN THE COMMUNITY 
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The first major textbook on community psychiatric nursing. 
Clearly describes the principles, aims and functions of this 
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analysis of one team’s operation of a nursing service for 
psychiatric patients in the community. 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychistrists, 17 Belgrave Square, London SW1X 8PG. 
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with the Editor’s written permission. 


Manuscripts Two high quality copies (one of which should be the original typescript) should be submit- 
ted. Articles must be typed on one side of the paper only with double spacing and wide margins, and the 
pages must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 


the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles af journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
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the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SWIY 5AG), 1974 edition. They should check the 


accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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Onsecond 
thoughts... 


A restless mind in an overtense 
body, fretting the wakeful hours away. 


Cycles of mental and physical 
tension, setting up barriers to 
natural drowsiness. 
To help such patients over these 
initial hurdles, a mild relaxant may 
be all they really need. i 
Before you consider recourse toa. 
hypnotic, try two Trancopaltablets, 
taken at bedtime. Just to help them 
unwind intonaturalsleep. 


chlormezanone 


first step to restoring sleep( 


Trancopal (PL 0071/5098): Each tablet contains 200 mg chlermezanone. Bottles of 60. 
Dosage: For patients suffering from muscular spasm or anxiety which prevents 

sleep, a usual dose of two tablets at night is recommended. 

Basic N.H.S. Cost: One week's treatment (2 tabs nocte) 59p. 

Side-effects and precautions: Trancopal may cause minor side effects such 

as drowsiness, dizziness and drying of the mouth. Ambulant patients who 

experience drowsiness should not drive or operate machinery. The sedative 

effect may be potentiated by alcohol and other tranquillisers, particularly 

phenothiazine compounds. Trancopal should not be used with monoamine oxidase 
inhibitors. Trancopal is a registered trade mark. Further information one 
available from: Winthrop Laboratories, Surbiton-upon-Thames, Surrey KT6 4PH. Win THROP' 
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The Retreat, York 


for Psychiatric Ilinesses 




















Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness:on the short or long 
tem in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


“The Nursing. Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £13.85 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO15BN 
(Telephone 0904-54551). 


ST. ANDREW’S HOSPITAL, NORTHAMPTON 


Eating Disorder Unit 


St. Andrew’s Hospital’s range of specialised treatment facilities is being extended 
to include specific nursing, medical and rehabilitative programmes for patients 
with eating disorders. The majority of patients will have anorexia nervosa type 
difficulties. 


Treatment orientation is psychotherapeutic although initial firm control over 
eating behaviour and realignment of body weight will be necessary. The Unit, 
which will form part of the admission area, will be run by staff with specialised 
training. 


For further details apply to 
THE MEDICAL DIRECTOR, 
St. Andrew’s Hospital, Northampton, NNI 5DG. 
Telephone (0604) 21311 
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The addition of Disipal to phenothiazine therapy enables optimum therapeutic response to be achieved 
without unacceptable side effects. Disipal also elevates the patient's mood, thus relieving the depression so 
often associated with major tranquillizer therapy. 

Drug of choice 

Following a three month double blind crossover trial, the authors concluded that, “orphenadrine is the drug 
of choice in the treatment of drug-induced extra-pyramidal reactions and depression”! 


Increased response 
Furthermore, the authors postulate that “the introduction of orphenadrine in the treatment of a patient whose 
response to phenothiazines is not maintained, might well result in further benefit”! 


For patients on major tranquillizer therapy 


í 


* controls extra-pyramidal reactions 
* elevates patient mood. 


L Capstick N. J Int. Med. Res., 1976,4 (6), 435. Disipal, orphenadrine hydrochloride B.P, is a registered trade mark 


Full prescribing information on request from:— 


O Brocades |Great BritainiLid 


Brocades House. Pyriord Road, West Byfiset Weyondge. Surrey KT14 GRA 
Telechone Byficet 45538/42291 Telex 91730! 
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NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 
ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. S$G6 IAQ 
ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


NEW ZEALAND 
WELLINGTON HOSPITAL BOARD 
WELLINGTON CLINICAL SCHOOL OF MEDICINE 


PSYCHIATRIST 


WELLINGTON HOSPITAL 


Applications are invited for the post of Psychiatrist at the Psychiatric Unit situated in this 846 bed General 
Hospital. The Psychiatric Unit has 40 inpatient beds, a Day Hospital and a very busy (8000 plus atten- 
dances per annum) Out-patient Department. 

Wellington is the Capital city of New Zealand, centrally situated, and offers excellent educational, cultural 
and recreational activities. 

The appointee would be expected to contribute to both clinical supervision and formal training of psychi- 
atric Registrars. Interest in teaching is essential as not only do 190 4th, 5th and 6th year Medical Students 
have the major part of their clinical experience in Psychiatry at the Unit, but there is an active Registrars 
Training Programme for the M.R.A.N.C,P. in which all Registrars are expected to be involved. An interest in 
consultation/liaison psychiatry would be an advantage. 

Although the post is a full time one, applicants for a less than full time post wishing to do a small propor- 
tion of part time private consultant practice outside the hospital will be considered. 

Salary is in the specialist automatic scale $NZ19,621—$NZ25-364 p.a. plus $365 general wage order 
allowance, with automatic annual increments. Higher Merit Gradings with strict limitations are possible 
above the upper limits of the automatic scale. An additional duties supplement is paid up to a maximum of 
10% of the basic salary to full time appointees. 

Applicants should obtain an application form and a copy of the Conditions of Appointment from the 
Chief Executive, Wellington Hospital Board, P.O. Box 10245, Wallington, New Zealand. 
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F. KRÄUPL TAYLOR 


PSYCHOPATHOLOGY—its Causes & 
Symptoms 


Revised Edition 


This revised and updated edition of a classic in its 
field will be published September 3rd 1979 


216x138 mm 362 pp. 
ISBN o 905898 03 6 {cloth} £9.50 
ISBN 0 905898 04 4 (paper) £5.50 
Quartermaine House Ltd., 
Windmill Road, Sunbury-on-Thames, 


Middlesex, England 


Available from publishers or any leading booksellers 






NEW ZEALAND 
DEPARTMENT OF HEALTH 


PSYCHIATRIST 


LAKE ALICE HOSPITAL, MARTON 


Applications are invited for the above position 
Applicant must hold DPM. ar equivalent 










Post-Graduate Specialist qualification recognised by the Medica! Council of New Zealand. Duties: Clinical 
responsibility as a specialist for the care of psychiatric patients, in addition to general psychiatry and out- 
patient services the hospital carries an interesting 30 bed National Children’s Unit and @ 56 bed National 
Maximum Security Unit for forensic patients with violent or dangerous propensities. 

Rural situation: Near idea! climate. Extensive research programme and facilities with Massey University at 
Palmerston North. The hospital operates an extensive community psychiatric service. House provided. 
Salary automatic scale NZ$19,621 to NZ$25,364. The post carries all privileges of State Services employ- 
ment. 

Successful applicants will receive assistance with fares and transfer of personal baggage to New Zealand. 












Further particulars and application forms may be obtained fram: 


The Chief Migration Officer 
New Zealand House 
Haymarket LONDON SW1Y 4TQ 







Please quote reference Imm 2/327/21. Closing date for applications is October 1st 1979. 
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UNIVERSITY OF NIGERIA, NSUKKA 
Vacancies 


Faculty of Medicine 


Department of Psychological Medicine 
Advert. REF: 
UNP/SSR.9/4.79/PSYCHO.MED 


Posts: READER 
SENIOR TECHNOLOGIST 


Qualifications and Duties 


Candidates for Readership must be medi- 
cally qualified and should possess post- 
graduate degree or diploma in Psychi- 
vatry. They should have had several years 
of University. teaching and research 
“experience. Evidence of | scholarship 
«shown by published works and by 
ongoing work would be a great advan- 
tage. Successful candidate will teach 
undergraduate and postgraduate courses 
and to initiate and organize research pro- 
jects in the Department. . 
Candidates for the post of Senior Tech- 
nologist must possess FIMLT/AIMLT with 
special interest in Chemical Pathology 
and Haematology. Successful candidate 
will help in extensive research dealing 
with the biochemistry of various mental 
disorders. Experience-—-5 and 7 years for 
candidates with FIMLT and AIMLT 
respectively. 


Salary Scales 

Reader-—-GL. 15: N9,996—N1 1,028 p.a. 
Senior Technologist—GL. 10: N5,460— 
N6,432 p.a. 


Conditions of Service 


For Nigerians, and non-Nigerians on con- 
tract, fare paid for appointee, wife and up 
to five children under eleven years of age 
on appointment. Annual leave with leave 
allowance for Nigerian staff and 3 
months vacation leave for every comple- 
ted 21 months for non-Nigerian staff. 


Free medical service, part-furnished 
accommodation at standard rates, if 
available, or rent allowafice paid in lieu. 
Appointment of. expatriates is on 
CONTRACT for a specific period with a 
contract addition of 15 per cent of salary 
every month (10 per cent for those notin 
medicine, veterinary science and 
engineering) and 15 per cent for every 
year of service of terminal annual salary 
as gratuity at the expiration of contract. 
Allowance, if approved, is payable on 
appointment to British nationals under 
the BESS and to United States nationals 
under. the USAID. supplementation 
scheme. Recipients must be senior lectu- 
rers or above in science-based disci- 
plines. 

Method of Application 

Send five copies of typewritten applica- 
tion giving nationality, age, marital 
status, details- of educational and pro- 
fessional qualifications, institutions 
attended with dates, experience show- 
ing institutions with dates and names 
and addresses of three referees compe- 
tent to attest to applicant's pro- 
fessional/academic ability to Mrs. D. J. 


Garland, Nigerian Universities Office,. 


180 Tottenham Court Road, London 
WIP 9LE and one copy to the Acting 
Personnel Officer, University of Nigeria, 
Nsukka, Nigeria. Applicants should 
attach a passport photograph and a 
photo-copy of each relevant certificate 
claimed and inform their referees to for- 
ward sealed type-written confidential 
reports on their behalf direct to Mrs. D. J. 
Garland at the above address. Serving 
staff should forward. their applications 
through their Heads of Departments. 
Applicants wishing to apply direct to the 
Ag. Personnel Officer University of 
Nigeria, Nsukka, Nigeria are at liberty to 
do so. 

Closing date: 1st October 1979. 
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Amitriptyline BOWDEN HOUSE CLINIC 
first choice RLO BeA ORR 


æ Only 20-25 Mins. from London 
imm (re tment via Westway Extension 
ga Founded in 1911 by Dr. H. Crichton- Miller 


A non-profit making Charity outside the National 


‘RR 
of depression ee 





A private clinic (all patients having single rooms) for 


the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and. pathological investi- 
gations are miade in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. : 





Apply for details: Administrative Secretary 
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didates for the Judson Braun Chair in 

Biological Psychiatry, newly endowed 
Professorship for psychiatrist (eligible 
for California licensure) with record of 


Sed tr kil yn aiot distinguished research in biological 
i j trea tme aspects of mental illnesses. Equal 
responders to amitriptyline 


opportunity affirmative action 

employer. Send curriculum vitae, 

letter discussing career goals, five 

references to: 

Fritz C. Redlich, M.D. 

Chairman, Judson Braun Chair 

Search Committee 

Attn: Bernadette T. Smith 

UCLA Neuropsychiatric Institute 
760 Westwood Plaza 


ə Lentizol aids patient compliance by 
avoiding the need for multiple daily 
doses. 


}, Barton, JL. and Snaith, R.P. Curr.med.Res.Opin, 1, 3, 193, 1972. 
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the rapid dissemination of important and 
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The ever-increasing expansion of knowledge and interest in the field of psychiatry has created an urgent need for 
amedium through which researchers and clinicians can communicate results and ideas quickly. 

Psychiatry Research aims to fulfill these needs. 

Combining elegant computer typesetting technology with efficient administrative mechanisms, a skilled and 
decisive editorial board, and location of the editorial office in a major psychiatric research center, it will publish 
papers within three months of acceptance of manuscripts. 


Aims and Scope. 

The journal provides very rapid publication of short but complete research reports in the field of psychiatry. 

The scope of the journal encompasses .(1) Biochemical, physiological, genetic, psychological and social 
determinants of human behavior: (2) assessment of human behavior and subjective state; (3) evaluation of somatic 
and nonsomatic psychiatric treatments. In addition, reports of clinically related basic studies in the fields of 
neuropharmacology, neurochemistry, electrophysiology, psychology, and genetics will be published. 

Significant methodological advances such as instrumentation, clinical scales, and assays directly applicable to 
psychiatric research will also be appropriata, Book reviews will be a regular feature. Brief reviews, theoretical 
contributions, and letters to the editor will be considered. 


A selection of some papers appearing in initial issues: 

Sulcal Prominence in Young Chronic Schizophrenic Patients: CT Scan Findings Associated with Impairment on 
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Review Article 





Assessment of Patients for Psychotherapy 


By SIDNEY BLOCH 


SUMMARY Factors in the patient which have been commonly cited 





systematic research. 


Despite almost a century of the systematic 
practice of psychotherapy, the question of what 
sort of patient benefits from treatment has not 
yet been adequately answered. Patient attri- 
butes favourable and unfavourable for outcome 
are far from clear. Although there are factors 
on which many psychotherapists would agree 
and which constitute part of established clinical 
lore, assessment for suitability remains an 
unsatisfactory and sometimes even arbitrary 
process. Research findings on the topic are 
inconsistent, at times contradictory and con- 
sequently not as helpful as one would expect, 
particularly as such a substantial effort has been 
expended on them. 

The clinician is thus left with the problem of 
not being able to predict with any measure of 
certainty which patients among those he 
evaluates for psychotherapy will benefit, remain 
unchanged or even be made worse. As Wolberg 
(1977) puts it: ‘no valid criteria have ever been 
designed that can serve as a basis of prog- 
nosticating the results in psychotherapy’. For 
him, the ‘myriad intangibles, dinvo olved, make any 


estimates of prognosis a 
while the picture is evg 
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by therapists as relevant in assessment for ‘psychotherapy are exa- 
mined as well as the research done on them. These factors are discussed 
under four categories: (a) factors related to the illness, (b) personal 
“factors related to the treatment, (c) personal factors not directly 
associated with the illness and (d) current life circumstances. Research 
on methods of assessing patient suitability is discussed together with 
an account of the reasons for the rather disappointing contribution of 


assessment for group therapy. Yalom (1975) 
highlights the paucity of outcome studies which 
bear on inclusion criteria and comments on this 
as ‘a glaring defect and one that must be 
corrected before a sound scientific base for 
group therapy can be established’. 

The aims of the present review are: (1) to 
consider factors in the patient which have been 
most commonly cited by therapists in the 
clinical literature as relevant, and to examine 
the research that has been done on them. To 
what extent does systematic research support 
clinical lore? Are there patient factors which 
investigators have consistently demonstrated as 
related to outcome? (2) tò consider the pro- 
cedure whereby the therapist attempts to 
assess suitability. Although an assessment 
method like the clinical interview is routine, are 
there any research studies pointing to a more 
systematic, standardized procedure which might 
provide a better guide to selection? (3) to 
summarize the present state of knowledge about 
assessment and to comment briefly on the 
problems affecting research in this area. i 

One striking feature of assessment research 
is poor definition—of patient samples, type 
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of psychotherapy given, outcome measures, 
etc. It would therefore be prudent to begin by 
defining the limits of this review. The type of 
psychotherapy under consideration is medium to 
long-term, i.e. usually 6-18 months in duration. 
(In many research studies, though, therapy has 
been given mostly for about four months; it is 
still reasonable to c8nsider these and to extra- 
polate the findings to longer term treatment). 
Sessions are held weekly or twice weekly, but 
only occasionally more frequently. Therapy is 
insight-orientated, i.e. the patient is expected to 
make intellectual sense of his problems and of 
his behaviour, and is aimed at symptom relief 
and at change in aspects of personality pattern 
and functioning. Patients are adults, usually 
neurotic or personality disordered, attending 
out-patient clinics or private psychotherapists 
(not participants in ‘growth centres’ or en- 
counter groups). The therapists are psychiatrists, 
clinical psychologists or social workers, sharing 
the therapeutic goals mentioned above but not 
necessarily having the same theoretical 
approach. 

In assessment, the clinician commonly poses 
the question: ‘Is this particular patient suitable 
for psychotherapy?’ But it should be stressed 
that the patient cannot be viewed as inde- 
pendent of the many other variables involved in 
the therapeutic encounter such as the therapist 
himself, the patient-therapist relationship and 
the type of therapy given. A more appropriate 
question therefore is: ‘Which patient char- 
acteristics and problems are most amenable 
to which techniques, conducted by which type 
of therapist in what type of setting?’ (Strupp 
and Bergin, 1969). In this review, the focus is 
limited to patient characteristics and problems 
but, as we shall see in the discussion on research 
methodology, the four components of the 
question are to some extent interdependent. 

Research studies have used both length of 
time in treatment and ultimate outcome as 
criteria in considering assessment. Staying in 
treatment and outcome are obviously not 
synonymous and cannot be dealt with as if 
they were; the patient who remains in treatment 
does not necessarily improve (Frank et al, 
1957). Since in practice, however, the therapist 
is more concerned with which of his patients 
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will improve, this review will tend to focus on 
studies examining outcome. 


Factors in the patient that clinicians have 
traditionally used in assessment 


Psychotherapists have judged suitability for 
treatment on the basis of a variety of different 
factors in the patient. Indeed, the number and 
range of variables has mushroomed since 
Freud’s original caveats at the turn of the 
century about psychoanalytical psychotherapy: 
psychotically disturbed patients were poor 
candidates, as were those aged over 50. Later, 
he added unfavourable life circumstances as 
another poor prognostic feature (Tyson and 
Sandler, 1971). The emphasis among the earlier 
psychoanalysts was on diagnosis. Thus, Ernest 
Jones (1920) listed five diagnostic entities as 
suitable: hysteria, phobia, obsessive compulsive 
neurosis, hypochondria and psychosomatic dis- 
order. Later, Fenichel (1945) argued that 
diagnosis per se was an inadequate basis for 
selection and that certain conditions were 
associated with greater ‘accessibility’ to treat- 
ment. This led to development of the concept of 
‘analysability’ and with it less attention was 
paid to nosological factors. 

Some of the features mentioned above are 
concerned with the patient’s illness (e.g. 
psychosis as a contra-indication), some with the 
treatment process (e.g. analysability), others 
with the patient’s personal attributes (e.g. his 
age) and others with his current life circum- 
stances. These four categories, although rather 
arbitrary and overlapping (especially between 
illness and personal characteristics) are con- 
venient when trying to catalogue the many 
patient variables that have been considered as 
pertinent to prognosis: 

(a) Factors related to the illness—diagnosis in 
conventional nosological terms, symptom 
severity, course of illness, initial affect, (parti- 
cularly anxiety and depression) and response to 
previous therapy. 

(b) Personal factors related to the treatment— 
motivation, expectation of improvement and of 
the therapeutic process. 

(c) Personal factors not directly associated with the 
illness—age, sex, marital status, socio-economic 
status, educational attainment, intelligence, 
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habitual patterns of defence and coping with 
stress, previous sexual adjustment, previous 
social adjustment and nature of interpersonal 
relationships. This category also includes a 
construct that has been frequently mentioned— 
ego strength, i.e. the patient’s overall level of 


i= personality functioning. 


(d) Current life circumstances—financial state, 
marital and/or family situation and any acci- 
dental crisis such as an acute physical illness. 

Since it is beyond the scope of the present 
review to consider all these variables in detail, 
only those which have a close bearing on clinical 
practice will be considered. Four compre- 
hensive reviews during the past decade have 
discussed most of these patient factors and are 
recommended for evaluating the voluminous 
literature (Strupp and Bergin, 1969; Luborsky 

et.al; 1971; Garfield, 1978;  Meltzoff and 
_ Kornreich, 1970). They will spare the reader 
many a headache in coming to grips with the 
subject. 


(a) , Factors related to the illness 


(i) Diagnosis—inherent in the medical model 
is the determination of a diagnosis and with it an 
associated prognosis and plan of treatment. As 
previously noted, the early psychoanalysts 
adhered to such a model and attempted to 
distinguish those conditions for which treatment 
was suitable.. Through subsequent clinical 
observation, however, therapists have tended to 
identify the contraindications to psychotherapy 
rather than its indications. Although this 
information has proved useful, therapists have 
tended to avoid the use of traditional noso- 
logical diagnoses (Yalom, 1975; Tyson and 
Sandler, 1971). 

Common consensus among clinicians sug- 
gests that patients with the following conditions 
do not benefit from intensive psychotherapy 
(although they may be suited to other forms of 
psychological treatment): organic brain syn- 
dromes; the acute psychoses—manic-depressive 
and schizophrenic; severe personality disorders 
such as the sociopathic, extreme narcissistic, 
paranoid and hypochondriacal; drug and 
alcohol addiction and certain forms of sexual 
deviation. Such patients are either too dis- 
organised cognitively, too distrustful or are 
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devoid of impulse control and intolerant of 
frustration (Yalom, 1975; Wolberg, 1977; 
Dewald, 1969; Crown, 1979). 

These guidelines stem mainly from the 
experience of therapeutic failures although 
some therapists would contend, without however 
providing objective evidence, that progress can 
be achieved with such disorders as the acute 
schizophrenic (Searles, 1965; Rosen, 1964), the 
severely depressed patient (Arieti and Bem- 
porad, 1978) and the borderline personality 
(Hortocollis, 1977; Masterson, 1976). 

Research studies comparing the outcome of 
different diagnostic groups (which are few in 
number and tend to approach the concept of 
diagnosis in broad terms) indicate that patients 
with more severe diagnoses, particularly the 
various psychoses, are resistant to psycho- 
therapy (Luborsky et al, 1971; Luborsky and 
Spence, 1978; Hamburg et al, 1967). There is no 
evidence for a differential response between the 
broad groups of neurotics and personality 
disorders. Aronson and Weintraub (1968, 1969) 
in a survey of 127 patients reported on by 30 
analysts found no significant differences in levels 
of improvement, as judged by vocational 
adjustment, quality of interpersonal relation- 
ship and the capacity to experience pleasure, 
between three diagnostic groups—neurotic, 
personality (character) disorder and border- 
line; it is debatable, though, whether the last 
two groups are separable. Their study was 
limited, however, in that therapists made the 
diagnosis and also assessed outcome, and the 
criteria for both were not well specified by the 
researchers. Moreover, the judgements were 
made in the midst of treatment and patients 
had been seen for varying periods. Nevertheless 
the authors felt confident in concluding, at 
least, that a non-neurotic diagnosis was not a 
deterrent to successful therapy. They also 
speculated that the absence of any inter-group 
differences could be attributed to the therapists’ 
adoption of a stringent screening and selection 
procedure. 

A methodologically sounder study examined 
the response of 82 patients to an average of nine 
months of psychoanalytically-orientated psycho- 
therapy (Siegel et al, 1977). Patients were 
allocated to either a severe group, including 
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borderline and narcissistic personality dis- 
orders plus a few schizophrenics, or to a milder 
group composed of neurotics. No difference was 
found between their levels of outcome, using a 
symptom check list administered by the 
researchers before therapy and nine months 
later. Siegel and his colleagues suggested that 
these findings were in keeping with previous 
work—that for patients not psychotically dis- 
turbed (the bulk of the out-patient psycho- 
therapy population) there was no consistent 
research evidence that psychopathological syn- 
dromes have prognostic significance. 


(ii) Severity and course of illness—probably 
many therapists would agree with the above and 
not use traditional diagnostic categories in their 
selection process, other than as exclusion 
criteria. They would argue that a diagnosis 
offers too constricted a view of the patient, that a 
diagnosis is not static (Crown, 1979) and that 
the severity of the disorder within a particular 
diagnosis can vary considerably. Thus, the 
severity and course of the illness may also be 
relevant factors to consider. Wolberg (1977) for 
instance believes that a chronic illness of more 
than five years duration will prove resistant to 
treatment while Dewald (1969) suggests that a 
long-standing condition which has shown 
fluctuations in severity will have a better 
response than one that has become entrenched 
and ‘calcified’. 

Research is scanty in this area and the avail- 
able findings not particularly convincing, but 
there is some evidence in support of Dewald’s 
observation. Both Aronson and Weintraub 
(1968, 1969) and Siegel et al (1977) noted 
greater improvement in patients who had 
experienced new, acute symptoms in the months 
preceding the onset of treatment. In the latter 
study, patients without fresh symptoms showed a 
uniformly low improvement rate. These obser- 
vations are in accord with those of Hoehn-Saric 
et al (1969) who found in a ten year follow-up of 
34 patients who had received four months of 
psychotherapy that the presence of stress as a 
precipitating factor in the illness was significantly 
related to good outcome. All three studies thus 
suggest an association between acute exacer- 
bations of symptoms in the patient’s illness prior 
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to treatment and his ultimate outcome. 

(ili) Type of presenting symptoms—a consistent 
finding which lends support to the validity of 
this relationship concerns the type of presenting 
symptoms. Several studies have shown that 
patients with high anxiety or other strong 
affects, such as depression and anger, at the 
time of assessment are more likely to profit from 
psychotherapy (Luborsky et al, 1971). Truax 
and Carkhuff (1967) have differentiated be- 
tween ‘felt’ disturbance, as measured by self- 
reports such as the MMPI, and overt/ 
behavioural disturbance as reflected in, for 
instance, ward behaviour ratings and length of 
hospitalization. They have hypothesized that 
patients showing a high level of felt disturbance 
and a low level of behavioural disturbance 
should have the best therapeutic outcome, 
ie. the more promising patient tends to be 
anxious and dissatisfied with himself yet is able 
to meet life’s basic demands. Possibly patients 
who are emotionally aroused when they enter 
therapy are manifesting a response to situ- 
ational stress and their overall level of adjust- 
ment is not severely impaired. They may also 
be more motivated to work at lessening their 
distress (Frank, 1974; Nash et al, 1957). 

It may therefore be important in assessment, 
whatever the diagnesis given to the patient, to 
note the type of symptoms which he presents. 
The presence of strong affect is probably a 
favourable feature for outcome, whereas a 
preoccupation with somatic symptoms, by 
contrast, tends to indicate a relatively poor 
prognosis. The research effort here is small and 
more work is needed. However, Stone et al 
(1961) in a five year follow-up study of 30 
out-patients diagnosed as neurotic or per- 
sonality disordered found that the least im- 
proved complained of somatic symptoms, both 
pre-therapy and at the time of follow-up; it was 
suggested that somatization implied a ‘more. 
deep seated and ingrained maladjustment’. An 
alternative explanation, however, may lie in the 
fact that treatment lasted only four months and 
was given by inexperienced psychiatric regis- 
trars. It is nevertheless commonly assumed by 
therapists that the hypochondriacal personality 
disorder is a contra-indication to treatment and 
that patients who present their complaints in 
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bodily terms are usually lacking in ‘psycho- 
logical-mindedness’ and therefore cannot adjust 
to the customary verbal processes characterstic 
of intensive psychotherapy. This aspect, though, 
can be examined in the assessment interviews by 
observing whether the patient can be shifted 
from his bodily preoccupations to other problem 
areas in his life. 

In this context, we need to differentiate 
between the patient who presents his emotional 
problems in somatic terms and the one who 
suffers from a typical psychosomatic illness such 
as asthma, peptic ulcer, hypertension, migraine 
or ulcerative colitis. Kellner (1975) has re- 
viewed the findings of controlled studies of 
various forms of psychotherapy for these types of 
patients and emphasizes that only a few con- 
clusions can be drawn from the available 
research, which is slender and lacking in 


methodological rigour. There is evidence to 








-suggest that patients with the same psycho- 
< somatic disorder show substantial differences in 
“response to the same treatment and that 
psychotherapy is more effective in some 

conditions (e.g. peptic ulcer, asthma and 

migraine) than in others (e.g: hypertension and 
ulcerative colitis). 

(iv) Previous therapy—the limited work on the 
relationship of previous psychotherapy to assess- 
ment indicates that previous treatment makes no 
significant difference in predicting outcome 
(Luborsky et al, 1971). Hamburg et al (1967), 
for instance, found in their large survey of 
patients receiving psychoanalytical therapy 
that there were no differences, in terms of their 
completion of the current treatment, between 
groups who had received previous therapy and 
those who had not. This is not unexpected since 
the patient group with a record of therapy in 
the past is a heterogeneous one, with variables 
coming into play such as the nature of the 
condition originally treated, the appropriate- 
ness, quality and duration of the treatment 
offered and the response to that treatment. 
These factors would need to be carefully 
specified in examining previous therapy as a 
predictor variable. 


(b) Factors related to treatment 
(i) Motivation—there has always been a broad 
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consensus among psychotherapists that a 
patient’s motivation is a critical factor for 
success and for some therapists it is the most 
important patient variable. For example, Kan- 
trowitz, Singer and Knapp (1975) suggest that 
in psychoanalysis: ‘a person’s wish to change 
himself and to come to terms with internal 
conflicts may be the ultimate factor determining 
whether or not a psychoafialysis will succeed or 
fail’. There is ample evidence that therapists 
prefer highly motivated patients and tend to 
select them if possible (Meltzoff and Kornreich, 
1970). Several investigators. have found a 
positive relationship between motivation and 
outcome: Cartwright and Lerner (1963), 
measuring motivation indirectly as the. dis- 
crepancy between a. patient's. self-description 
before therapy and his description as he would 
like to be at its completion, found a significant 
correlation between motivation and improve- 
ment. A similar relationship: was. found by 
Strupp and his colleagues (1963). Malan (1973), 
in his investigation of brief psychoanalytically- 
oriented psychotherapy, found the patient’s 
motivation to achieve insight to be the most 
important criterion in selection. Not all re- 
searchers, however, have found a positive 
relationship; Siegel and Fink (1962), for 
example, found no association between out- 
come and motivation, the latter judged by 
psychiatrists’ examination of patients’ case 
records. A similar result emerged from the 
work of Rosenthal and Frank (1958). 

These inconsistent findings no doubt result 
partly from the differing ways in which moti- 
vation has been conceptualized, defined and 
measured. As noted above, Malan (1973) refers 
to a patient’s motivation for insight whereas 
Cartwright and Lerner (1963) used a real-ideal 
discrepancy measure. Motivation reflects a 
range of differing, although related, concepts. 
Sifneos (1969) forinstance assesses motivation 
by the patient’s: preparedness to give an honest 
account of his difficulties and to take an active 
part in the therapy process, his wish to change, 
explore and experiment, and his willingness to 
make sacrifices in terms of time and money. 

Since investigators have been apt to regard 
motivation as a static concept, much research in 
this field has been inadequate, conceptually and 
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methodologically. Clinical observation shows 
clearly that motivation is a dynamic variable 
and modifiable by such factors as the therapist’s 
influence and the progress of therapy. Dewald 
(1969) considers motivation in dialectical terms: 
the product of a continuing battle between a 
patient’s conscious willinginess to work at 
therapy ‘to seek the basic nature of the under- 
lying conflicts and to elaborate and resolve 
them’ and his unconscious resistance to face up 
to painful, repressed memories and to the 
frustrations of treatment. Again, clinical experi- 
ence demonstrates that a patient may waver in 
his initial motivation but become increasingly 
motivated with the development of insight or 
following an early success in treatment itself. 
Conversely, high initial motivation may dissi- 
pate with failure or disappointment experienced 
during treatment. Meltzoff and Kornreich 
(1970) have concluded from research evidence 
that motivation at the outset of psychotherapy is 
probably not a necessary factor for good 
outcome, but that its development during 
treatment is particularly important. Yet these 
conclusions can only be proffered tentatively and 
more research will be needed with special heed 
paid to the definition of motivation and to its 
treatment as a dynamic concept. 

(ii) Expectation—as with motivation, the in- 
vestigation of a patient’s expectations before 
entering treatment has been confounded by 
inadequate or differing definition. The term 
‘expectation’ has several connotations and may 
be readily confused with such feelings as hope, 
faith and confidence. In recent years, the two 
chief strands of the concept have been more 
clearly delineated: the expectation of improve- 
ment or therapeutic gain and the expectation of 
participating in a particular therapeutic pro- 
cess. 

The research literature on the former has 
been ably reviewed by Wilkins (1973, 1973a). 
Two methodological approaches have been 
applied to the study of the influence of ex- 
pectation of improvement on outcome: corre- 
lational—in which a measure of the patient’s 
expectation is correlated with an outcome 
criterion; and experimental—in which pro- 
cedures are designed to increase or decrease 
expectation and their effects on outcome are 
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noted. The placebo studies conducted in the 
1950s led Frank (1959) to state that ‘a patient’s 
expectation of benefit from treatment in itself 
may have enduring and profound effects on his 
physical and mental state. It seems plausible, 
furthermore, that the successful effects of all 
forms of psychotherapy depend in part on their 
ability to foster such attitudes in the patient’. 
The correlational studies have usually supported 
Frank’s point but, as Wilkins (1973) shows, the 
outcome measure used has invariably been 
patient self-report. By contrast, a study using 
therapist ratings of improvement found no 
relationship with expectation (Brady, Reznikoff 
and Zeller, 1960). Wilkins had commented in 
his review on the methodological shortcomings 
of most of these studies, particularly the lack of 
independent raters of outcome. Bloch et al 
(1976) attempted to-overcome these deficiencies 
by examining the relationship between expec- 
tation of improvement and outcome in patients 
receiving long-term group therapy. Improve- 
ment was rated eight and 12 months after the 
beginning of treatment by patients, their 
therapists and by independent judges. Only in 
the case of patient self-ratings was a positive 
correlation found. Fhe authors concluded that 
evidence for an association between expec- 
tation of improvement and actual improvement 
was unfounded. They speculated that the 
positive finding in the case of patient self-report 
reflected an entrenched expectational set about 
therapy, which remained constant whatever its 
course in reality. The result from ratings of 
independent judges was perhaps more depend- 
able than either of the other two sources. 

Wilkins (1973a) found 17 studies in the 
literature which had used the experimental 
approach. These shared the hypothesis that a 
procedure designed to increase a patient’s 
expectation of improvement would be more 
effective than the same therapeutic approach 
without the induction of heightened expectation. 
A positive association between expectation and 
outcome was found in six of these studies; no 
relationship was found in the others. Although 
some of the discrepancy could be explained by 
differences in patient samples and in the types 
of treatment given, the most strongly distin- 
guishing feature was the knowledge by the 
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therapists, in the studies with a positive finding, 
of which patients had received the high expec- 
tation instructions. In all studies with negative 
findings, the therapists were uninformed in this 
respect. The obvious implication is that thera- 
pist awareness and not patient expectation was 
the critical variable contributing to outcome. 
These therapists may have behaved differently 
towards patients who were given high expecta- 
tion instructions, both unwittingly and because 
of their vested interest in the experiment. 

The clinical literature continues to stress the 
importance of positive patient expectation, as 
did some of the research literature. But the data 
appear to show otherwise. As Wilkins (1973a) 
suggests, the construct of expectation of thera- 
peutic gain has ‘emerged prematurely and 
without the empirical support necessary to 
establish its validity’. The correlational studies 
have contributed little to the question and in the 
_experimental-type studies ‘measures indepen- 
_ dent. of outcome validating that a state of 
expectancy has been induced and contributes to 
gain have not yet been demonstrated’, 

‘The construct of expectation has also been 
studied in relation to the patient’s notions about 
the actual process of therapy: what he envisages 
will be his role and tasks, the role and function of 
his therapist, the nature of his relationship with 
the therapist, the duration of therapy, etc. (see 
for example Caine and Wijesinghe, 1976). 
Therapists perhaps assume implicitly that their 
patients have similar expectations to their own, 
but several studies show the fallacy of this 
assumption; they do not even necessarily agree 
about the time at which change will begin. 
Garfield and Wolpin (1963), for example, 
found that of a sample of patients with no 
previous experience of therapy, 70 per cent 
expected improvement by the fifth session and 
the same proportion that the complete course 
would not exceed ten sessions. In another study, 
(Heine, 1962), comparing early terminators 
from therapy with those who persevered, the 
former group expected specific advice in the 
first interview. Heine and Trosman (1960) also 
found that terminators envisaged that they 
would occupy a passive role in the therapist- 
patient relationship, an expectation not shared 
by their therapists. 
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These findings paved the way for a number 
of studies of the value of preparing the patient 
for treatment, with the object of inducing 
expectations which were realistic and appro- 
priate. The first of these—a well designed and 
executed investigation by the Johns Hopkins 
group—hypothesized that a ‘role induction 
interview’ (RII) should enhance the ‘therapy 
behaviour’, attendance and outcome of psycho- 
logically unsophisticated neurotics (Hoehn- 
Saric et al, 1964). Patients were randomly 
assigned to an experimental or control con- 
dition and all received four months of weekly 
treatment by therapists who were blind tothe 
research design. ‘They were then assessed on a 
number of outcome measures by. independent 
judges. The results confirmed the hypothesis and 
the authors reasonably concluded that the RI 
-in which the therapist’s future behaviour and 
the patient’s required role were explained 
carefully—was a valuable therapeutic tool. A 
similar experiment was conducted by Sloane 
and his colleagues (1970), with the addition of 
another independent variable—inducing the 
expectation’ that improvement would be: ob- 
tained within four months. Again, patients 
receiving a RII showed significantly greater 
improvement than a control group. However, 
the ‘time’ expectation on its own or coupled with 
the RII had no beneficial effect. Generally, the 
advantage of a RII was less convincing that in 
the Johns Hopkins study; this was attributed to 
the fact that the patients were more sophisticated 
and many had previously received therapy, i.e. 
their expectations were already congruent with 
those of the therapists. The evidence, although 
indirect, therefore suggests that the nature of the 
patient’s expectations of the therapy process is a 
relevant assessment variable and warrants 
routine inquiry. The same applies to intensive 
group therapy. Yalom eż al (1967), using a 
similar research design as in the above two 
investigations, found that group members who 
had been prepared for their treatment experi- 
ence showed a higher level of interpersonal 
interaction (an important component of the 
group process) than control patients. 

Appropriate, realistic expectations are prob- 
ably related to psychological-mindedness, a 
concept often mentioned by clinicians as a 
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favourable patient characteristic, and implying 
his ability to be introspective, self-reflective and 
reality orientated. However, the concept still 
awaits clearer definition and more systematic 
‘study. 


(c) Personal factors not directly associated with the 
illness 

(i) Ego strength—The better the individual’s 
overall level of adaptation and function prior to 
the onset of his disturbance, the better will be 
the prognosis’ (Dewald, 1969). By contrast, a 
patient: showing evidence of past failure at 
adaptation and with ‘inadequate, overall ego 
capacity’ is a poor candidate for psychotherapy. 
These rather bold statements emerge from a 
‘widely used text.on psychotherapy and reflect 
the thinking of a large number of clinicians. The 
concept of ego strength was developed in the 
1950s. to reflect- this phenomenon of past 
adaptation and function and has since become a 
commonly agreed criterion of selection. Huxster, 
Lower and Escoll (1975), for example, empha- 
size its relevance for success in psychoanalysis, 
in referring to the need for ‘ego capacities in the 
patient’. They assert that a variety of ego 
functions: must have been achieved previously, 
regardless of the patient’s symptoms, psycho- 
pathology, psychosexual development and pat- 
tern of defences. 

Wolberg (1977): régards ego strength as a 
valuable construct for the estimation of prog- 
nosis and .conceptualizes it as an integrating 
force ‘which allows the individual to use his 
adaptive resources. Ego strength, he. suggests, 
is assessed ‘by. considering such areas in the 
patient as heredity, constitution, early environ- 
mental: experience, ‘developmental _ history, 
customary methods of handling stress, and 
general level of social maturity—an inquiry not 
dissimilar to the conventional family and 
personal history taking procedure. For Dewald 
(1969), the important indicators of ego strength 
are the pattern of relationships, tolerance 
of anxiety and frustration, coping with stress, 
type of defences used, and psychosexual adjust- 
ment. 

Are these .diniéians justified in placing so 
much confidence in the conept of ego strength 
in the assessment-of suitability ? An examination 
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of the origins of the construct is useful in trying 
to answer this question. The term ego strength _ 
developed out of two measures that were first 
reported in the early 1950’s: Barron’s Ego 
Strength Scale (1953, 1953a) and the Rorschach 
Prognostic Rating Scale (RPRS) (Klopfer et al, 
1951). Barron’s scale was derived from the 
MMPI and purported to measure the patient’s 
level of personality integration. He originally 
devised it as a predictor of outcome and found 
that scores correlated significantly with improve- 
ment, as measured by two judges not involved 
in the patient’s treatment, in 33 neurotic out- 
patients (Barron, 1953a). Among. the char- 
acteristics the improved patients showed were 
good. contact with reality, feelings of personal 
adequacy and vitality, and spontaneity with the 
ability to share emotional experiences. Con- 
versely, unimproved patients were, among 
other features, inhibited, chronically fatigued 
and submissive. Barron attempted to cross- 
validate his scale in three different settings and 
obtained reasonable correlations between ego 
strength and outcome in each patient group. 
His findings of a. positive association were 
confirmed by two other research groups, but 
unsupported in several other studies (Luborsky 
et al, 1971). For example, Getter and Sundland 
(1962) found no significant correlation. between 
ego strength and outcome in their sample..of 
59 therapy candidates while Fiske, Cartwright 
and Kirtner (1964) did not find it a useful 
predictor in 93 patients receiving client- 
centred therapy. 

The RPRS became a popular research 
instrument after its mtroduction by Klopfer and 
his colleagues in 1951. This scale, derived from 
the Rorschach, was developed as a predictor of 
the response to treatment. Patients’ responses on 
it are quantified on six dimensions—form level, 
human movement, animal movement, in- 
animate movement, shading and colour re- 
sponses. These responses are each rated and 
then converted into weighted scores from 
specially prepared tables. The prognostic score 
is a summing of the weighted scores on all six 
dimensions, with a high score predicting good 
outcome. The RPR5 was used in a number of 
projects on assessment, but with rather in- 
consistent results. Of the nine studies cited by 
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seanoute, (See data sheet for further information). 
ide Effects Early (frequent) and late (rare) dyskinesias. 
xtrapyramidal effects, which may occur for several days after 
ach injection over the first few months of treatment. 
ymetimes require dose redtiction or anti- Parkinson drug 
~watment. Contra-indications: Depixol ts not recommended 
yr excitable or overactive patients. Parkinsonism, severe 
rteriosclerosis, senile confusional states, advanced renal, 
epatic or cardiovascular disease, intolerance to other 
euroleptics, pregnancy (relative). Package Quantities: 
loxes of 10 x 20mg (imi) and 10 x 40mg (2ml) ampoulestand 
yringes. Further Information: Overdosage should be 
mated: (a) By anticholinergic anti-Parkinson drugs if 
xtrapyramidal symptoms occur. (b) By sedation (with 
iazepines) in the unlikely event of agitation or 
xeiterment, (c) By noradrenaline or angiotensin in saline 
ntravenous drip if the patient is shocked. 
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Patients to Clopixol: Patients receiving depot phenothiazines, 
hould receive a dose in the ratio of 200mg Clopixol equivalent to 
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Luborsky et al (1971), six demonstrated. a 
relationship between ego strength as measured 
by the RPRS and outcome, while three did not. 
Other studies using less systematized Rorschach- 
derived scores have yielded even more in- 
consistent results. Frank (1967) in his review of 
the research on the use of the RPRS found an 
almost equal number of positive and negative 
reports and claimed that this was not a surprise 
in view of the different patient samples, outcome 
measures and (perhaps) the treatments used. 
A similar observation could be made regarding 
the mixed findings with Barron’s scale. 

Apart from- this explanation it could well be, 
as Meltzoff and Kornreich (1970) have pointed 
out, that the two. scales-are only empirical 
extracts of two established: personality assess- 
ment procedures and that neither has been 
designed or validated as a. measure of ego 
strength. Both were devised solely to predict 
outcome and only subsequently labelled from 
their content to be indicative of ego strength. 
Indeed, the entire construct of ego strength was 
not sufficiently well defined in the first place and 
has ‘remained prone to many different conno- 
tations. Despite the. varied results of studies 
examining ego strength, commentators on the 
psychotherapy research literature have tenta- 
tively concluded. that ‘relatively better 
integrated clients improve, with the most 
integrated improving rather. quickly’ (Garfield, 
1971) or that ‘the more adequate his general 
personality functioning the better his future 
course in psychotherapy’ (Luborsky et al, 1971). 
It is not surprising, therefore, that some critics 
of psychotherapy have concluded that indivi- 
duals who are least in need of psychotherapy 
tend to be those who receive it! 

(ii) Age—a widely held belief among psycho- 
therapists that the young adult patient is the 
most suitable for treatment probably springs 
from Freud’s notion that the upper age limit for 
a successful psychoanalysis was 50 (1904). It has 
since become assumed, and perpetuated in 
psychotherapy texts, that an individual above 
the age of about 45 is an unsuitable candidate 
for long-term, insight-orientated psychotherapy. 
Freud specified his limit on the grounds that 
analysis needed an extended period and that the 
ability of the treatment to reverse psycho- 
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pathology diminished after about. 50. ‘(Freud 
himself was nearing the age limit he had set 
when he first discussed this assessment variable). 

Although other therapists including Jung 
have extended the limit to 60 and beyond 
(Tyson and Sandler, 1971), most therapists 
would still regard the young adult as best 
suited because of his greater flexibility and 
greater capacity to learn and to experiment with 
new modes of behaviour. Further, he has a 
longer period to make use of his newly achieved 
insights. The older patient, by contrast, has less 
scope for readjustment .and..may become 
depressed by new insights because he now senses 
lost opportunities in his earlier life. 

Research on age as an assessment factor, has 
not resulted in guidelines for the clinician. Of 
the eleven studies reviewed by Luborsky et al 
(1971), no association between age and outcome 
was found in five. Younger patients showed 
greater improvement.in four, and older ones in 
two, but in the last two studies, patient samples 
covered a limited age-range only. Research 
results tend to be. more consistent. when the 
criterion is continuation in therapy; here no 
firm association has been found with age 
(Garfield, 1978;  Meltzoff and Kornreich, 
1970). 

Two main issues. have hampered studies on 
the association between age and outcome. 
Because of the traditional bias against selecting 
older patients (Gallagher, Sharaf and Levinson, 
1965), studies have probably been influenced by 
the fact that of those older patients who have 
entered therapy, many have had some parti- 
cularly striking -attributes while, conversely, 
younger patients may have been accepted for 
treatment primarily because of their age, with 
minimal consideration. given to other assessment 
factors (Meltzoff and Kornreich, 1970). The 
only satisfactory way to test for the effect of age 
is through a fully controlled study—not an easy 
task. The second difficulty is that age is not 
simply a chronological fact, but is intimately 
linked to features such as flexibility and opport- 
unity for readjustment. Thus, in the present 
state of knowledge, the use of age alone as an 
assessment variable is probably arbitrary and 
clinically unjustified, and it does not appear to 
be a relevant factor for outcome, (Because of the 
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limits “of this review, its discussion has not 
covered adolescents and children). 

(iii) Socio-economic class and related variables— 
an assessment variable that has attracted the 
attention of both clinicians and researchers is 
socio-economic class. Although Garfield (1978) 
states that its relationship to outcome appears to 
have more consistent supporting evidence than 
other factors, the pattern that emerges from the 
research literature is rather blurred. This is not 
unexpected: when one considers the complexity 
of socio-economic class as a prognostic variable. 
As with motivation and ego strength, it reflects a 
cluster of inter-related factors including income, 
occupation and educational attainment. 

A broad range of measures of socio-economic 
class (e.g. the Hollingshead Index, level of 
income, occupational status, educational level) 
is used in the research literature which shows a 
tendency—one could not claim more than this— 
for patients of low socio-economic status to do 
less well in treatment. The results of these studies 
are complicated however by other findings, 
which in fact tend to be more consistent: lower 
class patients are more likely not to enter 
treatment after their selection or to drop out 
prematurely; they tend to be allocated to less 
experienced therapists and tend to receive less 
intensive forms of therapy (Garfield, 1978). The 
difference in outcome between low and middle 
class patients is also likely to be a function of 
therapist/patient . interaction—a thoroughly 
neglected area in research; therapists are 
themselves usually middle class and may 
consequently harbour a prejudice that the lower 
class patient will not profit from therapy. 
Furthermore, they may not be able to identify 
and empathize with the lower class patient 
because of differing values and life styles. They 
may also fail to appreciate the patient’s verbal 
limitations and use terms and concepts that he 
cannot understand (Rosenthal and Frank, 
1958). This last possibility is supported by the 
finding, in a number of empirical studies, of a 
positive relationship between improvement and 
educational attainment (Garfield, 1978; Lubor- 
sky et al, 1971). But as Garfield points out, and 
as is so common in assessment research, the 
chief criterion of outcome in most of these 
investigations has been therapist ratings. These 
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ratings could well have suffered from a lack of 
objectivity because of therapists’ possible pre- 
ference for middle class patients. The evidence 
is not wholly convincing; indeed Meltzoff and 
Kornreich (1970), in their review, reached the 
conclusion that educational level is not a potent 
factor in prognosis. 

Educational level is obviously closely linked to 
intelligence and most studies examining the 
latter as a prognostic factor have found it to 
relate positively to outcome. This supports a 
commonly held belief among clinicians that 
intelligence is a desirable feature since intensive 
psychotherapy is a learning process in which the 
patient aims to acquire insight, and which 
involves introspective, conceptual and verbal 
communicative skills. But again, like educational 
level, the patient’s actual IQ (the most com- 
monly used measure ef intelligence is the WAIS 
or some of its sub-tests) may not be a decisive 
factor. Although a high level of intelligence may 
be advantageous for insight-orientated psycho- 
therapy, the question arises as to whether one 
can reasonably determine a necessary minimum 
level. Interestingly, Tyson and Sandler (1971) 
suggest that in the case of psychoanalysis, the 
required intellectual level may have been set too 
high by therapists because of their own pre- 
ference for working with bright, and therefore 
usually interesting, patients. 

As discussed above, recent work on preparing 
the patient for psychotherapy through a role 
induction interview ‘suggests that intelligence 
and educational level may be less significant 
than considered hitherto, It may be more 
crucial to give the patient specific knowledge 
about the process of psychotherapy and his 
required participation than to try to establish 
what are the basic levels of intelligence and 
education needed. This seems to obtain for both 
long-term individual and group psychotherapy. 
Although patient preparation implies that a 
decision regarding selection has already been 
made, one can profitably use the patient's 
ability to grasp the essential of psychotherapy 
provided by the therapist as a guide to whether 
he has the intellectual wherewithal to partici- 
pate in and benefit from treatment. 

(iv) Other personal factors—sex and marital 
status have also been. examined for their prog- 
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nostic significance. Most investigations have 
shown no association between sex and outcome 
(Garfield, 1978; Luborsky et al, 1971; Meltzoff 
and Kornreich, 1970). The same is true of 
marital status, although its effects have only 
been looked at occasionally. The effect on 
outcome of patient-therapist match in terms of 
marital status is an interesting new issue. In a 
recent study, greater improvement was seen in 
cases where neither patient nor therapist had 
ever been married or where patient and therapist 
were both married (Luborsky, Mintz and 
Christoph, in press). The authors attributed this 
result to the sharing of an important personal 
similarity. Much more work needs to be done 
in this area of therapist-patient match; assess- 
ment cannot simply be that of the patient as an 
independent entity since his interaction with a 
particular therapist is obviously relevant. Studies 
that have examined patient-therapist similarities 
in terms of (among others) MMPI response, 


social class and values generally support the 


advantage of a close match (Luborsky et al, 
1971). 


(d) Current life circumstances 


The fourth major group of assessment 
variables concerns the patient’s current cir- 
cumstances. Here, we must depend on clinical 
lore since systematic research, probably be- 
cause of the methodological problems involved, 
has not contributed any knowledge of substance. 
Most therapists have assumed that a patient in 
the midst of a life crisis of any kind (but who 
otherwise would be regarded as a prospective 
candidate) is unlikely to prove suitable for a 
treatment which requires systematic, concen- 
trated work over an extended period. Thus a 
patient engulfed in the emotional tide of an 
intense conflict with a spouse, parent or other 
family member, or pressed by severe financial 
difficulties, or suffering from an acute physical 
illness, or trapped in a chaotic work situation 
will probably be unable to face up to the 
demands of such an intensive mode of treatment 
as insight-orientated psychotherapy. These 
patients are more likely to benefit from a crisis- 
intervention approach with subsequent transfer 
to the definitive treatment after the crisis has 
resolved or at least diminished (Brandon, 1970; 
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Ewing, 1978). The patient trapped in an 
unresolvable, difficult life situation is commonly 
viewed as a poor candidate for intensive therapy 
and in this case, a long-term supportive 
approach is more apt (Wolberg, 1977; Bloch, 
1979). 


Methods of Assessment 


Although the therapist is handicapped by not 
being able to depend completely on specific 
prognostic variables in patient assessment, the 
question nevertheless arises as to whether one 
type of selection procedure is more helpful than 
another. Does research point to a method which 
provides the best guide to suitability ? Ideally, a 
systematic, standardized and reliable procedure 
would be a valuable tool and efforts to fashion 
one have been in progress for some 30 years— 
unfortunately to little avail. In a review of the 
literature on the use of psychological tests for 
prognostic purposes covering the period 1952- 
59, Fulkerson and Barry (1961) concluded that 
they were of limited value and that non-test 
variables such as onset, severity and duration of 
the illness bore a stronger relationship to 
outcome. Their review covered a period note- 
worthy for diligent efforts to apply derivatives of 
then much used tests—the Rorschach and the 
MMPI—to predict outcome. We discussed 
earlier the development of the Klopfer 
Rorschach Prognostic Rating Scale and Barron’s 
Ego Strength Scale as important examples of 
this endeavour. Their popularity for assessment 
waned within a decade, as it emerged that 
they were not as valuable as had been originally 
envisaged. Similarly, many other tests have been 
of limited value; these include the Taylor 
Manifest Anxiety Scale, the Thematic Apper- 
ception Test, the Ethnocentricism Scale, the 
Authoritarianism Scale, Cattell’s 16 PF, and the 
Figure-Drawing Test. All have yielded in- 
consistent results (Luborsky et al, 1971). 

By and large, scales originally designed for 
other purposes have been employed as assess- 
ment devices without conceptual or logical 
justification. Recognizing this basic deficiency 
and the lack of a convenient instrument for 
assessing patients’ assets for psychotherapy, 
Auerbach, Luborsky and Johnson (1972) de- 
vised an entirely new instrument, the Prognostic 
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Index (PI). Data are elicited through a semi- 
structured interview on 31 variables, presumed 
to be prognostic and derived from clinical 
observation and research findings. A set of 
guidelines is available for the interviewer and 
scores on each variable are placed on a five- 
point scale. Four categories of variables com- 
prise the PI: descriptive, e.g. diagnosis, duration 
and onset of illness, anxiety, depression, benefit 
from past treatment; psychodynamic, e.g. anxiety 
tolerance, coping ability, motivation, psycho- 
logical-mindedness; demographic, e.g. IQ, edu- 
cation, occupation; and global, e.g. attractive- 
ness for psychotherapy, global prediction. In a 
study of 47 patients in treatment, the type and 
duration of which were not specified, scores on 
the PI were reduced by factor-analysis to five 
basic factors. Of these, outcome was predicted 
by scores on the level of depression at assessment, 
general emotional health (consisting of items 
such as diagnosis, coping ability, quality of 
relationships and social maturity) and intellec- 
tual achievement. But another factor, the global 
prediction of outcome, was about as good as 
these three factors. Two possible implications 
follow: global prediction is improved when 
made in the context of a comprehensive and 
systematic interview (the authors’ impression) 
or global assessment is itself sufficient and the 
rest of the procedure can be dispensed with, 
perhaps replaceable by a customary clinical 
interview. 

A similar approach has been adopted by 
Kantrowitz and colleagues (1975) in the 
assessment of patients for psychoanalysis. Their 
method consists of the administration of a 
battery of tests including the WAIS, Rorschach 
and Thematic Apperception Tests. The test 
protocols are examined and ratings then made 
on four criteria: reality testing—the level of 
perception of the world as it actually is; level 
and quality of interpersonal relationships; 
availability and tolerance of affect (the authors 
point out that this area is poorly delineated and 
requires more work); and motivation to work at 
one’s conflicts and hence for change. The 
ratings are made on scales with defined points 
of suitability. Significant reliability between a 
pair of raters was achieved on all four criteria 
in a study of 30 patients, using this method. The 
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relationship of these criteria to outcome was not, 
however, examined. 

The PI is probably the more promising of the 
two methods in that its premises and content are 
more directly pertinent to psychotherapy and a 
specific set of guidelines is available to the 
interviewer (and thus to any therapist who 
wishes to train himself in its use). However, to 
make it workable, its 31 variables must be 
reduced to a more manageable number of 
factors. The second method harks back to the 
1950s in using derivatives of other tests which 
were never devised as psychotherapy assessment 
measures and which must be given by a trained 
person. Moreover, tests such as the WAIS and 


‘Rorschach are lengthy to administer and to 


score. Ideally, the therapist needs an instrument 
which is valid and reliable and which he himself 
can administer efficiently within the context of 
his own practice. Such an instrument has not yet 
been devised. 

In its absence, most therapists continue to use 
an ordinary clinical interview, but with varying 
focus. Some emphasize information gathering 
in order to generate a list of problems which will 
be tackled in therapy (a problem-orientated 
approach) ; others take a traditional psychiatric 
history with a goal of reaching a nosological 
diagnosis. Yet others concentrate their inter- 
views so as to identify the psychogenetic 
origins of the patient’s problems and to arrive at 
a ‘psychodynamic’ formulation (see Hollender 
(1964) for a useful account of this area). With- 
out further research, we can only conclude that 
any of the above interview approaches may be as 
useful as the other, with choice at present 
perhaps influenced by the therapist’s own 
preference and style of working. 

Whatever form of assessment interview is 
done, some therapists would suggest that there is 
still room for a ‘trial of therapy’ as an addi- 
tional evaluative step. Indeed, Freud (1913) 
advocated such a procedure as routine, prior 
to accepting a patient for analytical therapy. 
This stemmed from his fear that supposed 
neurotic symptoms might perhaps foreshadow 
a psychotic condition. With Freud, one to two 
weeks were adequate, but Fenichel (1945) 
suggested a trial of several weeks. There are 
obvious snags with a therapeutic trial, e.g. the 
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patient eager to ‘pass’ the test may present 
himself as more disturbed than he actually is or 
express ‘optimal’ motivation. Development of 
the therapist-patient relationship may be affected 
by the procedure, with a possible deleterious 
influence on therapy if the patient is accepted. 
On balance, however, the question of suitability 
is probably made clearer by a trial of therapy in 
a case where the assessment interviews have 
failed to yield a definitive decision. 

A final question on selection procedure is: 
should relatives or other significant persons in 
the patient’s life be involved? Dewald (1969) 
points out both the advantage—new information 
may be obtained to enhance the objectivity of 
the therapist’s evaluation, and disadvantages— 
the patient’s confidence in treatment may be 
jeopardized and the transference possibly inter- 
fered with. Crown (1979) argues that both 
clinical and ethical issues are involved; relatives 
should be active participants in assessment as 
they will be affected by the therapist’s sub- 
sequent interventions with the patient and their 
involvement can also reduce any possible 
sabotage of treatment. The research literature 
on this question, as on the trial of therapy issue, 
provides no help and for the moment, the 
therapist can only weigh up the usefulness of 
both procedures in any particular case and 
arrive at his best possible clinical judgement. 


Conclusion 


“Prognosis is a sleeping giant at the present 
time, awaiting a future chance to be of service’ 
(Fulkerson and Barry, 1961). The years since 
have unfortunately not seen this prediction come 
true. The immense volume of research in the 
area of assessment has yielded little of practical 
value and the impact of research on clinical 
work has been minimal. Therapists, it would 
appear, are more reliant on clinical lore, i.e. 
that body of information which has been in the 
making since the turn of the century. What 
accounts for the rather dismal contribution of 
research? Some reasons have already been 
commented on in the course of this review, but 
they can now be conveniently summarized 
along two main dimensions—methodological 
and conceptual. 

Methodological snares abound in psycho- 


therapy research generally and the investigation 
of assessment is no exception. In brief, many of 
the studies under review suffer from one or more 
of the following defects: (a) patient—poorly 
defined, small and heterogeneous patient 
samples; (b) therapy—inadequate specification 
of the therapy given; usually short-term (rarely 
more than four months), although in clinical 
practice it is of much longér duration; provided 
by inexperienced therapists and its quality 
therefore in doubt; (c) oulcome-—-inappropriate 
outcome measurement with the most common 
source of assessment being the therapist (an 
obviously biased viewpoint) and the application 
of standardized measures such as the MMPI 
which are too general to reflect the intricate 
changes in personality that occur as a result of 
psychotherapy; only a minority of studies 
incorporate a reasonable follow-up period; 
(d) predictors—commonly only one predictor 
variable is examined at a time and multivariate 
studies are rare; the effect of therapist-patient 
interaction tends to be ignored, with factors in 
the therapist and the patient studied inde- 
pendently. (We have noted earlier how limited a 
view this is and how a patient attribute may 
markedly influence the therapist in his attitudes 
to that patient’s therapy). l 

This last area leads to a central conceptual 
issue. Theoretically it is highly likely that, in a 
complex enterprise like psychotherapy, outcome 
is affected by a large number of factors which 
contribute in varying measure and in interaction 
with one another. Thus, Meltzoff and Korn- 
reich (1970) comment: ‘The matter of who will 
profit from psychotherapy is undoubtedly 
complexly determined, and examination of any 
single patient variable in its relationship to 
outcome is apt to account for only a small 
portion of the total variance’. This is borne out 
by two large scale multivariate studies men- 
tioned earlier in which the level of prediction 
success in both was modest, at best accounting 
for 5-10 per cent of the variance of outcome 
(Luborsky et al, in press). 

Researchers will need to bear this in mind in 
planning future studies. As Garfield (1978) 
points out, a comprehensive, well-planned, 
large scale and co-ordinated approach is 
needed to overcome past deficiencies and to 
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increase the quality and significance of research 
if it is to influence clinical practice. 

What features in the patient, then, can we 
identify as favourable for long-term insight- 
orientated psychotherapy? The combined pro- 
duct of the results of systematic research and 
cumulative clinical observation would suggest 
the following (some seasoned therapists might 
well declare: ‘We “knew this all along’!): 
(1) a reasonable level of personality integration 
and general functioning, i.e. patients ‘who have 
the strength to face their disturbing feelings and 
to carry on their lives independently of therapy’ 
(Malan, 1976); (2) motivation for change; 
(3) realistic expectations of the therapeutic 
process involved, reflecting ‘psychological- 
mindedness’; (4) at least average intelligence; 
(5) non-psychotic conditions, namely the neu- 
roses and the milder personality disorders, 
particularly if their clinical course has shown 
exacerbations in the months preceding therapy; 
(6) the presence of strong affect like anxiety and 
depression at the time of assessment; and (7) life 
circumstances free of any unresolvable crises. 
Other features that have been looked at in this 
review—age, sex, marital status, educational 
attainment, socio-economic status, expectation 
of improvement and previous therapy—seem of 
less prognostic relevance. 
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Progesterone and Placebo 


By GWYNETH A. SAMPSON s 


SUMMARY Patients with premenstrual syndrome recorded their 
symptoms daily using menstrual distress questionnaires. These were 
analysed by a least mean square method of fitting sine waves. After 
recording an untreated cycle, patients were given progesterone 200 


mg b.d. and placebo in a double-blind crossover manner; 75 per. 


cent of patients were then given progesterone 400 mg b.d. and placebo 
in a similar manner. Treated cycles were rated by both daily menstrual 
distress questionnaires and retrospective self-assessment. Both rating 
methods showed there was no significant difference between pro- 


- gesterone and placebo in reducing symptoms of premenstrual syn- 


Premenstrual Syndrome: A Double-Blind Controlled Trial of 





o although never significantly so. 


$ 


drome, and in the majority of cases placebo was more effective, 


Premenstrual syndrome is now being in- 
creasingly accepted as a cause of inconvenience, 
suffering and occasionally great distress to 
menstruating women. Incidence studies suggest 
that the majority of menstruating women have 
some symptoms of premenstrual syndrome 
(Sampson and Jenner, 1977; Sutherland and 
Stewart, 1965). Women are being encouraged 
by press and television to seek medical advice for 
their symptoms. 

Many different types of treatment have been 
advocated for premenstrual syndrome over the 
last forty years, usually based on the current 
aetiological theories of the prescribers. In 
uncontrolled: studies, the claims for success of 
nearly all ‘types of treatment are impressive 
(Steiglite and Kimble, 1949; Taylor, 1977; 
Gray, 1941) but in the few carefully controlled 
studies the results are often equivocal or 
negative (Reeves et al, 1971; Mattson and 
Schoultz, 1974; Jordheim, 1972; Swyer, 1955). 

Progesterone has been used for several years, 
at first intramuscularly or as implants and now 
as suppositories or pessarieés. Dalton (1977) 
claims that progesterone treatment is successful 
and that failure of patients with premenstrual 
syndrome to respond to progesterone therapy is 
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either due to incorrect diagnosis or incorrect 
frequency or dosage. One controlled therapeutic 
trial of progesterone (Smith, 1975) found that in 
57 per cent of patients improvement bore no 
relationship to presence or absence of pro- 
gesterone. The author concluded that ‘we must 
maintain some scientific scepticism concerning 
the general effectiveness of progesterone in this 
condition’. 

This study was undertaken to assess a group 
of women with premenstrual syndrome, to 
record their symptoms in an untreated cycle and 
then measure the response of these symptoms to 
progesterone and placebo. The treatments were 
given in a double-blind crossover manner. 


Method 

The subjects were chosen from women 
attending a clinic specifically for premenstrual 
syndrome. Daily mood was recorded by asking 
the women to complete a Moos Menstrual 
Distress Questionnaire (Moos, 1969) every 
evening, describing how they had felt during the 
previous 24 hours. They were asked to date the 
form, place it in a folder, and use a new form 
every day. Completed questionnaires were 
handed in after each menstruation. 
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The menstrual distress questionnaire is a list 
of 47 symptoms which a woman is asked to rate 
on a six-point scale ranging from no experience 
of the symptoms to disturbing experience. These 
47 symptoms were intercorrelated and 
factor-analysed by Moos to give eight symptom 
clusters reflecting empirically correlated symp- 
toms. These symptom. clusters assess pain, 
concentration, behavfoural change, autonomic 
reaction, water retention, negative affect, 
arousal and a control scale which consists of 
symptoms which may reflect a general tendency 
to complain, regardless of the occurrence of 
specific symptoms. 

Fig | is a graphical representation of the eight 
menstrual distress questionnaire scale ratings 
for one woman over three menstrual cycles. 
Data from the questionnaires were analysed 
using a least mean square method of fitting sine 
waves as previously described (Sampson and 
Jenner, 1977). This gives an estimate of ampli- 
tude of complaining associated with men- 
struation for each symptom scale in every cycle. 
This measure of complaining ‘A’ was taken to be 
probably significantly related to menstruation 


A DOUBLE-BLIND CONTROLLED TRIAL OF PROGESTERONE AND PLACEBO 


if it was (a) statistically significant (p <0.05) 
itself and (b) the q value (an indication of the 
timing in relation to menstruation, in fact the 
time at which the best fit curve peaks) was 
between 210 and 330 degrees, which is approxi- 
mately between days 23 to +3 in a 28 day cycle. 

It may be presumed that a cycle with a lower 
‘A’ (either a lower value or a value which does 
not reach significance) is a cycle with less severe 
or no premenstrual symptoms. The arousal 
scale measures ‘positive’ symptoms. Previous 
studies have suggested that the mean value of 
q for arousal in days from the onset of menses is 
+11. In this study ‘A’ for arousal was taken to 
be probably significantly related to men- 
struation if it (a) had a statistically significant 
(P <0.05) value and (b) had a q value between 
40 and 130 degrees, which is approximately 
from day 9 to 15 of a 28 day cycle. An improve- 
ment of symptoms is shown by an increase in 
‘A’ (arousal) values. 

Patients completed menstrual distress 
questionnaires daily for an untreated cycle and 
if these showed premenstrual syndrome they 
entered the trial. They completed question- 
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Fic 1.—-A graphical representation of the eight menstrual distress questionnaire scale ratings for one woman over three 
i consecutive menstrual cycles. 
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naires daily throughout the trial, recorded 
menstruation, life stresses and other illnesses. 
After each menstruation they were seen, they 
returned their completed questionnaires, were 
asked about side effects, and were asked to 
assess if the treatment in the previous cycle had 
been (a) very helpful, (b) helpful, (c) no help. 

The first two months of the trial were a 
double-blind crossover of progesterone 200 mg 
b.d, and placebo b.d. Progesterone and placebo 
were given by suppository or pessary; the 
majority of patients preferred to use it vaginally. 
The timing of dosage was adjusted according to 
the patient’s usual cycle length, the average 
timing being for 12 premenstrual days. Thirty- 
nine patients entered the first part of the trial, 
four failed to complete. the first two treatment 
cycles and three either lost or failed to complete 
all their daily menstrual distress questionnaires. 
Thus, thirty-five patients completed the first 
two treatment cycles, while menstrual distress 
questionnaire data are available on thirty-two 
patients. 

The second part of the trial was a double- 
blind crossover of progesterone 400 mg b.d. and 
placebo b.d. The decision to enter the second 
part of the trial was made after discussion with 
the patients; reasons for not entering the second 
part of the trial were a desire for pregnancy 
(2 patients), satisfaction with the initial treat- 
ment regime (4 patients), dissatisfaction with 
the initial treatment (1 patient), and removal 
from the district (2 patients). Twenty-six 
patients completed the second part of the trial 
but two failed to complete all their daily 
menstrual distress questionnaires. Thus twenty- 
four patients completed daily menstrual distress 
questionnaires for all four treatment cycles. 

The patient group had a mean age of 34.7 years, 
32 (82 per cent) were married; patients came 
from all social classes. Thirty-two patients had 
had a total of 80 pregnancies. In 45 per cent of 
these pregnancies there had been a report of 
post-natal depression (usually untreated) and in 
43 per cent a report of ‘three-day blues’. 


Results 
(a) Patients’ own retrospective assessments 
When progesterone 200 mg b.d. was com- 
pared with placebo, 11 (31 per cent) patients 
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felt progesterone was more helpful than placebo, 
15 (43 per cent) patients felt placebo was more 
helpful than progesterone, 7 (20 per cent) 
patients found neither helpful, and 2 (6 per 
cent) patients found both equally helpful. 

When progesterone 400 mg b.d. was com- 
pared with placebo, 7 (27 per cent) patients 
felt progesterone was more helpful than placebo, 
9 (35 per cent) felt plaéebo was more helpful 
than progesterone, 6 (23 per cent) found neither 
helpful, and 4 (15 per cent) found progesterone 
and placebo equally helpful. 

When the patients’ own assessments were 
looked at in chronological order, irrespective of 
whether the treatment was progesterone or 
placebo, in the first treatment cycle 21 (60 per 
cent) assessed the treatment as helpful or very 
helpful, in the second treatment cycle 15 
(43 per cent) assessed it as helpful or very 
helpful. In the third, 13 (50 per cent) patients 
and in the fourth, 14 (54 per cent) assessed 
their treatment as helpful or very helpful. 
Progesterone and placebo were randomly 
distributed between the cycles. The figures are 
not significant (y? == 2.0588). 


(b) Menstrual distress questionnaire daily ratings 

An indication of the amount of complaining 
in relation to menstruation is the number of ‘A’ 
(P <0.05) for each scale. Less complaining in 
relation to menstruation will increase the 
number of cycles without ‘A’. Fig 2 shows the 
percentage of cycles in which there is no 
complaining in relation to menstruation (i.e. no 
‘A’ for that scale in that cycle) for both un- 
treated and treated cycles. 

The numbers of ‘A’ (P <0.05) in each cycle 
were compared using Chi Square to obtain an 
assessment of the difference between untreated/ 
treated or progesterone/placebo treated cycles. 
For autonomic reaction and water retention 
neither progesterone nor placebo cycles were 
significantly different from the untreated cycle. 
Progesterone 200 mg b.d. and both placebo 
cycles did have significantly (p <0.05) lower 
numbers of ‘A’ than the untreated cycle in the 
pain, concentration, behavioural change, nega- 
tive affect and control scales. Progesterone 
400 mg b.d. cycles were never significantly 
different from untreated cycles. In only one scale 
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Fic 2.—The percentages of untreated, progesterone treated and placebo treated cycles in which there is no ‘A’ (a 
measure of complaining in relation to menstruation) for each scale of the Moos Menstrual Distress Questionnaire. 


was a progesterone cycle significantly different 
from a placebo cycle; when progesterone 400 
mg b.d. was compared with placebo in the pain 
scale the placebo cycles had significantly (P 
<0.01) fewer ‘A’ than the progesterone cycles. 

In treated cycles a comparison can be made 
between progesterone and placebo in altering 
the amplitude of ‘A’. It could be presumed that 
a cycle with a lower ‘A’ (P <0.05) is a more 
effectively treated cycle. For every scale except 
one a greater number of patients recorded a 
lower amplitude of ‘A’ (P <0.05) in placebo 
cycles than in progesterone cycles. The one 
exception is in the behavioural change scale 
when 25 per cent of patients recorded that 
progesterone 200 mg b.d. reduced the amplitude 
of ‘A’ (P <0.05) more than placebo, and 22 per 
cent of patients recorded that placebo reduced 
the amplitude of ‘A’ (P <0.05) more than 
progesterone 200 mg b.d. However there was 
never any statistically significant difference 
(P <0.05) between progesterone or placebo in 
altering the amplitude of ‘A’. 


(c) 


The arousal scaie of the menstrual distrèss 
questionnaire 


Only 53 per cent of ‘A’ values for arousal had 
a q value between 40 and 130 degrees. | 

When progesterone 200 mg b.d. was com- 
pared with placebo, in 9 (28 per cent) patients 
it was more effective than placebo and in 6 
(19 per cent) patients placebo was the more 
effective. When progesterone 400 mg b.d. was 
compared with placebo, in 6 (25 per cent) 
patients it is more effective and in 4 (16 per cent) 
placebo was the more effective. When pro- 
gesterone and placebo results are combined, in 
15 (27 per cent) patients progesterone was more 
effective than placebo and in 10 (18 per cent) 
placebo is more effective than progesterone. 
These results are not significant. 


(d) Comparison of uatreated cycles in patient group 
and a control group 

A previous control group of 19 women 

(Sampson and Jenner, 1977), 71 per cent of 

whom reported that they considered they had 
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TABLE I 


A comparison of untreated cycles in the patient group and a 
control group showing percentage of subjects with ‘A’ 


(P $0.05) 

Control Patient 

Scale group group 
Pain 71 88 
Concentration 47 66 
Behavioural change 53 69 
Autonomic reaction 41 41 
Water retention 82 81 
Negative affect 53 81 
Arousal 24 38 


Control 12 53 


premenstrual syndrome but who had not sought 
treatment for it, were compared with the 
untreated menstrual cycle of the patients in the 
trial. Table I shows the percentages of the 
control group and patients with significant best 
fit curves (‘A’) for each scale of the menstrual 
distress questionnaire (Spearman rank corre- 
lation coefficient = 0.88—-significant). 


(e) Side effects 

Side effects were elicited at each interview. 
Although most patients found the way the 
treatment was administered (vaginal or rectal) 
was more of a problem than ‘taking oral medi- 
cation, the majority did not consider it a serious 
disadvantage. 

Four patients developed monilial infection, 
one in a progesterone-treated cycle and three in 
placebo cycles. One patient had premenstrual 
spotting and another excessive menstrual bleed- 
ing, both in progesterone cycles. Excessive 
dysmenorrhoea was reported in four placebo 
and two progesterone-treated cycles. Nausea 
was recorded in two progesterone-treated and 
one placebo cycle. Abdominal pain on pessary 
insertion was recorded in one placebo and one 
progesterone cycle. 

There was no significant alteration in cycle 
pattern in any cycle. 


Discussion 
This trial was. set up to assess the efficiency 
of progesterone. in treating premenstrual. syn- 
drome. The dosages used are similar to the 
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optimum dosages recommended by Dalton 
(1977) and, although in some patients the 
timing of the dosage may be slightly shorter 
than she recommends, in the majority the 
dosage and frequency of dosage are similar 
to her recommended regime. 

The patient group came from all social 


classes with a mean age of 34.7 years, and 82 per 


cent of patients were parous. This is typical of 
patients normally attending the premenstrual 
clinic. There is a high incidence of reported 
three-day. blues and -post-natal depression. 
However, the majority of cases of post-natal 
depression were not treated with medication 
and only four episodes of post-natal depression 
were treated by psychiatrists, two receiving out- 
patient treatment and two requiring admission 
and electro-convulsive therapy. 

Premenstrual syndrome has been defined in 
many ways. Most definitions are over-inclusive, 
with numerous symptoms as there is no one 
consistent sign or symptom. In order to measure 
the response of symptoms to treatment it is 
helpful to have a. definition which is objective 
and which can be applied both to different 
patients and to differing cycles in an individual. 
One definition of premenstrual syndrome is that 
patients should have ‘A’ (P. <0,05) for at least 
one symptom scale group in an untreated cycle. 
In this study 97per cent of patients had ‘A’ 
(P <0.05) for three or more symptom scales in 
an untreated cycle. However we are aware that 
all definitions have their limitations. 

The percentages of cycles with ‘A’ (P <0.05) 
for the untreated cycle (Table I) do indicate 
that premenstrual syndrome is a reality and 
does affect the lives of the patients in this study. 
When the patient group is compared with. a 
control group, there isa significant correlation 
between cycles in terms of which scales have the 
greater number of ‘A’, and this suggests that our 
patient group is similar to the control group. 
However, for certain scales, i.e. Pain, Concen- 
tration, Behavioural Change, Negative Affect 
and Control, the patient group has a higher 
percentage of subjects with ‘A’. This might be 
expected as the patient group had all sought 
treatment for their premenstrual syndrome. 
Interestingly, both groups had the same 
percentage of subjects with ‘A’ for Autonomic 
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Reaction and Water Retention, suggesting that 
having symptoms of Water Retention in relation 
to menstruation is not directly related to 
seeking treatment. The patient group had a 
larger percentage of subjects with ‘A’ for the 
Control Scale than the control group. Moos 
obtained his list of Control Scale symptoms 
from the Blatt Menopausal Index, the symptoms 
were endorsed with relatively high frequency by 
menopausal women but women in his sample 
(20-30 years) endorsed them with very low 
frequency. Moos felt that they gave a measure of 
how likely a woman was to complain of symp- 
toms which were not usually associated with 
cyclical menstrual cycle changes. It does seem 
that the patient group (i.e. those seeking 
treatment) are more likely to complain of these 
other symptoms e.g. heart pounding, numbness, 
tingling, than the control group. However if 
within the patient group those who have ‘A’ 
(P <0.05) for the Control Scale in an un- 
treated cycle are compared with those who do 
not there is no significant difference in their 
responses in either progesterone or placebo 
cycles, 

By recording an untreated cycle, it is possible 
to screen women attending the clinic and thus 
separate those women with premenstrual syn- 
drome from those who may feel they have pre- 
menstrual syndrome but in reality have other 
problems. Data from an untreated cycle also 
acts as a baseline with which to compare 
treatment cycles, something which cannot be 
done if one only uses a direct comparison 
between two different treatments. 

When the numbers of ‘A’ (P <0.05) are 
compared in different cycles, for both Auto- 
nomic Reaction and Water Retention neither 
progesterone nor placebo cycles are significantly 
different from the untreated cycle, implying 
that progesterone has no effect on symptoms 
such as weight gain, painful breasts and 
swelling, but also indicating that this particular 
group of symptoms do not show a placebo 
response. The other results show that both 
progesterone 200 mg b.d. and placebo do 
reduce symptoms in the pain, concentration, 
behavioural change, negative affect and control 
scales. The results suggest that placebo is a more 
effective treatment than progesterone 400 mg 
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b.d. for symptoms in the Pain Scale, namely 
cramps, backache, fatigue, general aches and 
pains, headaches and muscle stiffness. However, 
progesterone in a dose of 400 mg b.d. may 
perhaps induce symptoms such as cramps and 
backache and may thus appear to be less 
effective in reducing them than placebo. The 
results imply that a dose of progesterone 400 mg 
b.d. is not effective in reducing any premen- 
strual symptoms, and that if progesterone is 
used it should be at the lower dosage of 200 mg 
b.d. 

Direct comparison between placebo and 
progesterone treated cycles has been recorded by 
two methods. The first method was retrospective 
by questioning the patient shortly after she had 
finished the treated cycle. The patients were 
not discouraged from giving a negative answer 
and often rationalized to themselves that it must 
have been a less active cycle. The second method 
was by daily rating of symptoms. Both methods 
produced similar results, in that there is no 
significant difference between progesterone and 
placebo in reducing symptoms of premenstrual 
syndrome. Placebo is in the majority of cases the 
more effective of the treatments although this 
never reaches statistical significance. 

The results of the Arousal Scale are interest- 
ing; they in fact follow a similar pattern to other 
scales, i.e. placebo reduces ‘A’ (for Arousal) 
more than progesterone. One implication is 
that patients do have more positive feelings of 
affection, orderliness, excitement, feeling of well 
being and bursts of energy in progesterone- 
treated cycles than in placebo cycles; however 
the results could also be explained by a gener- 
alization of responses. The fact that only 53 per 
cent of A values for Arousal occurred when 
expected suggests that we may be measuring 
different factors in our control group. 

In setting up the trial we had been concerned 
about a ‘carry-over’ effect of progesterone into 
the following placebo cycle. In fact the placebo 
cycles following a progesterone cycle are not 
different from those placebo cycles preceding a 
progesterone cycle. What seems more important 
is the response to treatment in the first treatment 
cycle when compared with subsequent treat- 
ment cycles, irrespective of whether the first 
treatment cycle used progesterone or placebo. 
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Sixty per cent of patients reported being helped 
by the first treatment cycle and this figure is 
very similar to the success rates claimed for 
many different kinds of treatment for pre- 
menstrual syndrome when used in an un- 
controlled trial. We were also aware in setting 
up the trial that progesterone or placebo should 
perhaps be used for two or three consecutive 
menstrual cycles. Two factors made us favour 
the double blind crossover procedure used, 
although we remain aware of its limitations in 
all menstrual cycle studies as no two ‘menstrual 
months’ are ever identical. Firstly those patients 
who completed the trial kept daily records for at 
least five and often six months, to have extended 
the trial period might have meant daily records 
for a year—a formidable task for anyone! 
Secondly it was anticipated that if progesterone 
was an obviously successful treatment it should 
be apparent; and further studies using pro- 
gesterone in different treatment regimes could 
then be undertaken. 


Patients complained of side effects in both 
progesterone and placebo cycles, but many of 
the side effects recorded were in fact symptoms 
of premenstrual syndrome themselves. The 
most common problem in this study was the 
mode of insertion but the majority of women 
did not consider it a serious disadvantage. 


This study suggests that daily recording of 
symptoms by the Menstrual Distress Question- 
naire is a useful method of assessing firstly if a 
woman, has premenstrual syndrome and then if 
her premenstrual syndrome is affected by 
treatment. Using this method there is no 
significant difference between progesterone 
and placebo in reducing symptoms of pre- 
menstrual syndrome. 


* Gwyneth A. Sampson, MB, ChB. 


M.R.CPsych., Consultant Psychiatrist, 
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Changes in the Brain Catecholamines in Patients 
with Dementia of Alzheimer Type 


By R. ADOLFSSON, C. G. GOTTFRIES, B. E. ROOS and B. WINBLAD 


SUMMARY Brain monoamine concentrations were determined post 
mortem in 19 patients with dementia of Alzheimer type. Samples were 
taken from 10 parts of the brain and compared with an age-matched 
control group. 

There were lower mean concentrations of dopamine in the demented 
group of patients in seven regions of the brain, and two of these were 
at a significant level. There were also significantly lower concentrations 
of homovanillic acid in the nucleus caudatus and in the putamen. The 
means of the concentrations of noradrenaline were also lower, and in 
the putamen and the cortex gyrus frontalis significant differences were 
_ observed. The 5-hydroxytryptamine concentrations were slightly 

lower in the demented group but the differences did not reach sig- 
nificance. The degree of intellectual deterioration was negatively 
correlated with the noradrenaline concentrations in the hypothalamus 


and the cortex gyrus cinguli. 


The diffuse cerebral atrophic process in 
senile dementia and Alzheimer’s disease is 
considered to be steadily progressive and 
irreversible, with no successful treatment avail- 
able. The impairment of mental functions is 
global, i.e. involving intellectual, emotional and 
motor functions. There seems to be a relation- 
ship between cognitive decline on the one hand 
and number of senile plaques (Blessed et al, 
1968), EEG-abnormalities (Obrist et al, 1963) 
and degree of atrophy on the other hand 
(Willanger et al, 1968; Tomlinson et al, 1970; 
Huckman et al, 1975). In addition, correlations 
have been found between cortical degenerative 
changes and regional cerebral blood flow 
(Gustafson et al, 1977) and also between 
EEG abnormalities and regional cerebral blood 
flow (Johannesson et al, 1977). 

_ The aetiology of the disease remains obscure. 
A number of studies of the structural changes in 
the brain have been done, showing degenerative 
changes in neurones and glial cells. The 
question whether neuron loss occurs in dementia 


of Alzheimer type has been difficult to evaluate. 
Colon (1973), in a small series, found a sub- 
stantial cell loss in the lower part of the cortical 
grey matter. Also in the locus ‘caeruleus a 
severe cell loss is seen in most brains from 
patients with Alzheimer’s disease (Forno, 1966; 
Yamada and Mehraein, 1977). Spillane et al 
(1977) discuss preliminary findings indicating a 
50 per cent neuron cell loss in the temporal 
lobe while the number of glial cells was relatively 
unchanged. Terry (1978), however, in a pre- 
liminary study, reported no differences in cell 
number in the cortex in an Alzheimer group of 
patients compared with age-matched controls. 
Structural changes in the neurofilaments (Terry 
and Wisniewski, 1972), synapses (Gonatas and 
Gambetti, 1970), and dendritic spines (Mehraein 
et al, 1975) have also been reported. It may be 
supposed that these changes have some in- 
fluence on neural transmitter function. 

In view of the widespread degeneration it has 
been considered unlikely that a single neuro- 
transmitter would be affected selectively (Dayan, 
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1974). Gottfries et al (1969, 1970, 1973) found 
that patients with Alzheimer’s disease and to a 
lesser degree the senile demented had lower 
concentrations of homovanillic acid (HVA) in 
the cerebrospinal fluid (CSF) as well as in the 
basal ganglia. After loading with protenecid the 
rise of HVA and 5-hydroxyindoleacetic acid 
(5-HIAA) was significantly lower in the 
dements. In addition it was found that the 
intellectually most severely impaired patients 
had the lowest levels of HVA in CSF. Parkes 
et al (1974), however, found no significant 
differences in HVA-concentration in senile 
dements compared to controls. Fischer (1975) 
reported a lower, although not significant, 
24-hour urinary excretion of HVA in 16 de- 
ments. In this study, however, the diagnoses 
included other demented patients than of the 
Alzheimer type. The activity of aromatic amino 
: acid decarboxylase (Bowen et al, 1974), glutamic 
acid decarboxylase and the concentration of 
< neuronin S-6 (Bowen et al, 1973) were reported 
“to be reduced in dementia of Alzheimer type, 
but the findings were later refuted as it was 
found that the mode of death, especially when 
prolonged and associated with broncho- 
pneumonia, had a marked influence on these 
enzyme activities and on the protein concen- 
tration (Bowen et al, 1976). Preliminary results 
by Davies and Maloney (1976) indicated that 
the activities of tyrosine hydroxylase and 
monoamine oxidase in brain are unchanged in 
dementia of Alzheimer type. Thus there are 
findings for and against a disturbance of 
catecholaminergic systems in dementia of 
Alzheimer type. 

An essential and diagnostically obligatory 
symptom in dementia is the presence of amnesia. 
Drachman and Levitt (1974) and Drachman 
(1977) showed that centrally acting anti- 
cholinergic drugs mimic the impairment 
observed in memory functions in old age. 
Thereafter, several studies have shown that the 
cholinergic system in dementia of Alzheimer 
type is disturbed, measured as a reduction of 
choline acetyltransferase activity (Davies and 
Maloney, 1976; White et al, 1977; Perry et al, 
1977). 

The aim of this investigation was to deter- 
mine the concentrations of the catecholamines 
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noradrenaline (NA) and dopamine (DA), the 
indoleamine 5-hydroxytryptamine (5-HT) and 
their respective metabolites in the brain from a 
well defined group of patients with the diagnoses 
of senile dementia. and Alzheimer’s disease 
(dementia of Alzheimer type). Furthermore, the 
changes found in the concentrations of the 
monoamines. were correlated with the rated 
degree of intellectual, @motional and motor 
impairment. 


Material and Methods 


The patients included in the investigation had 
been resident in psychogeriatric or long-stay 
wards and had been diagnosed as suffering from 
dementia of Alzheimer type. Autopsy and 
careful macro-pathological investigations were 
done and cases: with encephalomalacias were 
excluded. The degree of dementia was measured 
by a geriatric scale which included the measure- 
ment of intellectual; emotional and. motor 
impairment (Gottfries and Gottfries, 1968). The 
ratings were made by the ward staff who were 
instructed to take into account the condition 
of the patients during the last months of their 
lives and not their condition in the terminal 
phase of the disease. The rating scales consist of 
direct questions about the patients’ physical, 
social and psychiatric status, with ‘yes’ or ‘no’ 
answers. The criterion group consisted of 19 
patients (13 women and 6 men) who clinically 
had the diagnosis of dementia of Alzheimer type, 
were demented according to the rating scales, 
and had no signs of severe arteriosclerosis or 
encephalomalacias. Mean age was 74.5+7.2 
years (range 59-84 years), There was no attempt 
to grade the patients’ mode of death e.g. levél 
of consciousness, presence of hypotension or 
grade of terminal hypoxia etc. (Bowen et al, 
1976). 

Brain samples from each patient were taken 
from cortical and sub-cortical structures and 
were put into airtight packages which were 
stored deep-frozen (—20°C) until chemical 
analyses were made. 5~HT was determined in 
8 different brain regions, 5-HIAA in 4, HVA in 
3 parts and NA and DA in 10 parts of the brain. 
DA was measured according to the method of 
Carlsson and Lindqvist (1962); HVA according 
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to Andén et al (1963) and Korfet al (1971); NA 
according to Bertler et al (1958) and Haggen- 
dahl (1963); 5-HT according to Andén and 
Magnusson (1967) and 5-HIAA according to 
the method of Jonsson and Levander (1970). 

Variables which might influence the amounts 
of the monoamines and the monoamine 
metabolites were controlled: namely sex, age, 
time between death’ and autopsy and time 
between autopsy and chemical analyses. The 
degree of arteriosclerosis in the basal brain 
vessels was estimated using a rating scale with 
four stages (World Federation of Neurology, 
1959). 

The concentrations of the monoamines and 
their metabolites were compared to an age- 
matched control group (mean age 75.0+7.6 
years; n = 40). It consisted of patients without 
neurogical or psychiatric illness. The group 
analyses were made with Student’s t-test and a 
two-sided test of significance was applied unless 
otherwise mentioned. Product-moment corre- 
lation and Spearman’s rank order correlation 
coefficient were used in the study of inter- 
relations between different variables. 


Results 


The average brain weight in the demented 
group was 1281+138 grams (range 1000-1590 
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grams) and in the control group 1375+132 
grams. The difference is statistically significant 
(P <0,001). There was -no significant corre- 
lation between brain weight and degree of 
arteriosclerosis in basal brain vessels. 


Degree of dementia 


The mean of the score on the full scale 
(global dementia) was 107.5 + 17.0 points (range 
76-126; scale maximum of dementia 126). The 
degree of intellectual impairment was on the 
average 51.7+7.4 points (range 36-58 scale 
maximum 58) and of the motor impairment 
35.7 + 10.4 points (range 13-45; scale maximum 
45). A score of 45 on the motor scale was 
achieved by totally bedridden patients unable 
to feed themselves. The points of intellectual 
and emotional impairment were pooled and 
the average of the sum was 70.8+ 10.0 points 
(range 52-81; scale maximum 81). This sum 
was used in the correlation analyses. There was 
no significant correlation between intellectual 
impairment or motor impairment on one hand 
and the age of the patients on the other. 


DA- and HV A-concentration 


As is evident from Table I, there were lower 
mean values of DA in the demented group in 


Tase I 
Mean and standard deviation of the concentration of dopamine (DA) (ug/g wet tissue) and homovanillic acid (HVA) 
(ug/g wet tissue) in demented patients of Alzheimer type and in age-matched controls. Differences are analysed by Student's 
t-test. * = p <0.05; ** =p <0.01; N = number of cases 














DA HVA 
Controls Demented Controls Demented 
(N = 10-12) (N = 15-18) (N = 10-24) (N = 12-15) 
Part of brain m SD m SD t m SD m SD t 


Nucleus caudatus 1.357 +0.540 1.025+0.697 1.32 3.237+1.343 2.002+0.527 3.234 
“ Putamen 1.234+0.819 1.565+1.414 -0.72 7.195+2.598 5.0524+2.562 2.53% 
Hypothalamus 0.063 +0.115 0.089+0.108 —0.62 
Thalamus 0.039+0 042 0.012+0.011 2.56* 
Hippocampus 0.040+0 070 0.022+0 017 0.95 
Mesencephalon 0.036+0 027 0.038+0 029 —0.21 
Pons 0.052 +0,053 0.022+0 023 2.08* 
Cortex gyrus frontalis 0.033 +0.051 0.018+0.022 1.24 0.043+0.040 0.053+0.070 —0.40 
Cortex gyrus 
hippocampus 0.024+0.025 0.012+0.012 1.64 
Cortex gyrus cinguli 0.027 +0.031 0.024+0.033 0.24 
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Taste II 


Mean and standard deviation of the concentrations of noradrenaline (NA) (ug/g wet tissue) in the brain in demented patients of 
Alzheimer type and in age-matched controls. N = number of cases. Student's t-test. * = pb <0.05 





Controls Demented 
(N = 10-21) (N = 15-18) 
Part of brain m SD m SD t 


Nucleus caudatus 0.020 +0.012 0.015 +0012. 1.35 
Putamen 0.043 +0.031 0.021 +0.019 3.45* 
- Hypothalamus 0.749 +0.398 0.440 +0.508 1.83 
Thalamus 0.071 +0.048 0.067 +0.097 0.19 
Hippocampus 0.013 +0.012 0.008 +0.007 1.46 
Mesencephalon 0.117+0.059 0.088 +0052 1,55 
Pons 00.46 +0.010 0.011 40,007 1,45 
Cortex gyrus frontalis 0.018 +0.024 0.005 +0.006 2.18* 
Cortex gyrus hippocampus 0.014 +0.012 0.010 +0.011 0.80 
Cortex gyrus cinguli 0.019 +0.016 0.013 +0.016 0.84 











7 of the 10 analyses and two of these were at 


a significant level. The HVA-concentration, 
which was measured in the nucleus caudatus, 
_ putamen and in cortex gyrus frontalis, was 
-o statistically significantly reduced in the nucleus 
~ caudatus and in the putamen in .the demented 
group (Table I). The intercorrelation between 
the DA-concentration in the nucleus caudatus 
and in the putamen, however, did not differ 
between the demented and the controls (de- 
mented: 0.87; P <0.001; n = 15, controls: 
0.76; P <0.001; n = 22). Differences in time 
elapsed between death and autopsy could not 
explain the lower concentrations in the demen- 
ted group, nor could the differences in time 
between autopsy and chemical analysis. The 
DA-concentrations showed no relationship to 
intellectual or motor dementia. The HVA- 
concentration was not correlated to the degree of 
the motor dementia. The DA-concentration 
tended to decrease with age in the demented 
group, a finding which is consistent with the 
result obtained from the controls. 


NA-concentration 

In all ten parts of the brain analysed, the 
demented patients had lower concentrations of 
NA and in the putamen and in the cortex 
gyrus frontalis significant differences were 
observed (Table II). The time between death 
and autopsy did not differ between the two 
groups and thus could not explain the differ- 


ences observed in the NA-concentration. In the 
age interval 59-84 years, age had no significant 
influence on the concentration of NA in the 
dements, whereas there was a trend for a 
decline of NA with increasing age in the 
controls. The degree of intellectual and emo- 
tional dementia was inversely correlated to the 
NA-concentration in the hypothalamus and in 
the cortex gyrus cinguli (Table III). 


5-HT and 5-HIAA concentration 


Mean 5-HT-concentrations were lower in the 
demented group in 6 out of 8 regions of the 
brain, but the differences from the controls did 
not reach significance (Table IV). 5-HIAA- 
concentration were determined in 3 cortical 
regions, The demented group had lower values 
in all regions (Table IV). In the cortex gyrus 
hippocampus and in the cortex gyrus cinguli 
the differences were significant (P <0.05). 

There were no significant correlations be- 
tween 5-HT-concentrations and degree’ of 
dementia. 


Discussion 
Patients with dementia of Alzheimer type 
showed reduced mean concentrations of NA 
and DA, and to a lesser degree of 5~HT. The 
most consistent and convincing finding was the 
significantly lower concentration of HVA in the 
basal ganglia (Table I), which is in accordance 





220 


. 


BRAIN CATECHOLAMINES IN PATIENTS WITH DEMENTIA OF ALZHEIMER TYPE 


Taste III 


Correlations between the concentrations of noradrenaline (NA) (ug/g wet tissue) in different parts of the brains from 13-15 
demented patients of Alzheimer type and their dementia scores (Spearman correlation coeficient). * = p.<00.5 (one-sided 











test) 
Intellectual and Intellectual 
Part of brain Global dementia emotional dementia dementia Motor dementia 
Nucleus caudatus —0.33 —0.27 —0.08 —0.21 
Putamen . —0.32 —0.40 —0.16 ~ 0.05 
Thalamus 0.37 0.39 0.31 0.41 
Hypothalamus —0.50* —0.44* —0.25 —0.02 
Mesencephalon —0.27 0.13 —0.01 -0.41 
Pons 0.13 0.10 0.30 0.30 
Hippocampus —0,37 —0.38 -0.15 —0.07 
Cortex gyrus frontalis ~0.33 —0.26 —0.06 ~0.17 
Cortex gyrus cinguli —0.24 —0.45* —0,12 —0.25 
Cortex gyrus hippocampus —0.29 —0.34 —0.08 0.03 
Tase IV 


Mean and standard deviation of the concentrations of 5-hydroxytryptamine (5-HT) (ug/g wet tissue) and 5-hydroxyindoleacetic 


acid (5-HIAA) (ug/g wet tissue) 
Differences are analysed by Student's t-test. 








in the brain in patients with dementia of Alzheimer type and age-matched controls, 


* 


= p <0.05; N = number of cases 














5-HT §-HIAA 
Controls Demented Controls Demented 
(N = 13-22) (N = 16-19) (N = 23-24) (N = 18) 
Part of brain m sD m sD t m SD m sD ct 
Thalamus 0.128 +0.04! 0.107+0.070 1.03 
Hypothalamus 0.141 +0.076 0.095+0.093 1.45 
Mesencephalon 0.45540.176 0.3434+0.142 1.99 
Pons. 0.061 +0.028 0.045+0.027 1.61 
Hippocampus 0.053 40.031 0.044+0.072 0.44 
Cortex gyrus frontalis 0.01140.021 0.012+0.014 —0.22 0.145+0.075 0.125+0.109 1.05 
Cortex gyrus cinguli 0.029+0.039 0.022+0.025 0.68 0.314+0.101 0.233+0.159 2.22" 
Cortex gyrus 
hippocampus 0.022 +0.024 0.0344+0.053 —1.00 0.258+0.103 0.184+0.072 2.59" 





with previous results (Gottfries et al, 1969). As 
the control group was age-matched, age- 
related changes of NA, DA and 5-HIAA 
concentrations (Adolfsson et al, 1978; Robinson 
et al, 1972; Carlsson and Winblad, 1976) 
cannot explain the differences. Whereas small 
changes in neuronal activity do not per se 
result in changes of the concentrations of 
neurotransmitters, the findings of significantly 
reduced levels of DA and a trend for a decrease 
in the NA-concentrations observed in the normal, 








and still more pronounced in dementia of 
Alzheimer type, suggest changes in the syn- 
thesis and/or metabolism of the monoamines. 
They could also be a result of neurone loss... 
During their last year, most of the patients 
had been treated with some neuroleptics and in 
the terminal phase about half of the patients 
had received morphine. It is well known that 
neuroleptic treatment influences the monoamine 
metabolism in the human brain. An effect 
common to all neuroleptics is the acceleration of 








R. ADOLFSSON, C. G. GOTTFRIES, B. E. ROOS AND B. WINBLAD 


brain DA-metabolism and some neuroleptics 
also increase the turn-over of NA (Carlsson and 
Lindqvist, 1963; Keller et al, 1973). 

The neuroleptic treatment of the demented 
patients would more probably have resulted in 
an increased concentration of the amine 
metabolites. The differences between the de- 
mented and the controls can thus not be 
explained. by the neuroleptic treatment. The 
observed differences in the monoamine con- 
centrations cannot be explained by morphine 
medication as it was as frequent in the control 
group. 

The reported histopathological changes in the 
mesencephalon and the degeneration of the 
nerve terminals and the dendritic spines 
theoretically could result in reduced synthesis, 
insufficient transport and a defect of storage and 


<vo release of amines. The lower amine concen- 


trations could thus be a result of a degenerative 
_ process, involving at least dopaminergic and 
probably also noradrenergic neurons. The 
clinical “resemblance to Parkinson’s disease 
(Pearce, 1974) supports the assumption that the 
nigro-neostriatal projections are impaired in 
dementia of Alzheimer type. Only a minority 
of the patients, however, have marked extra- 
pyramidal symptoms. Probably the appearance 
of these symptoms is related to the age of the 
patients and to the duration of the illness. 
Younger patients often have more severe 
extrapyramidal symptoms (Müller and Ciompi, 
1968) as have patients with longer-duration of 
illness. Thus, a different patient selection with 
regard to age and duration of illness could have 
resulted in still more reduced DA- and HVA- 
concentrations in the mesencephalon and in the 
basal ganglia. 

By comparison with Parkinson’s disease, some 
differences in the disturbance of dopamine 
metabolism were noted in the dementia group. 
The decrease in DA-concentration in the basal 
ganglia in relation to decrease of HVA- 
concentration, is more severe in Parkinson’s 
disease (Bernheimer and Hornykiewicz, 1965). 
Fahn et al (1971) in a review of the literature, 
found that the quotient DA/HVA was 0.3 in the 
nucleus caudatus and 0.2 in the putamen in the 
post-mortem parkinsonian brain. Our quotients 
for the demented are somewhat higher; 0.52 + 
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0.39 and 0.32 +0.34 respectively. In Parkinson’s 
disease there is a loss of DA-neurons in the 
substantia nigra (Bernheimer et al, 1973) and the 
low quotient DA/HVA indicates a higher turn- 
over rate in the remaining neurones. In demen- 
tia of Alzheimer type the quotient does not 
differ from the controls, which may indicate a 
disturbance of compensatory mechanisms. On 
the other hand, if neuron loss occurs, the 
unchanged quotient: could reflect adequate 
function of the remaining neurons. 


Animal studies have shown that intact DA 
and NA projections from the mesencephalon 
are essential for normal behaviour and learning 
(Zis et al, 1974; Anlezark et al, 1973; Engel, 
1972). In investigations on patients with Park- 
inson’s disease and depressive states, it has been 
found that disturbance of DA turnover with 
impairment of motor functions is also asso- 
ciated with reduced. drive, lack of initiative, 
lowered psychomotor speed and lowered cap- 
acity for learning (for review, see Murphy, 
1972). In addition, a reduction in brain NA- 
concentration occurs in parkinsonian patients 
(Bernheimer et al, 1963; Hornykiewicz, 1960}. 
It was therefore interesting to find that the 
decrease in the concentrations of NA in several 
parts of the brain in the Alzheimer group was 
negatively correlated to the severity of the 
disease, with regard to intellectual and emo- 
tional impairment (Table III), Somewhat 
surprisingly there were no significant corre- 
lations between DA-concentrations in the basal 
ganglia and the motor impairment (Table I). 
This is in contrast to the findings in Parkinson’s 
disease, where the degree of DA deficiency can 
be correlated to some extent with rigidity and 
akinesia (Bernheimer et al, 1973). However, our 
rating scales do not exclusively measure these 
two aspects of motor impairment, but also 
include the dyspraxic component. 


Our results have given some indications of 
dysfunction of the catecholaminergic systems in 
this particular dementing disorder. It seems 
probable that a patient’s degree of dementia is 
determined by this dysfunction to some extent, 
and an interesting question will be whether. or 
not substitution with l-dopa is of benefit for this 
group of patients. 
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Dichotic Perception: Evidence for Right Hemisphere 
Dysfunction in Affective Psychosis 


By ALLAN YOZAW4&TZ, GERARD BRUDER, SAMUEL SUTTON, LAWRENCE SHARPE, 
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SUMMARY The association between lateralized hemispheric dys- 
function and psychiatric diagnosis was investigated with a measure of 
summation of dichotic clicks and with a dichotic competing message 
task. Ear asymmetries of affective psychotic patients were similar to 


schizophrenic patients and normal controls. In contrast, schizophrenic 
patients did not display abnormal auditory perceptual asymmetries. 


The special role of the non-dominant (right) 
hemisphere as a mediator of emotional or 
` affective. behaviour has recently been advanced 
in numerous studies of neurologically lesioned 
as: well. as. intact individuals (Garmon and 
Nachson, 1973; Wechsler, 1973; Heilman et al, 
1975; Schwartz et al, 1975; Dimond eż al, 1976; 
Bear ‘and ‘Fedio, 1977; Safer and Leventhal, 
1977; Tucker et al, 1977). An association 
between right hemisphere dysfunction and 
states of affective psychopathology has been 
hypothesized (Flor-Henry, 1969, 1976; 
Gruzelier and Venables, 1974), but remains less 
clearly supported. When temporal lobe epilepsy 
is associated with manic-depressive disorder, 
the foci are more often in the non-dominant 
hemisphere (Flor-Henry, 1969). There have 
also been reports of greater evidence of right 
than left hemisphere dysfunction in the neuro- 
psychological test performance of depressed 
patients. (Flor-Henry, 1976; Goldstein et al, 
1977; Kronfol et al, 1978). Nevertheless, the few 
studies that have measured lateral asymmetries 
in skin conductance responses (Gruzelier and 
Venables, 1974), EEGs (d’Elia and Perris, 
1973; Flor-Henry, 1976; Rochford et al, 1976) 
or visual evoked: potentials (Perris, 1974; 
Roemer et al, 1978) of patients with affective 
disorders have not been in agreement with 
respect to which hemisphere may be dys- 
functional. 


This report presents evidence of ear asym- 
metries for the dichotic perceptual performance 
of affective psychotic patients for both verbal 
and non-verbal stimuli, providing new support 
for a hypothesis of right hemisphere dys- 
function in these patients. 

Dichotic listening techniques, in which 
different information is presented simultaneously 
to each ear, have been successful not only in 
investigating cerebral lateralization in normal 
listeners (Kimura, 1961, 1964; Studdert- 
Kennedy and Shankweiler, 1970; Berlin. and 
McNeil, 1976), but also in assessing impairment 
following commissural section (Milner et al, 
1968; Sparks and Geschwind, 1968; Springer 
and Gazzaniga, 1975) or unilateral cortical 
lesions (Berlin, 1976; Katz, 1977). In an 
investigation of lateralization in psychotic 
patients, Lishman et al (1978) used a dichotic 
task in which subjects listened to three pairs of 
competing monosyllabic words and then re- 
ported what they heard. Both manic-depressive 
and schizophrenic patients showed larger ear 
asymmetries than normal controls, but only 
male schizophrenics. differed significantly from 
controls when the data were analyzed sepa- 
rately for each sex. Aithough these findings may 
reflect abnormal hemispheric functioning in 
psychotic patients, Lishman ef al cautioned that 
there are other possible interpretations, in- 
volving such factors as the memory load inherent 
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in their dichotic task, and the overall poorer 
performance of patients as compared to controls. 

In the present study, we used two different 
dichotic measures which are relatively easy 
tasks requiring minimal memory mediation. The 
major aim was to investigate the dichotic percep- 
tion of verbal and non-verbal stimuli in affective 
(psychotic) and schizophrenic .patients. Ear 
asymmetries on dichotic measures served as- a 
test for lateralized hemispheric dysfunctions 
which have been hypothesized to differ in 
affective and schizophrenic -disorders (e.g. 
Flor-Henry, 1969, 1976; Gruzelier and Ven- 
ables, 1974). 


Dichotic Summation of Two-Click Stimuli 
Studies have measured resolution of dichotic 


-o two-click stimuli-in individuals with unilateral 


cerebral lesions (Lackner and Teuber, 1973; 
- Bender and Diamond, 1975). A lead click is 
_ presented to one ear followed, after a delay, by a 
lag click to the other ear. Brain damaged 
patients with left temporal lesions were found to 
need: abnormally long interclick delays to 
resolve two separate clicks (Lackner and Teuber, 
1973}. Moreover, it has been reported that 
two-click resolution is poorest when the lag 
click is presented to the ear contralateral to the 
lesioned hemisphere (Bender and Diamond, 
1975). Bender and Diamond suggest that in 
these cases the intact hemisphere is more 
efficient in processing sensory information, and 
as a result, perception in the ear contralateral to 
the intact hemisphere predominates over per- 
ception in the ear contralateral to the lesioned 
hemisphere. Benson and Teas. (1976) have 
presented a neurophysiological model which 
helps explain the asymmetric auditory deficits 
that arise following unilateral cortical lesions. 

There would, however, be a problem in 
interpreting a finding of poorer two-click 
resolution in psychiatric patients if they differed 
from controls in motivation or. in response bias, 
i.e. the relative degree of cautiousness or laxness 
in reporting that they perceive two clicks. To 
avoid these problems, the present study used a 
forced-choice threshold procedure. to measure 
summation of dichotic two-click stimuli. 

The forced-choice aspect of the procedure 
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deals with response bias. The task of subject. is 
to decide in which of three observation intervals 
a stimulus was present. The subject must. thus 
always report. the presence of a stimulus; the 
only question is whether the correct observation 
interval is chosen. ‘This eliminates the possibility 
of cautiousness or laxness, The stimulus intensity 
needed by the subject.to obtain a given level of 
accuracy (67 percent torrect) provides an 
estimate of the threshold. 

The strategy for dealing with the.problem of 
motivation was to. convert the dichotic reso- 
lution measure into a measure of dichotic 
summation on which patients could perform 
‘better’ than. normals. In measuring dichotic 
summation, the forced-choice procedure is 
used to determine the threshold for hearing 
dichotic two-click. stimuli, consisting of a lead 
click to one ear followed, after a brief delay, by 
a lag click to the other ear. ‘This is compared to. 
the threshold for.a monotic condition, consisting 
of a single click in one ear. The reduction in the 
threshold due to dichotic stimulation over 
monotic stimulation is the measure of dichotic 
summation. 

The reasoning that led us to expect that 
individuals. with unilateral hemispheric dys- 
function would. display better performance 
(i.e. greater dichotic summation) is the follow- 
ing. Studies with normal listeners (Botte, 1976; 
Bruder et al, 1977) have found maximum 
dichotic summation at very brief interclick 
delays followed: by a reduction in summation to 
a minimum level at longer delays when the lag 
click is no longer perceptually fused with the 
lead click but is presumably processed inde- 
pendently. In contrast, individuals with uni- 
lateral cerebral. lesions who have difficulty 
resolving two clicks at the longer interclick 
delays should show more dichotic summation 
than normal subjects at these long delays. The 
greater dichotic summation would occur because 
these individuals continue to fuse the two clicks 
at the long interclick delays where normal 
listeners show little or no fusion. Moreover, the 
asymmetry in two-click resolution reported for 
individuals with unilateral cerebral lesions 
should appear as. greater dichotic summation 
when the lag click is presented to the ear 
contralateral to the lesioned hemisphere. 
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By the same reasoning, if psychiatric patients 
with affective or schizophrenic disorders were 
to have some degree of dysfunction in one 
hemisphere, it should be reflected as greater 
dichotic summation. For example, the hypo- 
thesis of right hemisphere dysfunction in 
affective disorders leads to the prediction of 
greater dichotic summation when the lag click 
is presented to the ear’contralateral to the right 
hemisphere. 

The present study measured dichotic sum- 
mation of two-click stimuli in affective 
(psychotic) patients, schizophrenic patients and 
normal controls. Two individuals with right 
temporal lobe lesions were also tested, not as a 
comprehensive sample, but rather to verify our 
assumption that unilateral cortically lesioned 
individuals, for whom ear asymmetry is typically 
found with a two-click resolution procedure, 
would display the predicted direction of ear 
asymmetry with our dichotic summation pro- 
cedure. 


Method 

Subjects 

Male admissions to Kingsboro Psychiatric 
Center between the ages of 18 and 35 years 
were screened consecutively upon admission for 
possible inclusion in this study. The screening 
consisted of three parts. First, their charts were 
reviewed with the help of ward personnel to 
exclude those patients who had histories of any 
of the following: drug or alcohol addiction, 
brain damage, epileptic seizures, mental retar- 
dation or penal incarceration. Second, patients 
who passed this initial screening were given a 
brief interview to: (1) determine handedness; 
(2) assess major symptomatology; and (3) 
evaluate the patient’s willingness and ability to 
participate. Third, patients whose thresholds for 
a single click were 20 dB or more above our 
normative standard or who displayed a thresh- 
hold difference across the ears of greater than 
10 dB were excluded from the study. Twenty 
right-handed patients who communicated clear- 
cut affective or schizophrenic symptomatology 
were selected for participation in this study. 

Prior research has documented the tendency 
of the psychiatrists at Kingsboro Psychiatric 
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Center (as in many large service-oriented 
institutions in the United States) to over- 
diagnose schizophrenia and underdiagnose 
affective disorders (Gurland et al, 1970; Cooper 
et al, 1972). Independent project diagnoses were, 
therefore, derived for each patient using 
information obtained from a semi-structured 
interview. The interview schedule was based 
upon a combination of selected items from the 
SADS (Endicott and Spitzer, 1978), the PSE 
(Wing et al, 1974) and the US-UK interview 
schedule (Cooper et al, 1969). The project 
diagnoses were the product of consensus 
between two project diagnosticians who in- 
dependently rated each patient’s interview. A 
psychologist (A.Y.) who performed the inter- 
view gave an initial diagnosis of each patient, 
and a project psychiatrist (L.S.) provided a 
confirming diagnosis after listening to audio 
tapes of the patient interviews. 

In cases where there was disagreement 
between these two diagnoses, another project 
psychiatrist (B.G.) listened to these tapes and 
gave his diagnosis. Using the criterion of agree- 
ment on at least two of these diagnoses, it was 
possible to classify 9 patients as having affective 
psychoses and 10 patients as having schizo- 
phrenic disorders. It should be noted that when 
patients for whom there was diagnostic dis- 
agreement were excluded from the affective and 
schizophrenic groups, this did not appreciably 
alter the ear asymmetry findings. 

Six of the 9 project diagnosed affective 
patients also met Research Diagnostic Criteria 
(Spitzer et al, 1978) including: 2 manic dis- 
orders, 2 bipolar with mania, | bipolar with 
hypomania and 1 major depressive disorder. 
Seven of the 10 projeet diagnosed schizophrenic 
patients also met Research Diagnostic Criteria 
including: 5 paranoid schizophrenics and 2 dis- 
organized schizophrenics. 

Ten right-handed normal controls were 
selected to match the age and ethnicity of our 
patient sample. They were referrals from New 
York State Employment Office who demon- 
strated an absence of significant psychopathology 
on the same interview schedule as that adminis- 
tered to our patient sample. Normal controls 
were screened to exclude those with a history of 
drug or alcohol addiction, brain damage, 
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epilepsy or mental retardation. Normals whose 
single click thresholds indicated a hearing loss 
of 20 dB or more, or an ear difference of 
greater than 10 dB, were also excluded from 
this study. 

Identifying data for the principal groups of 
affective patients, schizophrenic patients and 
normal controls are given in Table I. All groups 
were nearly identical with respect to age and 
ethnic composition. The number of hospitali- 
zations was, however, greater for schizophrenic 
patients than for affective patients (t = 2.75, 
P <.025). While the present admission for the 
affective patients was either their first or second 
hospitalization, the schizophrenic patients ten- 
ded to have had multiple admissions. Since it 
was not possible to withhold patients’ medi- 
cation, we selected patients who received only 
antipsychotic medication. The two patient 
groups were well matched for both type and 
level of medication. The project-diagnosed 
affective psychotic patients received nearly 
equivalent daily dosages of anti-psychotics to 
those received by the project-diagnosed schizo- 
phrenic patients (t = 0.89, P >.05). This was a 
consequence of the fact that the hospital 
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psychiatrists had not diagnosed any of these 
patients as affective psychotic, but rather, 
diagnosed all patients as schizophrenic. 

Two right temporal lesioned controls were 
also tested. One individual was a 56-year-old 
male for whom a CT scan revealed a right 
temporal-parietal infarct. The other individual 
was a 32-year-old male who was tested one 
month following a right temporal craniectomy 
for the removal of both a right subdural hema- 
toma of 30 ml and right intracerebral hematoma 
of 20 ml. 


Apparatus 


The apparatus was designed to: (1) generate 
‘saw tooth’ electrical pulses to be transduced as 
clicks; (2) steer the pulses to the right ear, left 
ear or both ears; (3) separately attenuate the 
pulses going to each ear; (4) control the inter- 
aural delay between clicks; (5) control inter- 
trial intervals. The clicks were generated by a 
negative-going electrical pulse with an exponen- 
tial return to base. The time constant of the 
exponential return to base (ie. the time 
required to reach I/e X peak amplitude) was 
0.1 ms. Attenuators (Hewlett-Packard 5-W 


TABLE I 
Clinical data for principal subject groups 






































Affectives Schizophrenics Normals 
(N = 9) {N = 10) (N = 10) 
Mean age 24.8 26.4 25.3 
(5.2)* (4.1) (4.5) 
Ethnic composition % Black 78 70 80 
% Hispanic 22 20 10 
% Caucasian 0 “10 10 
Mean number of hospitalizations including present 1.4. 3.7 — 
(0.5) (2.4) — 
Mean number of days from admission to initiation 6.9 7.3 —_ 
of testing (5.0) (6.2) _ 
Per cent receiving only phenothiazines 89 80 — 
Mean daily dosage level 11.0 14.5 — 
(chlorpromazine equivalent in mg/kg) (4.0) (11.4) — 





* Standard deviation in brackets. 
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600-0) were used to vary the click intensity in 
each ear. The timers used to control inter-click 
or intertrial intervals, as well as other details 
concerning the apparatus (including stimulus 
calibrations), are described elsewhere (Babkoff 
and Sutton, 1966; Yozawitz, 1977). The clicks 
were presented by circumaural earphones 
(Sharpe HA-10, MK 1) to a subject seated in 
a sound attenuating booth. Two small fans 
(Rotron, MK 4 Whisper Fans) within the 
booth produced a continuous low level of 
ambient noise. 


Procedure 


Thresholds were measured using a three- 
interval temporal forced-choice technique. On 
each trial, a stimulus was presented in one of 
three observation intervals marked by light 
flashes and the task of the subject was to indicate 
which interval contained the stimulus. A 
‘block up and down staircase’ procedure was 
used to estimate the lowest intensity needed by 
the subject to attain a 67 per cent level of 
detection accuracy. Essentially the procedure 
uses systematic rules for tracking the subject’s 
accuracy, increasing intensity when the subject 
makes errors and decreasing intensity when the 
subject is accurate (for details, see Bruder et al, 
1975). 

Single click thresholds were first measured for 
the right and left ear of each subject. Measures 
of dichotic summation for two-click stimuli were 
then obtained by estimating the threshold for 
four conditions during a session. In one dichotic 
condition, a lead click was presented to the right 
ear followed by a lag click to the left ear. A 
second dichotic condition was identical but 
reversed; the lead click went to the left ear and 
the lag click to right ear. The other two con- 
ditions consisted of a single click routed to 
either ear. The separate ‘block up and down 
staircase’ for these four conditions were begun 
at the threshold intensity for a single click in 
each ear and were alternated randomly within 
the session. The difference between thresholds 
for single clicks (averaged across ears) and 
thresholds for dichotic two-click stimuli served 
as the index of dichotic summation. The dichotic 
summation for each patient and normal control 
was measured at interaural delays of 0.01, 30 
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and 60 ms during three separate sessions. The 
two right temporal lesioned controls were tested 
in an additional session at an interaural delay of 
90 ms. 


Results 


When the interaural delay was close to zero 
(0.01 ms), the two right temporal lesioned 
controls showed no difference in dichotic 
summation for the right ear lag and left ear lag 
conditions. At interaural delays of 30, 60 and 
90 ms, however, dichotic summation was 
greater when the lag click was presented to the 
ear contralateral to their lesion. The maximum 
ear asymmetry was observed for an interaural 
delay of 60 ms. The average dichotic summation 
data for right temporal lesioned controls, 
affective psychotic patients, schizophrenic 
patients and normal controls at the 60 ms delay 
are shown in Fig 1. 


The superior dichetic summation when the 
lag click went to the left ear of the right tem- 
poral lesioned controis was expected, given the 
prior findings of Bender and Diamond (1975). 
Our critical finding was that the same direction 
of ear asymmetry was found for the affective 
psychotic patients, The affective group showed 
greater dichotic summation when the lag click 
was presented to the left ear after interaural 
delays of 0.01, 30 and 60 ms, and their ear 
asymmetry was also maximum at a delay of 
60 ms. It is not clear why the abnormal ear 
asymmetry of affective patients and right 
temporal lesioned controls was maximal at an 
interaural delay of 60 ms. However, dichotic 
speech studies (Studdert-Kennedy et al, 1970; 
Porter, 1974) provide evidence that this delay 
is a critical transition point in auditory pro- 
cessing. 

In contrast, the schizophrenic patients and 
normal controls did not show this pattern of ear 
asymmetry. At an interaural delay of 60 ms, the 
ear asymmetry for the schizophrenic and 
normal control groups were the reverse of the 
asymmetry found for the affective group (Fig 1). 
Although the differences in ear asymmetry 
between the affective, schizophrenic and normal 
control groups were not statistically significant 
at the briefer interaural delays of 0.01 and 
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30 ms (P >.05), there was a significant group 
difference at a delay of 60 ms (F = 3.87, df = 
2,26; P <.05). Scheffé multiple comparisons 
indicated that, while the affective patients did 
not differ significantly from either of the other 
groups taken separately (P >.05), the ear 
asymmetry for the affective patients was 
significantly different from the ear asymmetry 
for schizophrenic patients and normal controls 
taken together (t = 2.78, P< .05). 


-The differences. in ear asymmetry across 
groups do not appear to be due to differences in 
level of performance. A measure of level of 
performance on dichotic summation is the 
average of the amount of summation with the 
lag click presented to the right ear and the 
amount of summation with the lag click 
presented to the left ear. There was no sig- 
nificant difference between the affective, schizo- 
phrenic and normal control groups in the 


aa average level of dichotic summation (P >.05). 


- Also, although we have generally found slightly 
higher click thresholds in affective psychotic 
patients as compared to normal controls 
(Bruder ef al, 1975), the difference in single-click 
thresholds for the samples in this study did not 
reach statistical significance {P > -05). 





Staggered Spondaic Word Test 


Additional evidence suggestive of right hemi- 
sphere dysfunction for the affective psychotic 


Dichotic Summation (dB) 


L R 
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patients was observed with a dichotic speech 
test, the Staggered Spondaic Word (SSW) test. 
A variety of tests of dichotic speech perception 
have proven useful in assessing central auditory 
system pathology. The SSW test is a dichotic 
competing message procedure that has been 
standardized on large numbers of normal 
listeners, as well as on patients with peripheral 
and central auditory nérvous system impair- 
ment (Katz, 1968, 1977; Katz and Pack, 1975). 
It is particularly. well suited for work. with 
psychiatric patients because it is a relatively 
quick and easy test, that. is applicable to 
patients over a. wide range of age, intelligence 
and education. 


The test consists of presenting two different 
spondaic words (e.g. upstairs and downtown), 
one to each ear, such that the last syllable of 
the first spondee occurs simultaneously, and 
thus competes with, the first syllable of the 
second spondee (Fig 2). The task of the listener 
is simply to repeat both spondaic words. While 
normal listeners: produce few errors and little or 
no ear asymmetry on the SSW test, individuals 
with unilateral: temporal lobe lesions display 
asymmetrically poor performance for the ear 
which is contralateral to the lesioned hemisphere 
(Katz, 1968, 1977; Katz and Pack, 1975). 

The same individuals that were tested on the 
dichotic summation measure were tested with 
this measure. 





L R L R 


Lag Ear 


Fic 1.—Dichotic summation (interaural delay = 60 ms) for 2 
right temporal lesioned controls (T), 9 affective patients (A), 
10 schizophrenic patients (S) and 10 normal controls (N). 
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Fic 2.—SSW test trials illustrating the temporal sequence 
of word presentation. 


Method 

Apparatus 

A stereo tape deck (Tandberg, model 3500X) 
played pre-recorded tapes of the test material 
at a speed of 7.5 ips. The outputs of the stereo 
tape deck for the right and left channel were 
separately attenuated (Hewlett-Packard 5-W 
600-Q) and then amplified by a stereo inte- 
grated amplifier (Kenwood, model KA-4006). 
The recorded test material was presented to the 
subject by a set of ecircumaural earphones 
(Sharpe HA-10, MK II). Further details 
concerning this apparatus and calibrations are 
reported elsewhere (Yozawitz, 1977). 


Procedure 

A standard monosyllabic word discrimination 
test (CID W-22) was administered monotically 
to each ear at a sensation level of 50 dB above 
the pure tone average threshold (at 500, 1000 
and 2000 Hz). The per cent correct report in 
each ear provided a baseline level of speech 
discrimination for each individual. 

The SSW test was then administered at the 
same sensation level of 50 dB. The SSW test was 
obtained commercially as a two-channel tape 
(Auditec of St Louis). Instructions to the 
subject are recorded and the total test time is 
about 20 minutes. It consists of 4 practice 
items and 40 test items of the type illustrated in 
Fig 2. Note that on Trial | the last syllable of the 
lead spondee in the right ear (stairs) occurs 
simultaneously, and thus competes, with the 
initial syllable of the lag spondee in the left ear 
(down). The remaining two syllables ‘up’ and 
‘town’ occur without competition. Half of the 
items on the test begin with the first syllable in 
the right ear (as in Trial 1), and the other half 
begin in the left ear (as in Trial 2). The task of 
the listener is simply to repeat both spondaic 
words, and each competing and non-competing 
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syllable is scored as correct or incorrect. An 
advantage of the SSW test is that performance 
on competing syllables can be evaluated relative 
to performance on syllables that do not compete. 
Each individual, therefore, serves as his own 
control. The difference between performance on 
competing syllables and non-competing syllables 
serves as an index of dichotic suppression. 


Results 


The overall level of performance on the 
monotic word discrimination test (CID W-22) 
was equally good for the affective psychotic 
patients, schizophrenic patients and normal 
controls, The average per cent correct for each 
of these groups exceeded 90 per cent and there 
were no significant differences between groups 
(P >.05). There were also no significant group 
differences in ear asymmetry on the word 
discrimination test (P > .05). 

Fig 3 shows the average dichotic suppression 
scores for right temporal lesioned controls, 
affective psychotic patients, schizophrenic 
patients and normai controls. While the 
normal controls produced few errors in either 
ear on the SSW test, the individuals with 
unilateral temporal lobe lesions displayed 
asymmetrically poor performance for the: ear 
which was contralateral to the lesioned hemi- 
sphere. The left ear suppression for the right 
temporal lesioned controls is typical of the SSW 
performance reported elsewhere for unilaterally 
lesioned individuals (Brunt, 1972; Katz, 1977). 
Our new finding is that the affective psychotic 
group showed a similar ear asymmetry. The 
ear asymmetry was smaller for schizophrenic 
patients and absent for normal controls. This 
was reflected in the analysis of variance as a 
significant difference between the ear asym- 
metries of the affective, schizophrenic and 
normal control groups (F = 5.27, df = 2,26; 
P = .01).* 


* An analysis of variance for ‘corrected’ SSW test per- 
centages, which compensated for each subject’s right 
and left ear speech discrimination error score, was 
significant at the same level (P = .01). Moreover, an 
analysis of variance for ‘adjusted’ SSW test percentages, 
which compensated for order and ear bias (Katz, 1977), 
also yielded a significant difference in ear asymmetry 
between groups (P = .(4). 
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Fre 3.—Dichotic suppression (SSW per cent error for competing syllables 

minus per cent error for non-competing syllables) for 2 right temporal 

lesioned controls (T), 9 affective patients (A), 10 schizophrenic patients 
(S) and 10 normal controls (N). 


Scheffé multiple comparisions revealed that 
_ the difference in ear asymmetry between 
affective patients and normal controls was 
statistically significant (t = 3.25, P <.025), 
while the difference between schizophrenic 
patients and normal controls was not significant 
(t = 1.51, P >.05). The difference between 
affective patients and schizophrenic patients 
did not reach statistical significance (P >.05). 

The dichotic suppression for the right 
temporal lesioned controls occurred only in 
their left ear; their right ear performance was 
unimpaired (Fig 3). The observation of un- 
impaired right ear performance is of importance 
because it makes it difficult simply to attribute 
their greater ear asymmetry to poorer overall 
level of performance. The same argument can 
be made for the ear asymmetry of the affective 
patients. The left ear dichotic suppression for the 
affective group was substantially greater when 
compared to normal controls (t = 4.18, P 
<.005), while there were no significant group 
differences in right ear suppression scores 
(P >.05). 

While the SSW data provide support for a 
right hemisphere dysfunction in affective 
psychotic patients, no evidence was found for 
the left hemisphere deficit that has been 
hypothesized to exist in schizophrenia (Flor- 
Henry, 1969, 1976; Gruzelier and Venables, 
1974). The SSW data for schizophrenic patients 


agree with those of an earlier study (Polidoro, 
1970), in which schizophrenic patients per- 
formed more poorly overall than normal 
controls on competing syllables, but did not 
differ from normal controls in their ear asym- 
metry. In contrast, Lishman et al (1978) found 
greater ear asymmetry for schizophrenic males 
than for normal controls, while manic-depressive 
males did not differ significantly as compared to 
normal controls in their ear asymmetry. The 
difference in task demands of the SSW test and 
the dichotic test used by Lishman et al is likely 
to be a critical factor here. This difference is 
clearly reflected in the overall performance 
levels. The per cent correct responses for the 
affective, schizophrenic and normal control 
groups on the SSW test were 81.4, 83.0, and 
95.6. The corresponding values for the manic- 
depressive, schizophrenic and normal controls in 
the Lishman et al study were 26.7, 29.7 and 43.3. 
The information processing demands of tasks 
that contrast so widely in level of difficulty are 
also likely to be dissimilar. The SSW test 
merely requires the repetition of a different 
spondaic word in each ear and presumably 
measures the dichotic perception of words. The 
Lishman et al task introduces an additional 


‘immediate memory load, since three separate 


pairs of dichotic words are presented on each 
trial. The added verbal memory demand may 
well make their test more sensitive to dys- 
function of the dominant (left) hemisphere. 
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Discussion 
Diagnostic issues 

Although the affective psychotic patients 
displayed abnormal ear asymmetry on both the 
verbal and non-verbal dichotic measures, 
neither measure significantly differentiated be- 
tween the affective psychotic and schizophrenic 
patients. This lack of diagnostic specificity 
would appear to support the notion that 
‘psychosis’ rather than the diagnostic category 
is the critical factor (Lishman et al, 1978). 
However, a combined index of asymmetry on 
both our verbal and non-verbal measures was 
successful in differentiating the affective and 
schizophrenic groups. The combined index was 
calculated by converting the ear asymmetry 
scores on the SSW test and the dichotic sum- 
mation measure into normal deviates and 
averaging these scores. Ear asymmetry scores 
for the SSW test (asymmetry in errors for 
competing minus non-competing syllables) and 
the dichotic summation measure (asymmetry in 
summation for the left ear lag and right ear lag 
conditions at an interaural delay of 60 ms) were 
converted into standard scores (using the mean 
and standard deviation for normal controls) and 
then averaged to yield the combined index 
scores. 

Fig 4 shows the combined index of asymmetry 
scores for each individual. The efficiency of 
differentiating affective patients from schizo- 
phrenic patients, strictly by their combined 
index scores, is evident in the degree to which 
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individuals within each diagnostic category 
cluster on opposite sides of the median score 
(dashed line) for these patients. While 7 of the 9 
affective patients scored above the median, in 
the same direction as the two right temporal 
lesioned controls, this was true for only 2 of the 
10 schizophrenic patients (two-tailed Fisher 
Exact, P= .037). An analysis of variance 
confirmed that the difference in combined index 
scores for affective, schizophrenic and normal 
control. groups were highly significant (F = 
8.18, df = 2,26; P <.005). 

Scheffé multiple comparisons revealed a 
significant difference not only between affective 
patients and normal controls (t = 3.94, P 
<.01) but also between affective patients and 
schizophrenic patients (t = 2.84, P <.05). In 
contrast, the combined index scores for schizo- 
phrenic patients and normal controls did not 
differ significantly (t = 1.13, P >.05). 

Thus, the combined index of asymmetry 
discriminated. well between affective psychotic 
patients and either schizophrenic patients or 
normal controls, while it did not discriminate 
between schizophrenic patients and normal 
controls, These findings suggest the value of 
continued study aimed at further refinement of 
a diagnostic index that integrates several 
measures of lateralization. 

A review of the differences in clinical features 
between the affective and schizophrenic patients 
provides some clues as to the diagnostic subtype 
of the affective patients who displayed evidence 


N ee seco LJ ee é 


A e $ @ ooo e ° 
T i % 





Combined Index 
Fic 4.—Combined index of ear asymmetry scores for 2 right temporal 
lesioned controls (T), 9 affective patients (A), 10 schizophrenic patients (8) 
and 10 normal controls (N). 
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1 and Drink-Related Problems 


Dr Max Glatt MD DSc FRCP FRCPsych DPM 


The Priory, Roehampton, has established 
Galsworthy House to provide treatment for 
alcoholism and drink-related problems. 


The professional staff includes physicians, 
psychiatrists, therapists, and qualified 
counsellors, and has the support of The Priory’s 
psychiatric staff and facilities. An essential 
contribution to rehabilitation is made by 
recovered alcoholics. 


Galsworthy House offers a four or five week 
intensive residential course of treatment, 
followed by out-patient care tailored to suit 
individual needs. 


Galsworthy House also counsels companies on 
the implementation of alcoholism policies for 
employees. 


Enquiries for brochures, treatment details and 
fees should be made to: 


Peter Coyle 

General Manager 
Galsworthy House 
Kingston Hill 

Kingston upon Thames 
Surrey KT2 7LX 


-01-549 9861, 


“hemes 


Galsworthy House is a specialised treatment unit of The Prio: 
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SUPPORTS CLINICAL BENEFITS 
OF ONCE DAILY ORAL PIMOZIDE* 


A major long term trial in continuation therapy of discharged 
schizophrenics concludes that once daily ORAP (pimozide) was 
not only as effective as depot injections of fluphenazine 
but also associated with fewer unwanted effects. 
Importantly for the schizophrenic in society, patients on 
pimozide were significantly more favourably rated 
on aspects of sociability, use of leisure, 
warmth of personal relationships, 
household tasks and child rearing. 
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Disorganization 


© Schizophrenics 
e Affectives 


Fic 5.—-Average symptom profiles for 6 affective psychotic patients and 
i 6 schizophrenic patients. 


of right hemisphere. dysfunction. A project 
psychologist’s (A.Y.) ratings of each patient on 
the US-UK interview schedule were used to 
obtain symptom profiles. The profiles show the 
standard scores (mean = 50, sd = 10) on 
factors of psychopathology derived in a prior 
factor analysis of the ratings for 500 patients in 
New York and London (Gurland et al, 1970; 
Fleiss et al, 1971). Average symptom profiles 
were computed for those affective psychotic 
patients and those schizophrenic patients for 
whom the psychologist agreed with the final 
project diagnosis. Also, we included only those 
affective patients who had combined index of 
asymmetry scores above the median (i.e. 
evidence of right hemisphere dysfunction) and 
only those schizophrenic patients who had 
combined index of asymmetry scores below the 
median (Fig 4). 

The average symptom profiles for the 6 
patients in each group are shown in F ig 5. The 


profiles are arranged so that symptoms usually 
associated with affective disorders are to the left 
(the depressive and manic factors), followed by 
symptoms usually associated with schizophrenia 
(the disorganization factors). It is evident that 
the affective group scored higher than the 
schizophrenic group on depressive and manic 
factors (most notably on depression and 
grandiose delusions), although the largest 
difference between these groups was observed on 
the disorganization factors. Specifically, the 
affective group scored lower on lack of insight, 
paranoid delusions, flat affect, incomprehen- 
sibility and auditory hallucinations. 

Many of the affective patients exhibited 
manic or hypomanic features during their 
current episodes. Although the history inform- 
ation available for these patients was not 
sufficiently detailed to permit a diagnosis of 
subtype of depression, there is reason to suspect 
that they were in most cases bipolar depressives. 
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Recall that all of the affective psychotic patients 
were diagnosed and treated as schizophrenic 
by hospital psychiatrists. Recent studies indicate 
that misdiagnoses of schizophrenia are parti- 
cularly likely to occur during the acute manic 
phase of bipolar affective illness (Goplerud and 
Depue, 1978; Pope and Lipinski, 1978; Sicig- 
nano and Lichtenstein, 1978). It also appears 
from these studies that the patients with affective 
disorders who are likely to be misdiagnosed as 
schizophrenic generally have good premorbid 
status. This is consistent with our finding of 
fewer total hospitalizations for the affective 
psychotic patients than for the schizophrenic 
patients (Table I). The affective patients had 
either one or no prior hospitalization, while the 
schizophrenic patients averaged about three 
prior hospitalizations. 

It should also be noted that the affective 
psychotic patients in this study were young 
black and hispanic males (Table I). The bias 
against diagnosing depression in lower class 
patients, and particularly in black patients, that 
exists among American psychiatrists in large 
service-oriented institutions has been cited in 
previous studies (Lehmann, 1971; Simon et al, 
1973; Bruder et al, 1975). The recent develop- 
ment of more effective psychopharmacological 
agents for the treatment of affective disorders has 
increased the urgency for clinical and research 
initiatives to improve diagnostic detection of 
affective illness, especially in young minority 
populations. 


Interpretation of findings 


The distinctive ear asymmetry that was 
displayed by the affective psychotic patients for 
both verbal and non-verbal dichotic measures 
supports the hypothesis of right hemisphere 
dysfunction in affective disorders (Flor-Henry, 
1969, 1976; Gruzelier and Venables, 1974). 
Although we could equally explain the greater 
left ear suppression for the affective patients on 
the SSW test in terms of an interhemispheric 
communication deficit (Sparks and Geschwind, 
1968; Milner e¢ al, 1968; Springer and Gaz- 
zaniga, 1975; Lishman ¢¢ al, 1978), it would be 
difficult to extend this hypothesis to explain the 
asymmetry in dichotic summation of click 
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stimuli for these same patients. Without 
introducing ad hoc assumptions regarding the 
processing of clicks, the interhemispheric deficit 
explanation would have trouble accounting for 
the finding of greater dichotic summation in 
affective patients when their left ear received 
the lag click than when their right ear received 
the lag click. Also, the absence of a difference 
across groups in overall level of dichotic 
summation would not appear to be consistent 
with an interhemispheric deficit interpretation. 

Buchsbaum (1979) has noted that sensory 
overload, perhaps arising from inadequate 
neural inhibition, may generate distinctive 
modes of cognitive processing for subgroups of 
psychiatric patients. According to Bender and 
Diamond (1975), when there exists a sensory 
information overload with reference to proces- 
sing capacity, such as may occur under the 
experimental conditions of dichotic stimulation, 
a dominant perceptual half-space will emerge on 
the side contralateral to the more efficient 
Gntact) hemisphere. They suggest that such a 
reorganization of perceptual space can occur not 
only as a result of neurological deficit, but also 
whenever the sensory load exceeds the capacity 
of the individual to process it. Thus, the 
abnormal ear asymmetries displayed by the 
affective psychotic patients may reflect a 
characteristic mode of perceptual reorganization, 
by which they are attempting to cope more 
adequately with their sensory input. 

Finally, since the affective and schizophrenic 
patients received nearly equivalent doses of the 
same anti-psychotic medications, the difference 
in ear asymmetry between these groups cannot 
simply be explained as the consequence of a 
difference with respect to either type or level of 
medication. Also, there were no significant 
correlations between anti-psychotic dosage levels 
(in chlorpromazine equivalents) and the mag- 
nitude of ear asymmetry as determined by either 
verbal, non-verbal or combined index measures. 
Nevertheless, one cannot dismiss the possibility 
that neuroleptics, which have been reported to 
normalize hemispheric asymmetries in schizo- 
phrenic patients (Serafetinides, 1972; Gruzelier 
and Hammond, 1976; Roemer et al, 1978), may 
either fail to normalize or even intensify 
opposing asymmetries in affective patients. 
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The Use of Schneider’s Typology for the Diagnosis of 
Personality Disorders—An Examination of Reliability 


‘ By K. F. STANDAGE 


SUMMARY Schneider’s typology of the personality disorders is 
described briefly. Three psychiatrists made diagnoses on two sets of 


patients, 


both of which contained one example of each type. 


The 


diagnoses were made with the help of a glossary and based upon the 
examination of clinical summaries and audio-recordings. 
Values of two reliability coefficients showed considerable variation | 


between types. 


High reliability was found for Schneider’s asthenic, 


explosive, depressive and affectionless types. Low reliability was found 
for the fanatic, labile and hyperthymic types. The insecure and 


attention-seeking types were overused. Some possible causes of this 


variation are discussed. 


The translation into English of the works of 
German psychiatrists who had adopted the 
methods of phenomenology led to a period of 
advocacy of the classifications of the personality 
disorders found in these works, especially that 
provided by Kurt Schneider. The ninth edition 
of Schneiders Psychopathic Personalities was 
translated by M. W. Hamilton (1958), who also 
provided a translation of his Clinical Psycho- 
pathology (1959), in which much of the material 
was summarized. 

In spite of this interest, there have been few 
attempts to validate Schneider’s typology or to 
adapt it for psychometric purposes. This paper 
will describe the typology and report an 
investigation of its reliability. 


Schneider’ s typology of the personality disorders 


Schneider described as abnormal any per- 
sonalities which deviated from what was 
broadly average in the population. This essen- 
tially statistical concept of abnormality included 
many people who did not require psychiatric 
help. However, Schneider argued that medical 
intervention was justified if the abnormality 
resulted in suffering. He defined as psycho- 
pathic those abnormal personalities who ‘suffer 


from their abnormality or whose abnormality 
makes society suffer’ (1959). 

In the second portion of his book Schneider 
(1958) provided an unsystematic typology of ten 
personality disorders. Unsystematic implies 
that the types were described empirically, by 
observing the ways in which such patients 
clustered together under the influence of shared 
characteristics. Schneider did not speculate 
about the nature of the variations which 
resulted in the formation of such types, though 
he emphasized the fundamental distinction 
that he made between personality disorders and 
the psychoses. 

Schneider offered these types as a set of 
descriptions. They were to be used in the 
clinical setting as a means of obtaining a better. 
understanding of patients with personality 
disorders and thus of providing them with 
appropriate treatment. 


Objectives of the present study 


The study from which this report is derived 
(Standage, 1977a) set out to investigate the 
clinical value of Schneider’s typology and to 
test its validity. An essential first step appeared 


to be to estimate its reliability. 
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A pilot study was carried out to see what 
levels of agreement could be reached when 
diagnosticians were asked to assess the presence 
of Schneider’s types in an unselected series of 
patients with personality disorders. The study, 
which has been reported elsewhere (Standage, 
1978) also attempted to discover the reasons for 
disagreement between diagnosticians. 

High levels of agreement were found in 
patients who provided good examples of parti- 
cular types, but disagreements occurred when 
patients showed features of more than one type. 
There was a tendency for some types to be 
preferred as first choice diagnoses and, in 
particular, the insecure type was overused. The 
pilot study did not determine the reliability of 
Schneider’s typology directly, This was the 
principal objective of the present study. 


Methods 

Subjects 

The subjects were taken from a series of 
eighty-one patients with the primary diagnosis 
of a personality disorder. They were seen during 
a One-year period. A’detailed description of the 
series has been provided elsewhere (Standage, 
1977a). The patients were mostly young adults 
and the sexes were equally represented. 

In making the diagnosis of a personality 
disorder I attempted to follow Schneider’s 
clinical approach. Each patient was pro- 
visionally assigned to membership of one of 
Schneider’s types (Table I). 


Taste I 


Distribution of types in the series of patients from which the 
subjects for the reliability studies were selected 








Type Proportion 
Depressive 6 (7% 
Hyperthymic 4 (5%) 
Fanatic 4 (5%) 
Insecure 17 (21%) 
Attention-seeking 20 (25%) 
Labile 6 (7%) 
Explosive 5 (6%) 
Affectionless 6 (7%) 
Weak-willed 2 (3%) 
Asthenic 11 (14%) 
Total 81 
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The subjects used in the reliability studies 
were selected as examples of each type. Two 
complete sets of patients were chosen. The 
first set contained examples of both sub-types of 
the insecure type (anankastic and sensitive 
personalities) and thus it consisted of eleven 
subjects, This distinction was not made in the 
second set which consisted of ten subjects. 


Recording of the subjects 


A short interview with each subject was 
recorded on an audio-cassette tape. The 
recordings were standardized and elicited self- — 
descriptions of the patients’ personality features 
under the following headings: relationships 
with others; self-assessment; mood and energy 
level; moral and ethical standards; interests; 
habits; and typical reaction to stress. 

The recordings were edited to make them 
about fifteen minutes long. Additional inform- 
ation was provided in the form of a short, 
typed summary of each patient’s history and 
examination findings. 


Diagnostic procedure 

Three psychiatrists: were recruited for the 
study. They were all familiar with Schneider’s 
concepts. Each was provided with a glossary of 
descriptions. of the types- which has been 
reproduced elsewhere (Standage, 1977a; 1978). 
After studying the histories and the recordings, 
the psychiatrists were asked to allocate each 
patient to a type or to indicate that they were 
unable to make a type diagnosis. 


Measures of reliability 

Two coefficients were used to measure the 
reliability of the diagnoses, Kappa (Cohen, 
1960) and the Random Error. coefficient. of 
agreement (RE) described by Maxwell (1977). 
Kappa (K) adjusts for the frequency with 
which a diagnosis is used and thus corrects for 
agreements which are attributable to chance. 
RE measures the excess of agreements over 
disagreements. between diagnosticians. Agree- 
ment. on the presence of a diagnosis (P,) can be 
shown separately from agreement on its 
absence (Py). 
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A matrix was prepared showing the diagnosis 
made on each patient by each psychiatrist. The 
numbers of concordant and of discordant 
diagnoses were converted to proportions and 
entered into a two-by-two table, which was used 
to calculate both statistics. The calculations 
employed the formulae of Maxwell (1977). The 
values of RE and K shown in Table IT represent 
the averages of the three pairs of diagnosticians. 
However, Maxwell’s methods for calculating 
P, and P, needed to be modified to allow for 
variation between these pairs. The formulae 
used were: 








Ja+d—l a+7d—1 
P, = ———- Py = ~ 
6 6 
where a = proportion of cases in which all 
' i three psychiatrists agreed the type 
was present 
d = proportion of cases in which all 


three psychiatrists agreed the type 
was absent 
It can be shown that the same values of RE 
are obtained when P, and P, are summed as 
are found using the averaging method. 


Results 
Percentage agreement 

The levels of diagnostic agreement achieved 
in the first set of patients have been reported 
elsewhere (Standage, 1977b). The three in- 
dependent psychiatrists agreed on the diagnosis 
of eight patients, including the putative 
attention-seeking, sensitive, explosive, asthenic, 
depressive, affectionless, and weak-willed types. 
In the case of the putative anankastic person- 
ality, they disagreed with my diagnosis, but 
were unanimous in their choice of the sensitive 
type. 

In Set 2 there were three patients about 
whose diagnosis there was unanimous agree- 
ment—the putative asthenic, explosive and 
insecure types. One of the raters was unable to 
make a ‘diagnosis on two subjects, saying that 
the audio-tapes had declined in quality. He was 
requested to listen to the unedited recordings of 
these patients. When these diagnoses were 
included, unanimous agreement was reached for 
the diagnosis of the putative attention-seeking 


type. 


Tasre II 
Reliability of the different types 








Type P, Poo RE K 
Depressive 0.04 0.89- 0.93 0.75 
Hyperthymic -0.01 0.94 0.93 0 
Fanatic ~0.02 0.84 -0.82 0.13 
Insecure 0.10 0.58. 0.68 0,56 
Attention-seeking 0.08 0.74 0.82 0.64 
Labile —0.02..0.88°: 0.86 0 
Explosive 0.09 0:80: 0.89 0.76 
Affectionless 0.04 0:89 0.93 . 0.75 
Weak-willed 0.04 0.89 0.93. 0.50 
Asthenic 0.09 0.85 0.94 0.86 





Reliability of the diagnoses 

The values of the reliability coefficients. are 
shown in Table IT. 

The median values of K and RE were 0.60 
and 0.91 respectively. 


Discussion 


The study assessed. the. reliability. of 
Schneider’s typology amder specified conditions. 
Three experienced. psychiatrists made inde- 
pendent diagnoses om the same patients, using 
identical histories, recordings and glossaries. 
They were provided with two putative examples 
of each type, although they were unaware of this 
until the study was completed. 

The results show that high levels of agreement 
on the presence of most of the types is possible. 
The psychiatrists were able to agree about the 
diagnosis of eight out of the first set of eleven 
patients and with the exception of one case in 
which we disagreed over the choice of subtypes 
of the insecure personality disorder, their 
diagnoses agreed with mine. Moreover, the 
psychiatrists made significantly more con- 
cordant diagnoses within this set of patients than 
did trainees (Standage, 1977b). 

However, there was less agreement between 
the psychiatrists when they examined the second 
set of cases. Although no attempt was made to 
determine the causes of the disagreements 
during the study, the most. common observation 
made afterwards was that the patients in the 
second set were less ‘typical’ than those in the 
first. Typicality was identified as an important 
factor in producing agreement in the pilot 
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study (Standage, 1978). While it is clearly 
susceptible to circular argument, this concept is 
sufficiently important to need further analysis. 
One observation made in the pilot study was 


that the patients described as ‘typical’ received | 


fewer diagnoses from observers who were asked 
to make first, second and third choices than 
did the other patients. 

If the results of the pilot study and the 
present investigation are considered together, it 
may be that the first set of patients were felt to 
be typical because most of them manifested 
features of only one type and that some of the 
disagreements about the second. set arose 
because those patients could have been assigned 
to more than one type. It has been shown that 
the reliability of psychiatric diagnoses is 
reduced if psychiatrists are forced to choose 
between two disorders when both are present 
(Ward et al, 1962). 

Schneider (1958) acknowledged that there 
was some overlap between his types. At that 
time the issue did not appear to be one of great 
theoretical’ importance. However, it is now 
recognized that descriptions or diagnoses must 
be reliable before they can have any general 
application. Therefore, if Schneider’s typology 
is to be used more widely, the practical problem 
of the reliable assessment of the less typical 
cases, who constitute the majority of patients 
with personality disorders, will have to be 
overcome. Ways of improving the reliability of 
the typology in such cases will be discussed 
elsewhere (Standage and Mellor, in pre- 
paration). 


The reliability of the diagnosis of individual types 

The results suggest that some types can be 
diagnosed more reliably than others, the types 
with the highest reliability being the asthenic, 
explosive, depressive, and affectionless types, 
which all obtained values of K of 0.75 or higher 
(Table II). Schneider suggested (1958, p. 52) 
that the insecure, attention-seeking and affec- 
tionless disorders were derived from the core of 
the personality, while the other types repre- 
sented more superficial traits. However, values 
of K for the core types ranked only third, fifth 
and sixth in Table II, suggesting that this 
factor had little influence on the reliability with 


which the types were recognized under the 
conditions of this study. 

It was anticipated that the diagnosis of the 
insecure type would present difficulties because 
of its overuse in the pilot study. In the first set of 
cases it was decided to treat its sub-types— 
anankasts and sensitives—separately, in the hope 
that overuse would be prevented by asking the 
raters to make a more precise discrimination. 
However, the putative anankast was diagnosed 
as a sensitive personality by the other psych- 
iatrists and therefore this distinction was 
abandoned. Table II suggests that the insecure 
type was again overused. P, was high, but 
chance-corrected agreement (K) was low, as 
was P,- 

Low values of Py were also found for the 
attention-seeking type, suggesting that it, too, 
was overused. This trend was not observed in 
the pilot study. Walton et al (1970) found that 
the hysterical personality disorder, which is 
similar to Schneider’s attention-seeking type, 
was overused in the diagnosis of women with 
personality disorders. Examination of the five 
instances in which the attention-seeking type 
was employed inappropriately in the present 
study revealed that in four of them the subject 
concerned was female. 

The insecure and attention-seeking person- 
ality disorders were the ones diagnosed most 
frequently when the patients were first assigned 
to types (Table I) and this may be a general 
tendency. The results suggest that unaided 
clinical diagnosis should not be employed in an 
investigation if the prevalence of these types 
needs to be measured. 

The types with the lowest reliability were the 
fanatic and labile types. A negative value of 
P,, which Maxwell (1977) suggested could be 
used as a criterion for the recognition of diag- 
noses with unsatisfactory reliability, was found 
for both of them (Table II). Examination of 
the diagnostic matrices did not provide any 
explanation of the difficulty experienced in 
using these types reliably. The reliability of the 
diagnosis of the hyperthymic type was also low, 
although the high value of P, suggests that the 
psychiatrists were agreed that it was not an 
appropriate description of the majority of the 
patients. 
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Zubin (1967) found that a wide range of 
agreement levels had been reported for the 
diagnosis of personality disorders, but that 
agreement about the diagnosis of sociopathic 
(antisocial) personality was higher than that 
about other types. Of the four types with high 
reliability in the present study, two (explosive 
and affectionless) tend to be antisocial in their 
manifestations, while the others (asthenic and 
depressive) do not. There is a danger that the 
recognition of antisocial personalities will be 
based upon the subjects’ record of delinquency 
and that insufficient attention will be paid to 
their psychic characteristics. However, the 
interviewing and examination methods required 
to elicit the latter information are truer to the 
clinical psychiatric approach. The fact that 
patients’ self-descriptions could be used to 
diagnose some forms of antisocial personality 
reliably should encourage further clinical interest 
in the use of Schneider’s typology in forensic 


psychiatry. 
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The Distinction Between the Affective Psychoses 
and Schizophrenia . 


By I. F. BROCKINGTON, R. E. KENDELL, S. WAINWRIGHT ; 
V. F. HILLIER and J. WALKER 


SUMMARY In an attempt to demonstrate a valid boundary between 
schizophrenia and the affective psychoses, discriminant function 
analyses have been carried out with history, mental state and follow-up | 
data in two populations of patients. A bimodal distribution of dis- 
criminant scores was obtained in one of them (a general psychotic 
sample of 128 patients), using a discriminant function derived from 
the same sample; but when the function was applied to the second 
population (a schizoaffective sample of 106 patients) the distribution 
was ambiguous. Functions derived from the schizoaffective sample 
produced highly skewed distributions of discriminant scores in the 
general psychotic sample. 

Kraepelin’s hypothesis that the functional psychoses consist of two 
distinct disease entities receives some support from our findings, but 
there is still no compelling evidence that the universe of psychotic 


patients falls naturally into these two groups. 


Introduction 


The genetic evidence suggests that schizo- 
phrenia and manic-depressive psychosis are 
distinct diseases and for 75 years psychiatrists 
have been in the habit of thinking so, but at the 
clinical level they present as a spectrum with no 
clear dividing line between one and the other. 
Fisher’s‘ discriminant function analysis is an 
appropriate method for testing a nosological 
hypothesis of this kind. In an earlier attempt 
to-apply it to the problem in hand, Kendell and 
Gourlay (1970) failed to obtain a bimodal 
distribution of discriminant scores, even in the 
population from which the function-was derived 
and with the use of a large number of history 
and mental state variables. 

- Their work was carried out on 292 psychotic 
patients carefully studied in New ‘York and 
London by the US/UK Diagnostic Team. The 
London sample of this cohort (134 patients) has 
now been followed up for five to eight years after 
the index admission and a second sample of 108 


schizoaffective patients has also been collected 
and followed up. The present study reports the 
attempt to derive discriminant functions from 
these samples, using follow-up data as well as 
history and mental state ratings, and to demon- 
strate bimodal distributions of discriminant 
scores in both series of patients. 


Methods 
Case finding and interviewing - : 

The General Psychotic sample (‘US/UK sample’). 
The method of obtaining this sample has been 
described elsewhere (Brockington æt al, 1978a). 
The baseline data consisted of a history schedule 
of 251 items and the 7th edition of the Present 
State Examination (Wing et al, 1967) with 479 
items. The patients were followed up an 
average of 6.5 years later, by which time 11 had 
died, and 118/123 (96 per cent) of the remainder 
were interviewed. The follow-up interview took 
about an hour and 93 ratings of social and 
mental state were made. Six patients were 
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dropped from the series because there was too 
little follow-up information, leaving 128 for the 
study. 

The Schizoaffective sample (‘SA sample’). The 
method of obtaining the sample has been 
described by Brockington ef al (1978b). The 
baseline data consisted of the 9th edition of the 
Present State Examination (Wing et al, 1974). 
There was no history schedule, but some 
information could be extracted from the case 
notes, which were of a high standard. The 
patients were followed up one to four years 
later and, with information obtained from 
earlier admissions, the average period over 
which the course of the illness was studied was 
5.6 years. Three patients died during the 
follow-up period and 96/105 (91 per cent) of 
the remainder were interviewed. Two patients 
were dropped because there was too little 
information on the course of illness, leaving 106 
for the study. ` i 


Analysis 

Reduction of variables. By amalgamating items 
with similar content the large number of 
ratings in the history and mental state schedules 
were condensed to 24, These consisted of 14 
history items (family history of psychosis, stress 
in childhood, personality, history of sociopathic 
behaviour, menstrual problems, age of index 
admission, number of admissions to hospital, 
extent of recovery from previous episodes, time 
spent in hospital, mode of onset, duration of 
symptoms before present admission, mode of 
admission, work record and domicile) and 10 
mental state items (four concerned with auditory 
hallucinosis, and one each concerned with 
schizophrenic delusions, schizophrenic þe- 
haviour, built, somatic symptoms of depression, 
manic symptoms and abuse of alcohol and 
drugs). Similarly the follow-up variables were 
reduced to nine (manic symptoms, somatic 
symptoms of depression, auditory hallucinosis, 
schizophrenic delusions, defect state, ' social 
status, response to neuroleptics, response to 
antidepressants and overall pattern of illness). 

Criterion groups. In the US/UK sample, 
summaries, 500-1,000 words long, were pre- 
pared of all information obtained about the 
course of the illness after the index admission 
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and the state of the patient at the time of the 
follow-up interview; these summaries were 
studied independently by two of us (I.F.B. and 
R.E.K.) and forced-choice diagnoses made of 
‘schizophrenia’, ‘affective psychosis’ or ‘no 
evidence of psychosis’. Thirty-six patients 
received an outcome diagnosis of schizophrenia 
and 43 of affective psychosis. In the SA sample, 
the mental state, previous admissions and 
follow-up data were reviewed and diagnosed in 
a similar way; diagnoses of schizophrenia were 
agreed in 35 patients and affective psychosis in 
47 patients. . 

Discriminant function analysis. The variables 
were entered into a step-wise discriminant 
function analysis using the second edition of the 
Statistical Package for the Social Sciences, 
SPSS (Nie et al, 1975). The best 8-12 variables 
were chosen, preserving a ratio of ten subjects 
per variable (as suggested by Everitt, 1975), and 
the programme re-run by the direct method. 
The distribution of discriminant scores was 
examined for conformity to the normal distri- 


-bution by Kolmogorov-Smirnov tests, also 


available in the SPSS: 


Results 


Functions derived from the US/UK sample 

Whether the 36 schizophrenic patients are 
compared with all the other patients or only 
with the 43 affective psychotics, a clear-cut 
bimodal distribution of scores is obtained in the 
US/UK sample. For the sake of brevity, only 
one of these functions is shown (Fig la). The 
two groups are widely separated with an inter- 
centroid distance of 4.30 and there is only a small 
chance that the distribution could represent a 
normal distribution (P = .0003). This result was 
achieved with only eight variables (Table I), six 
of which were concerned with follow-up data. 
When the function is applied to the schizo- 
affective series, the distribution is unimodal and 
skewed (Fig 1b). Kolmogorov-Smirnov tests 
favour two normal distributions rather than one, 
but both interpretations are compatible with 
the observed scores, 


Functions derived from the SA sample 
Whether the 35 agreed schizophrenics are 
compared with all the remaining patients (Fig 
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TABLE I 
Discriminant function derived from the US/UK sample 


Criterion groups: 36 patients with an outcome diagnosis of schizophrenia v. 43 patients with an outcome 
i diagnosis of affective psychosis (49 patients unassigned). i 
Weights and variables —.84 Pattern of illness (FU) 
~ .63 Auditory hallucinosis (FU) 
—.41 Defect state (FU) , 
—.38 Schizophrenic delusions (MS) ” 
—.31 Schizophrenic delusions (FU) 
—.22 Schizophrenic behaviour (MS) 
+.35 Manic symptoms (FU) 
+.72 Somatic symptoms of depression (FU) 
Distribution of discriminant scores 
(a) in US/UK sample (Fig la) 


Inter-centroid distance 4.30 
Eigen value 4.71 
Wilks’ Lambda 0.18 
Chi-square (8 degrees of freedom) . : 129.0 
% Of patients correctly classified . , 96 
Probability that all 128 patients normally distributed .0003 
sy » 9 42 schizophrenics normally distributed .98 
55 »» » 86non-schizophrenics normally distributed 48 


(b) in SA sample (Fig 1b) 
Probability that all 106 patients normally distributed 31 
” » » 44schizophrenics normally distributed 86 
re » » 62 non-schizophrenics normally distributed .56 





FU = follow-up variable 
MS = mental state variable (index admission) 
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Fic la.—Discriminant scores in US/UK sample, function Firo ls.—Discriminant scores in schizoaffective sample, 
derived from US/UK sample. function derived from US/UK sample. 
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Tase IT 
Discriminant function derived from the schizoaffective sample using those with an agreed diagnosis of schizophrenia 





Criterion groups: 35 patients with an agreed diagnosis of schizophrenia v. remaining 71 
Weights and variables —.52 Response to neuroleptics (FU) > 
.41 Pattern of illness (FU) 
.40 Auditory hallucinosis (MS) 
.28 Social status (FU) 
.28 Abuse of alcohol or drugs (H) 
.27 Defect state (FU) 
.25 Auditory hallucinosis (FU) 
.16 Previous symptoms (H) 
.19 Somatic symptoms of depression (FU) 
Manic symptoms (FU) 
.44 Family history (H) 
Distribution of discriminant scores 
(a) in US/UK sample (Fig 2b) 
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Probability that all 128 patients normally distributed .04 
PA »» 93 30 schizophrenics normally distributed .82 
5 „ » 98 non-schizophrenics normally distributed .98 
(b) in SA sample (Fig 2a) 
Inter-centroid distance 2.68 
Eigen value 1.62 
Wilks’ lambda 0.62 
Chi square (11 degrees of freedom) 95.7 
% of patients correctly classified 92 
Probability that all 106 patients normally distributed .27 
M „» 93 36 schizophrenics normally distributed .90 
5) 9 70non-schizophrenics normally distributed .55 
H = history variable. 
20 20 
£ 
15 G a 
Pe 
E z 
w w 
P o 
& A 
* 10 g 10 
m 2 
a 
= 
5 
2 
5 6 
(o) o 
—4 -2 0 +2 4 -2 0 +2 +4 
DISCRIMINANT SCORE DISCRIMINANT SCORE 


Fia 2a.—Discriminant scores in schizoaffective sample, Fic 28.—Discriminant scores in US/UK sample, function 
function derived from schizoaffective sample. derived from schizoaffective sample. 
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2a and Table II) or with the agreed affectives 
alone, the distributions of scores in the SA 
sample are ambiguous; in each case two normal 
distributions are preferred to one, but the 
graphs can be interpreted either way and they 
appear unimodal to casual inspection. Once 
again, the majority of discriminating variables 
are concerned with the course of illness and state 
at follow-up. When the functions are applied to 
the US/UK sample (Fig 2b), the histogram of 
C*scriminant scores appears unimodal but 
skewed. The Kolmogorov-Smirnov tests show 
that an interpretation in terms of two normal 
distributions, with the means for schizophrenia 
and affective groups —2.08 and +1.60 respec- 
tively, is to be preferred to a single normal curve. 


Discussion 

The data available for this attempt to 
demonstrate a dichotomy between schizo- 
phrenia and affective psychoses were far from 
ideal. The task really requires two large series of 
general psychotic patients with identical and 
complete history, mental state and follow-up 
schedules. In the present study the schedules and 
follow-up periods were not exactly matched, and 
the sample sizes were rather small (128 and 106 
patients respectively) so that minor shifts in 
scores affecting as few as five patients could 
considerably change the distributions. 

There were a large number of factors all 
tending to obscure the presence of a dichotomy. 
Missing data and the error inevitably present in 
psychiatric ratings would tend to leave patients 
with intermediate scores. The process of 
assigning patients to criterion groups itself 
involves considerable error, since diagnoses of 
schizophrenia based on ‘lifetime’ data had an 
inter-rater concordance of only 0.67 in the 
US/UK study and 0.55 in the SA study. 
Although an attempt was made to condense 
large numbers of items to a few uncorrelated 
variables, we were still left with parallel sets of 
mental state and follow-up variables competing 
for a place in the discriminant function. The 
exercise was made harder by limiting the 
number of variables to 1/10 of the number of 
patients in the criterion groups. Manics and 
depressives, unipolar and bipolar affectives were 
lumped together in the affective criterion 


groups, thus reducing the discrimination because 
of differences in their clinical characteristics— 
this could be the reason why so few affective 
items appeared in the discriminant index. 
Most important of all, one of the samples 
consisted of schizoaffectives in whom it would 
be particularly difficult to demonstrate bi- 
modality. ` 

One factor, however, would have created a 
bias in favour of the dichotomy. All the ratings 
in the follow-up schedules (which played so 
large a part in the discrimination) were made by 
one individual who may have been influenced 
by halo effects. 

The results are inconclusive. It cannot be 
claimed that a discriminant function derived in 
one sample has unequivocally shown a bimodal 
distribution of discriminant scores in a second 
and independent sample. The functions derived 
from the schizoaffective sample are inter- 
pretable in this way, but the schizophrenic mode 
is poorly formed and contains only 30 patients. 

The findings are an advance on the negative 
conclusion of Kendell and Gourlay (1970). A 
wide separation of schizophrenic and affective 
psychotic groups has been achieved in a general 
psychotic population, using only eight variables. 
Most of these variables* were concerned with 
the course of illness and ratings of psycho- 
pathology over a long period of time. It would 
be interesting to apply this function to another 
large series of psychotic patients studied in a 
similar way. 


* Details of these variables can be obtained from Dr I. F. 
Brockington. 
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Thiamine and Pyridoxine Lack in Newly-Admitted 
Psychiatric Patients E 


By M. W. P. CARNEY, D. G. WILLIAMS and B. F. SHEFFIELD 


SUMMARY One hundred and fifty four patients admitted to a general 
hospital psychiatric unit with a history of poor diet were examined. 
Serum pyruvate was estimated in all, red cell transketolase in 74 and 
.red cell aspartate transaminase in 66. Significantly more of the 58 
abnormally low thiamine patients than of the normal thiamine group 
showed. clinical signs of malnutrition or were diagnosed as chronic 
alcoholics, drug addicts, schizophrenics or endogenous depressives. 
Significantly more endogenous depressives than other patients had a 
raised aspartate transaminase activity coefficient (pyridoxine lack.) 
While most low thiamine findings are probably manifestations of 
malnutrition pyridoxine lack may have some aetiological significance 


in endogenous depression. 


Introduction 

- There has been renewed interest in the aetio- 
logical significance of the B vitamins for mental 
illness with the appearance of reports of de- 
ficiencies in psychiatric patients of cyanocobal- 
amine (B,,) (Shulman, 1967; Carney, 1969), 
folic acid (Reynolds, 1967; Carney, 1967) and 
pyridoxine hydrochloride (B,) (Adams et al, 
1973; Nobbs, 1974). Although thiamine de- 
ficiency has been shown to cause Wernicke’s 
encephalopathy (Phillips et al, 1952) and to be 
linked with depression (Carney, 1971) and 
mental abnormalities in alcoholics (Kershaw, 
1967; Blackstock et al, 1972; Riding, 1975), 
no recent systematic work has been done on its 
incidence in general psychiatric populations; 
and the question of its aetiological significance 
for mental symptoms has yet to be settled. 

‘Estimating serum pyruvate is a well-estab- 
lished means of confirming thiamine defiicency 
(Joiner et al, 1950), though not completely 
specific. However, direct measurement of blood 
and urine thiamine is cumbersome and er- 
roneous, and new, simpler, more sensitive 
methods of measuring vitamin-dependent red 
cell enzymes (Williams, 1976; Bayoumi and 
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Rosalki, 1976) have been developed, including 
red cell transketolase (thiamine), glutathione 
reductase (riboflavin) and aspartate transa- 
minase (pyridoxine). Moreover red cell enzymes, 
unlike serum assays, are relatively insensitive, 
in the short term, to the effects of medication 
and diet. 

This paper describes the serum pyruvate, red 
cell transketolase and aspartate transaminase 
findings in psychiatric patients admitted suc- 
cessively to a general hospital unit, and is 
intended to- point the way to further studies. 


Methods and Patients 

Of the 380 patients admitted to the psych- 
iatric unit at Northwick Park Hospital under the 
care of MWPC between August lst 1974 and 
July 3lst 1977, 154 (41 per cent) who gave a 
history of severe dietary deficiency were in- 
vestigated as part of normal clinical care. As 
well as full dietary, physical and psychiatric 
history-taking and examination, all 154 had 
serum pyruvate (SP) (Landon et al, 1962), 74 
had red cell transketolase (TK) and 66 had red 
cell aspartate transaminase (AST) estimations. 
Although at least 75 per cent of patients had 
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been prescribed drugs during the four weeks 
before admission, it is very likely that fewer than 
half took them. The length of the presenting 
illness varied from a few days to 30 years; 
however, it proved impossible to obtain an 
accurate estimate of the duration of poor dietary 
intake in every case; and the assumption that 
this was the same as length of illness is possibly 
unjustified. 

The vitamin-dependent enzymes are assayed 
with and without added vitamin present. If the 
patient has adequate stores of Vitamin, the 
increase in activity on addition of exogenous 
enzyme will be small, and vice versa if stores are 
depleted. Four values can thus be derived: 

(a) ‘Activity’ (units of enzyme activity per 

gramme of haemoglobin). 

(b) ‘Saturated Activity’ (“TPP effect): acti- 

vity of enzyme after added vitamin. 
b-a 





(c) ‘Vitamin Effect’ ( 100) 
b 

(d) ‘Activity Coefficient’ (-) 
a 


Blood was taken as soon as possible after 
admission. As far as could be determined, 
patients were fasting when blood was taken, 
though this is not easy to ensure with disturbed 
patients. Blood was placed into ice-cold per- 
chloric acid for pyruvate determination, and 
into lithium heparin for red cell enzyme deter- 
minations. The blood was spun down, washed, 
lysed, and frozen within two hours of arrival in 
the laboratory, and analysed within five days. 
Both enzymes are known to be stable for this 
time (Hoorn et al, 1977; Smeets et al, 1971). 


THIAMINE AND PYRIDOXINE LACK IN NEWLY-ADMITTED PSYCHIATRIC PATIENTS 


The enzymes were measured by essentially 
the same methods as described by Williams 
(1976), with the exception that red cell aspar- 
tate transaminase measurements were carried 
‘out on an LKB 8600 reaction rate analyser. As 
greater vitamin activations were discovered in 
patients’ samples than with the previous 
method, the reference range was redefined by 
using blood taken from 25 healthy volunteers 
‘(ages 19-50). The new reference ranges for 
vitamin effect and activity coefficient are 0 to 
‘50.0 per cent and 1.00 to 1.75 respectively. 
These are in good agreement with other pub- 
lished ranges, such as: Beutler (1971) mean 
activity coefficient, 1.59; Beutler et al (1977) 
mean activity coefficient, 1.82; and Hoorn et al 
(1977) range, 1.30 to 1.86. Transketolase was 
not affected by this, and the reference range was 
in excellent agreement with that of Smeets et al 


“ (1971), (activity coefficient 1.00-1.30, vitamin 
-effect 0 to 25.0 per cent). The upper limit of 


normal for pyruvate on healthy-fasting volun- 
teers (ages 18-45), as previously determined in 
this laboratory, was 79 pmol/l. Pyruvate 
tolerance to a glucose load was not determined, 
as it was deemed difficult to obtain the neces- 
sary cooperation from the patients. 

From the patient data, Pearson’s product 
moment correlations were calculated among the 
serum pyruvate (SP) and transketolase (TK) 
and aspartate transaminase (ASP) activity, 
vitamin effect and activity coefficient values. 


Results 
Correlations : 
These were significant between SP and TK 
vitamin effect (r = 0.251; P <0.05) and TK 


TABLE I 
Poor dietary patients investigated in terms of age, sex distribution and length of illness 











Patients No. Age (Years) Sex Length of Illness 
Mean Mode Range M F Mean Mode Range 
(Months) (Months) 
Pyruvate 154 52.2 54 15-83 52 102 38.2 6 5 days-30 years 
T.K. 74 = 51.3 54 15-82 26 48 21.0 6 5 days—30 years 
AS.T. 66 51.3 54 20-82 22 44 21.0 6 5 days—30 years 


M. W. P. CARNEY, D. G. WILLIAMS AND B. F. SHEFFIELD 


activity coefficient (r = 0.303; P <0.01) and 
between TK activity and AST activity (r = 
0.53; P <0.01). 

Nineteen (83 per cent) of 23 patients with 
TK activity coefficient >1.3 had vitamin 
effect >25 per cent. Of the patients with TK 
vitamin effect >25 per cent, all but 2 (90 per 
cent) had TK activity coefficient > 1.3. Twenty- 
seven (93 per cent) of the 29 patients with AST 
activity coefficient >1.75 had AST vitamin 
effect >50 per cent. All but one of the latter 
(96 per cent) also had AST activity coefficient 
>1.75. In this paper, raised TK and AST 
refer to values of TK activity coefficient over 
1.3 and of AST activity coefficient over 1.75 
respectively. Raised SP denotes concentrations 
over 79 pmol/l. 


Thiamine status : 
The proportions of SP, TK and AST patients 


with raised concentrations are shown in Table 
II. 
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In all, 42 patients had raised SP and 23 
raised TK activity coefficient. Fifty-eight 
patients had elevation of one or both values. As 
those with elevation of both did not differ 
significantly (P >0.05) on any of the variables 
we studied from those with increase in SP or 
TK alone, they were all grouped together as 
‘low thiamine’. Table II] shows that the low 
thiamine patients, though not differing signifi- 
cantly with respect to age, sex distribution or 
incidence of physical illness (apart from mal- 
nutrition or impaired vision and hearing) from 
the normal thiamine patients, did exhibit 
significantly more often one or more signs of 
malnutrition (weight loss exceeding 3.2 Kg, 
angular stomatitis, cheilosis, red raw tongue and 
nutritional oedema). There was significantly 
more malnutrition (64 per cent) among the 106 
endogenous and neurotic depressives, manics 
and schizophrenics than among (31 per cent) 
the remaining 48 patients (P <0.001). 

Table IV shows that the ‘low thiamine’ 


Taste IJ 
Proportions of patients assayed with raised serum pyruvate and T.K. and A.S.T. activity coefficient 








Assay No. Raised (%) Not Raised (%) 
eee 
Serum pyruvate 154 42 (27) 112 (73) 
T.K. activity coefficient 74 23 (31) 51 (69) 
A.S.T. activity coefficient 66 29 (44) 37 (56) 

Taste III 


Numbers of low vitamin compared with normal vitamin patisnts for age, malnutrition and physical illness 


Lm 


Thiamine 


Pyridoxine 


Low Normal Low Normal 
m 
Malnourished 38* 45 19 10 
Age 53.3 51.7 50.2 52.1 
(years) (range 17-78) (range 15-82) (range 20-81) (range 21-82) 
With physical illness 16 27 6 8 








* P <0.05 
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Taste IV 


154 poor dist psychiatric admissions : diagnostic distribution of thiamine deficiency (serum pyruvate 79 umol/l and/or trans- 
ketolase activity coefficient > 1.3) ; 74 admissions: pyridoxine deficiency (aspartate transaminase activity coefficient > 1.75) 


Figures in brackets are percentages 
Es 98 g 
a. 33 337. . 2 2 

E EEn BoP Bog 

4A F ga 2 Za Z o€ š 
Low Thiamine 15 (54) 14 (41) 19 ` (40) (25) 4 (21) 2 (22) 2 (22) 5B (38) 
Normal 
` Thiamine 13 (46) 20 (59) 28 (60) “(75) 15 (79) 7 (78) 7 (78) 96 (62) 
Low Pyridoxine 3 (27) 6 (33) 15 (75) (0) 4 (67) 1 (25) 0 (0) 29 (44) 
Normal : l ; 
Pyridoxine 8 (73) 12 (67) 5 (25) (100) 2 (33) 3 (75) 4 (100) 37 (56) 
results were uneyenly distributed among the l Single vitamin deficiency : 


diagnostic groups, there being most in alco- 
holism, drug addiction, schizophrenia and endo- 
genous depression (P <0.01). 

Two elderly women were admitted with 
severe clouding of consciousness suggestive of 
Wernicke’s encephalopathy. One was a 65- 
year old widow, also suffering from asthma and 
diverticulitis, who had lived alone since her 
husband’s death, and had become depressed 
and anorexic and suffered severe weight loss. 
Serum pyruvate was 110 umol/]. The other was 
a paranoid widow aged 78 who had lived alone 
for many years and neglected herself. Serum 
pyruvate was just abnormal at 80 umoljL In 
both cases, following parenteral vitamin B the 
clouding cleared in 48 hours, revealing in the 
first case endogenous depression responsive to 
electroplexy, and in the second a paraphrenic 

psychosis. No enzyme results were available 
in these cases. 


Pyridoxine : 


Raised AST (Table IV) was found in signifi- - 


cantly more depressives than in other patients 
(P >0.001). 


In only 66 of the 154 patients were assays 
made for the enzyme-mediated effects of both 
vitamins; 19 patients showed ‘low thiamine’ 
and 16 ‘low pyridoxine’ as single deficiencies, 
while 13 of the 66 were deficient in both 
vitamins and the remaining 18 were nor- 
mal. These single deficiency patients could be 
expected to show the link (if any) between 
vitamin deficiency and a particular psychiatric 
syndrome; in fact the low thiamine patients 
came from a variety of psychiatric conditions, 
alcoholism/drug addiction and schizophrenia 
predominating. On the other hand, 9 (56 per 
cent) of the 16 raised AST patients were depres- 
sed, further evidence that depression may be 
the characteristic psychiatric association of B, 
avitaminosis. 

Discussion 

This was a preliminary screening of freshly 
admitted psychiatric patients, selected only for 
poor dietary history, to a district general 
hospital psychiatric unit serving a defined 
catchment area of 150,000 population. Though, 
as previously explained, the pyruvate values 
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were not in response to glucose loading, sur- 
prisingly high proportions of these and the red 
„cell enzyme-dependent results were abnormal. 
Not surprisingly, for they relate to the same 
vitamin, serum pyruvate and red cell tran- 
sketolase results were positively correlated. Most 
evidence of thiamine lack occurred among 
alcoholics, drug addicts, endogenous depres- 
sives and schizophrenics—patients who could 
be expected to be undernourished. Moreover, 
the patients with single thiamine deficiency, 
who could be expected to show the characteris- 
tic psychiatric magnifestations (if any) of the 
deficiency, in fact showed the same hetero- 
geneous diagnostic pattern as the double defi- 
ciency patients. It is likely, therefore, that the 
low thiamine was secondary to a common 
feature of these diagnoses, ie malnutrition (as 
previously defined). However, this may not be 
the whole explanation of the low thiamine 
results: alcoholics and drug addicts were not 
the most malnourished patients, whereas neu- 
rotic depression with relatively few low thi- 
amine patients had the highest percentage of 
malnourished individuals among the diagnostic 
groups. Moreover the low thiamine in the 
Wernicke-like patients may have been primary. 

The number of patients with abnormality 
of both transketolase and aspartate trans- 
aminase activity coefficients and the positive 
correlation between these two enzyme activities 
suggested that many patients had multiple B 
deficiencies. In this connection it would have 
been informative to have been able to estimate 
glutathione reductase (riboflavin) which has 
been shown by Sterner and Price (1973) to have 
considerable influence on normal human be- 
haviour and personality. 

We did not find a raised pyridoxine effect, 
unlike that of thiamine, to be linked with mal- 
nutrition; instead it was linked with depressive 
illness, particularly the endogenous type. Like- 
wise, Adams et al (1973) found that pyridoxine 
deficiency was primary in many cases of oral- 
contraceptive-induced depression, and it may 
well be that it is aetiologically significant in a 
wider variety of depressive disorders. Pyri- 
doxine is co-factor to many enzymes involved in 
brain amine metabolism and hence in the 
maintenance of normal mood (Thomson, 1978). 
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These findings, if confirmed, would have 
therapeutic implications for ‘depressive illness. 
Adams and his colleagues (1973) have shown in 
a double-blind crossover trial that pyridoxine is 
an effective treatment of depression associated 
with oral contraception. B vitamins are cheap 
and readily available, and free from trouble- 
some side effects. At present large doses of 
concentrated B vitaming are given, without 
much rational or scientific basis, to the elderly, 
the confused, alcoholics, post-ECT patients, 
dements and many other psychiatric patients. 
It is obviously desirable to define the place of 
these vitamins in psychiatric treatment. Our 
findings suggest the need for long-term pros- 
pective studies of the vitamin status of psych- 
tric patients, and for controlled trials in patients 
shown to be deficient. Meantime more atten- 
tion should be paid to assessing the thiamine 
and pyridoxine status of the mentally ill in the 
hope of detecting and correcting deficiencies. 
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Controlled Studies of the Acute Antidepressant 
l Effects of Lithium 


By E. P. WORRALL, J. P. MOODY, M. PEET, P. DICK, 
A, SMITH, C. CHAMBERS, M. ADAMS and G. J. NAYLOR 


SUMMARY In two randomized double-blind controlled trials on 63 
depressed female in-patients subject to recurrent affective disorder 
{bipolar and unipolar manic-depressive psychosis) lithium was shown 
to have major acute antidepressant effects. At the end of three weeks 
lithium produced more uniform improvement than did imipramine; 
lithium in combination with tryptophan (in the form of Optimax) was 
superior to tryptophan alone—the latter drug having no discernible 
antidepressant activity in this group of patients. 

Lithium did not produce an antidepressant effect until the second 


and third week of both trials. 


The most controversial role of lithium in the 
treatment of manic-depressive illness lies in its 
use ag an acute treatment for depressive 
episodes. The value of the drug as an acute 
anti-manic agent and as prophylaxis in the 
longer term treatment of both unipolar and 
bipolar illness is now well-accepted. i 

In some American centres lithium appears to 
be regularly used as an acute antidepressant in 
manic-depressive patients. This practice is 
supported by the results of a number of con- 
trolled studies from that country (Mendels et al, 
1972; Mendels, 1976; Goodwin et al, 1972; 
Noyes et al, 1974; Johnson, 1974; and Baron 
et al, 1975) and by one study from Japan 
(Watanabe et al, 1975). By contrast European 
authorities have considered the drug of little 
value in the acute treatment of depression 
(Baastrup, 1969; Schou et al, 1971). This view 
was recently reiterated by Hullin, who stated 
when referring to the acute antidepressive 
effects of lithium: ‘this must be weak if it exists 
since this role has not been obviously recognised 
by groups with a long and wide experience of 
lithium treatment’ (Hullin, 1978). In the face of 
these contradictory views it seemed to us that 
further controlled studies should be performed. 


In the work supporting the efficacy of lithium 
as an acute antidepressant a number of factors 
have been claimed to be associated with a 
positive response: these include bipolar illness 
(Goodwin et al, 1972; Baron et al, 1975; and 
Mendels, 1976) and a high red cell:serum 
lithium ratio (Mendels and Frazer, 1973). 
Although the drug appears more likely to help 
bipolar than unipolar depression an unequivocal 
lithium response in some unipolar patients has 
been shown in the placebo substitution studies 
of Goodwin et al, 1972; Noyes et al, 1974; 
Baron et al, 1975; and Mendels, 1976. We 
therefore decided to include patients suffering 
from both unipolar and bipolar illness in our 
study. However, we thought it likely that 
patients with recurrent illness, whether unipolar 
or bipolar, would be a relatively more homo- 
geneous sample of manic-depressive patients and 
more likely to respond to lithium than patients 
experiencing their first attack of affective illness. 
The two trials reported here were conducted on 
female in-patients in one research ward. In the 
first trial (Trial I-L) we compared the effects 
of lithium against imipramine and in the second 
trial (Trial T-L) we compared lithium and 
tryptophan (in the form of Optimax) against 
tryptophan alone. 
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Trial I-L 
Method 

A patient was admitted to the trial if she was 
between the ages of 40 and 75, gave valid 
consent and if two of the investigators agreed 
on the following: (1) that the patient fulfilled the 
criteria for depressive illness (Medical Research 
Council, 1965); (2) that the patient had had at 
least one previous episode of affective illness, 
either hypomania or depression, lasting at least 
one month; (3) that the patient had not received 
either lithium or a tricyclic antidepressant in 
adequate dosage for fourteen days within the 
previous three months, 

As well as fulfilling the MRC criteria, for 
depressive illness all patients were given the 
diagnosis of manic-depressive psychosis, de- 
pressed type, ICD 296.2 or manic-depressive 
psychosis, circular type, ICD 296.3. Prior to the 
start of the trial the majority of the patients were 
the subjects of biochemical research in a 
metabolic research unit and are representative 
of the patients considered to be manic-depressive 
in studies of erythrocyte membrane cation 
carrier published from Dundee (Naylor et al, 
1973, 1976 and 1977). No patient was started on 
the trial without first spending seven days 
either in the metabolic unit or the research 
ward. During those seven days the only medi- 
cation allowed was nitrazepam 10 mg at night 
and occasionally nitrazepam 5 mg up to three 
times per day if agitation was marked. Any 
patient who showed spontaneous clinically 
significant improvement during that time was 
not entered into the trial. A 

Medication was given for three weeks under 
double-blind conditions. Identical looking tab- 
lets containing lithium 300 mg, imipramine 
25 mg or an inert substance had been provided 
by Pharmax Ltd. An investigation prior to the 
start of the trial had shown that the trial 
imipramine tablets and British National Formu- 
lary imipramine had the same bioavailability. ` 

Patients were randomly allocated to receive 
either imipramine or lithium. Each patient 
was given seven tablets per day in divided 
dosage. For patients assigned to lithium the 
seven tablets consisted of lithium in dosage 
required to produce serum lithium levels 
between 0.8 and 1.2 mmol/l twelve hours after 
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the last dose and placebo tablets added to make 
up the seven tablets. Patients receiving imi- 
pramine were given six imipramine tablets and 
one placebo. Based on an assessment of the 
patient’s age, weight and serum creatinine a 
dose of lithium was given which was estimated 
to produce therapeutic levels in the first week 
of the trial. To maintain blindness medication 
was thereafter adjusted by withdrawing all 
tablets at the end of each week and adjusting 
lithium dosage based on plasma lithium levels 
taken on the 8th and 15th day of the trial. 

A venous blood sample was taken from every 
patient on the morning of the 8th, 15th and 
22nd day of the trial. For those patients re- 
ceiving lithium the serum lithium was estimated 
by the method of Pybus and Bowers (1970), red 
cell lithium by a method described in a previous 
paper (Worrall et al, 1975) and the RBC:plasma 
lithium ratio calculated. For those patients 
receiving imipramine total plasma imipramine 
and desmethylimipramine was estimated using 
the method of Moody et af (1967). 

. One of the investigators scored items 1-16 
of the Hamilton Rating Scale for Depression 
(Hamilton, 1967) for each patient on the 
morning of the Ist, 8th, 15th and 22nd days of 
the trial. Since nursing staff were independently 
rating the patients a departure was made from 
Hamilton’s original recommendations for scor- 
ing: the clinicians rating the patients on the 
Hamilton scale did so solely on the patient’s 
appearance and subjective reports and did not 
seek corroborative evidence from the nursing 
staff. All nursing staff in contact with the 
patients completed a seven-point global rating 
scale for depression during the appropriate 
nursing shift. These shifts were from 8 a.m. until 
12 noon and from 12 noon until 8 p.m. For each 
patient all the nurses in each shift gave a rating 
on the depression scale. The median of these 
ratings was the patient’s score for that shift and 
there were thus two scores per day. These 
scores were averaged over the week to give the 
mean weekly depression score. 

Unipolar illness was defined as at least two 
previous episodes of depression, the patient 
never having been hypomanic. A history of 
hypomania whether or not this led to admission 
defined bipolar illness. Those patients with less 
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than two previous episodes of depression and 
who had never been hypomanic were considered 
to be of indeterminate polarity. Polarity was 
redetermined at the time of writing and 
classification corrected where necessary. 

Thirty-two patients entered trial I-L. One 
patient on imipramine and one on lithium were 
withdrawn as their depression seriously wor- 
sened during the trial. A second lithium patient 
was withdrawn as she fell and fractured her 
femur. Of the 29 remaining patients, 14 received 
lithium and 15 imipramine. The mean age of 
both groups was not significantly different. 
Mean aget+SEM = 59.9+2.9 years and 
54.5+2.5 years (t = 1.40). Both groups were 
comparable in polarity. The lithium group 
contained 7 unipolars, 5 bipolars and 2 who 
were indeterminate. The imipramine group 
comprised 10 unipolars, 3 bipolars and 2 in- 
determinate patients. There was no significant 
difference between the two groups in respect of 
the number of previous episodes of affective 
disorder; just over half in each group had fewer 
than four previous episodes. 


Results 

Fig 1 shows the mean Hamilton scores and 
nurse ratings for the 29 patients who completed 
the 22 days oftrial I-L. ` 

There was a significant difference between 
lithium and imipramine in the variances of the 





Fic 1.—Trial I-L. Mean Hamilton and nurse ratings. 
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Hamilton scores at Day 22 although there was 
no such difference at Day 1. The variance of 
the imipramine group at Day 22 was 89.67 
(n = 15) while that of the lithium group was 
19.26 (n = 14) (F max = 4.66, P <0.01, 
Kirk, 1968). This finding indicates that the 
outcome was more uniform for the lithium 
group, i.e. all patients ig this group showed 
improvement whereas this was not so in the 
imipramine group. 

Analysis of variance of the transformed 
Hamilton scores: using a split-plot factorial 
ANOVA (Kirk, 1968) to evaluate differential 
changes over time showed a highly significant 
change in both drug groups over time (P 
<0.005) and also a significant interaction 
between the drug groups and time of obser- 
vation (P <0.05). The nurse ratings showed the 
same trends with significant changes in the 
scores of both drug groups over time (P < 0,005) 
but on this measure the interaction was not 
significant. 

The nature of the interaction between drug 
and Hamilton scores is suggested from inspec- 
tion of Fig 1. There appears to be a difference 
between the two drugs in the time of maximal 
change of the scores. Paired t tests on the 
Hamilton scores (Table I) shows that in the 
imipramine group the mean Hamilton scores 
improved significantly between Days | and 8 
and thereafter there was no significant i improve- 
ment. The lithium group did not improve until 
the second week with significant changes in 
mean scores occurring between the 8th and 
15th day and the 15th and 22nd day. 

In summary, in this group of patients at the 
end of three weeks lithium produced sig- 


TABLE I 


Paired t-test: Difference in mean 
Hamilton scores. Significance levels 











TRIAL I-L 
Days 
Drug me 
group 1-8 8-15 15-22 
Imi- 
pramine <0.01 NS NS 
Lithium NS P <0.05 P <0.001 
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nificantly more uniform improvement in Hamil- 
ton scores than did imipramine. Improvement 
on imipramine occurred during the first week of 
the trial whereas improvement in the lithium 
patients was not seen until the second and third 
week. 


. 


Trial T-L 
Method 

Since failure to respond to a tricyclic anti- 
depressant is one of the reasons for deciding on 
in-patient treatment, many of the depressed 
patients who otherwise fulfilled the criteria had 
to be excluded from trial I-L. In these excluded 
patients we compared the effects of lithium and 
tryptophan (in the form of Optimax) and 
tryptophan. alone. In this second trial we 
widened the criteria, included patients between 
the ages of 25 and 75 and did not specify that 
patients had to have had a previous episode of 
affective illness but excluded patients who had 
received either lithium and tryptophan to- 
gether or tryptophan alone in the preceding 
three months. These patients were therefore 
potentially a more heterogeneous group than in 
trial I-L. As in trial I-L all patients had to 
fulfil the MRC criteria for depressive illness, all 
were given the diagnosis of manic-depressive 
psychosis, ICD 296.2 or 296.3 and no patient 
was started in the trial without first spending 
seven days either in the metabolic unit or the 
research ward. The form of ratings made and the 
times at which they were made were identical 
to trial I-L. 

The patients were randomly assigned to 
receive either lithium and tryptophan or 
tryptophan alone. All patients received trypto- 
phan 2 g three times per day. Those patients 
assigned to receive lithium were given lithium 
tablets in a dosage required to produce plasma 
lithium levels of 0.8 to 1.2 mmol/l. Those 
patients assigned to tryptophan alone received 
placebo lithium tablets. In this trial open 
dosage adjustments were made to lithium 
tablets at the end of the first and at the end of 
the second week of treatment, and random 
alterations were made to the dose of placebo 
tablets in order to preserve the blind conditions. 
A venous blood sample was taken from every 
patient on the morning of the 8th, 15th and 
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22nd day. Lithium estimations were made as 
described in trial I-L. Blood from those patients 
receiving tryptophan alone was discarded. 
Thirty-one patients entered trial T-L, one 
patient receiving tryptophan alone was with- 
drawn as her condition worsened and one 
patient on lithium was withdrawn as she 
developed diarrhoea, probably a side effect of 
the drug. Of the 29 remaining patients 15 
received lithium/tryptophan combination and 
14 received tryptophan alone. The mean age 
for both groups was similar 55.8+3.1 years and 
53.6 +4.24 years (t = 0.428, NS). Polarity was 
also comparable. Seven of the combined drug 
group and 6 of the tryptophan only were 
unipolars, four of the combined drug group and 
one of the tryptophan only patients had 
bipolar illness and there were four indeterminate 
patients in the combined drug group and seven 
in the other. There was no significant difference 
in the two groups in respect of the number of 
previous episodes. At the time of writing for 
only six of the 29 patients has the trial illness 
been their only episode of affective disorder. 
Despite the widening of the criteria for this 
trial the majority of the patients therefore 
proved to suffer from recurrent affective dis- 
order and were therefore, in this respect, 
comparable to the patients in trial I-L. 


Results 
Fig 2 shows the mean Hamilton and nurse 


on, 
a 
ee Optimax 
Lithium + Optimax 





Hamiton Score 


22 
Days 
Nurse Rating Scale 
4 = 
“see e Optimax 
Lithium Optimax 
2 
1 2 3 
Weeks 


Fic 2.—Trial T-L. Mean Hamilton and nurse ratings. 
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ratings for the 29 patients who completed 22 
days of trial T-L. 

Analysis of variance of the Hamilton scores 
showed significant changes over time in the 
patients receiving combined drugs (P <0.005) 
but no significant change in the group receiving 
tryptophan alone. There was a significant 
interaction between the two drug treatments 
and changes over time in HRS (P <0.01). The 
nurse ratings again showed the same trends with 
equally significant changes in the patients 
receiving combined drugs but no change in the 
tryptophan only group. The drug-occasion 
interaction showed the same trend as with the 
Hamilton measure but was not significant 
(P <0.2). 

Exploring the time of change in the lithium 
group mean Hamilton scores by means of 
paired t tests showed that as in trial I-L the 
improvement only occurred between Days 8 and 


15 and 15 and 22 (Table H). 


Taste IT 


Paired t-test. Difference in mean 
Hamilton scores. Significance levels 











TRIAL T-L 
Days 
Drug 
group 1-8 8-15 15-22 
Lithium + 
Optimax NS P <0.01 P <0.01 





In summary, in this group of patients lithium 
and tryptophan in combination was clearly 
superior to tryptophan alone. The latter drug 
appeared to be devoid of any antidepressant 
activity. As in trial I-L the improvement in the 
combined drug group only occurred in the 
second and third weeks of treatment. 


Drug Concentrations in Blood and Clinical 
Response 

Lithium levels in the desired range were 
achieved for the majority of patients in the first 
week of both trials (mean +SEM = 0.91 +0.11 
and 0.85+0.09 mmol/l). In trial I-L the 
lithium values for the last week of the trial were 
as follows: Plasma lithium = 0.93 + 0.06 mmol/l, 
RBC lithium = 0.5+0.05 mmol/l of red blood 
cells and RBC:plasma lithium ratio = 0.54+ 
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0.04. In trial T-L the equivalent values were 
0.86 +0.06 mmol/l, 0.48 +0.05 mmol/l of RBC’s 
and 0.56 +0.03. 

There was as to be expected a large range of 
steady state total plasma imipramine and 
desmethylimipramine levels. In the third week 
of the trial the mean value+SEM was 404+ 76 
ng/ml with a range of 90 to 981 ng/ml. 

There was no relatienship between the 
percentage change in the Hamilton ratings over 
the 22 days and the lithium ratio at Day 22 
either in the trials. considered separately or 
together. Neither was there any obvious 
relationship between steady state tricyclic levels 
and percentage change in the Hamilton ratings. 

The mean lithium ratio at Day 22 for all 
bipolar patients was 0.46 and for all unipolars 
was 0.58. This difference is statistically sig- 
nificant (t = 2.15, df21, P <.05). 


Discussion 

The two trials reported here were conducted 
on female in-patients with recurrent affective 
disorder. 

The trials suggest that in these patients 
lithium whether alone or in combination with 
tryptophan has. clinically and statistically sig- 
nificant antidepressant effects and at the end of 
three weeks produces more uniform improve- 
ment than does imipramine. These findings 
should only be applied to male patients with 
caution. The Medical Research Council (1965) 
study suggested that female patients responded 
best to ECT whereas male patients improved 
more with imipramine. Nevertheless in clinical 
practice endogenously depressed female patients 
are usually offered antidepressant drug treat- 
ment. Given adequate supervision, in some of 
these patients lithium may be preferable to 
tricyclic antidepressants. 

The high placebo response rate in endogenous 
depression tends to reduce the chances of 
finding significant differences between anti- 
depressant drugs unless very large numbers of 
patients are used (Jenner, 1977). Such numbers 
of depressed patients are nowadays difficult to 
find (Little et al, 1978). In the present trials 
patients who showed improvement over the 
course of a week when given non-specific 
treatment were excluded from the two studies. 
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The lack of significant change in the group 
receiving tryptophan alone suggests that this 
policy was successful in reducing contamination 
from placebo effects and also that tryptophan 
in this sort of patient is ineffective. The design 
of trial T-L does not of course allow any 
inferences to be drawn as to whether tryptophan 
potentiates the antidepressant effects of lithium. 

The time of onset of the antidepressant effects 
of lithium was consistent over both trials and 
over both sets of ratings. A significant effect was 
not seen until the'second and third week of the 
trial. This time span is the same as that found 
with lithium’s acute anti-manic effects (Peet, 
1975) and its anti-aggressive effects (Worrall 
et al; 1975). The evidence from the placebo 
substitution. studies of Goodwin eż al, 1972; 
Noyes ‘et aly 1975; Johnson, 1974; Baron et al, 
1975 and Mendels, 1976; together with the 
group comparisons of Mendels et al, 1972; 
Watanabe et al, 1975; and the two trials 
reported here all lead to the conclusion that 
lithium has a major acute antidepressant effect. 
The European belief that the drug is devoid of 
useful acute antidepressant activity appears to 
be based on three early negative trials and early 
clinical experience of the drug. Hansen ef al 
(quoted by Schou, 1968), Fieve et al (1968) and 
Stokes et al (1971) reported studies which failed 
to confirm any major antidepressant effects. 
The findings from these trials have been 
convincingly reinterpreted by Mendels (1976) 
as indicating a not proven or equivocal verdict 
rather than as definite evidence that the drug 
was relatively ineffective. 

The contrast between the overall positive 
results from controlled trials and the poor 
opinion of the drug held by some European 
clinicians requires explanation. The three 
negative drug trials mentioned above were 
earlier than the positive trials and the early 
clinical experience of the major figures in the 
development of the prophylactic effects of 
lithium was unfavourable in regard to its 
antidepressant effects. It is possible that the 
sort of depressed patients now showing an 
antidepressant response are clinically different 
from the earlier patients. The studies reported 
here have shown that the antidepressant effects 
are not seen until the second and third weeks of 


treatment with adequate blood levels. The 
early negative study of Stokes et af (1971) looked 
at the effect after only ten days treatment. 
However, this cannot be a general explanation 
of the poor view held by early clinicians as few 
psychiatrists would give up looking for an 
antidepressant effect in an individual patient in 
less than three weeks treatment with an anti- 
depressant drug. We suspect that early poor 
results have been uncritically accepted and not 
put to the test by later clinicians. 

Our initial interest in the RBC:plasma 
lithium ratio in these patients arose out of the 
suggestion of Mendels and Frazer (1973) that 
this ratio was correlated with a positive anti- 
depressant response. Later work by this group 
on a larger number of patients failed to replicate 
their earlier findings (Frazer et al, 1978). The 
lack of correlation in our study is in accord with 
the later work. The Philadelphia group (Frazer 
et al, 1978) and Cazullo et al (1975) have found 
higher mean lithium ratios in bipolar than in 
unipolar patients. This has not been a consistent 
finding by other workers (Lee and Paschalis, 
1978). In the present study we found the 
opposite with unipolar patients having a higher 
mean lithium ratio than bipolar patients. It has 
been suggested that seme of the discrepancies in 
this area may be partly explained by some 
investigators measuring the RBC lithium by the 
indirect method i.e. calculating the RBC 
value after measuring plasma and whole blood 
lithium (Frazer et al, 1977). Our results were 
obtained by directly measuring RBC lithium. 

Although there is now reasonable agreement 
on the physiological factors determining the 
distribution of lithium across the RBC mem- 
brane (Ostrow et al, 978; Griel and Eisenried, 
1978; and Frazer ei al, 1978) and on the 
influence of genetic factors on this distribution 
(Dorus et al, 1974; Ostrow et al, 1978; and 
Mendlewicz et al, 1978), useful clinical corre- 
lates of this information have still to be agreed. 
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Samaritan Contact Among 325 Parasuicide Patients 


By STEVEN GREER and MARION ANDERSON 


SUMMARY With the aim of aiding primary prevention of para- 
suicide by Samaritans, a study of 325 parasuicide patients admitted to 
hospital was undertaken to discover the extent of knowledge about 
Samaritans, the proportion of patients who had contacted Samaritans 
and the reasons why the remainder had not done so. Ignorance about 
Samaritans was found in 28 per cent, such ignorance being signi- 
ficantly more common among teenagers than in other age groups. 
Only 1.4 per cent had sought help from Samaritans immediately 


before the present parasuicidal act, 


though a further 13 per cent had 


-contacted Samaritans previously. Suggestions are made for future 
public education programmes about Samaritans. 


Although the role of Samaritans in suicide 
prevention has been studied extensively (Bagley, 
1968; Barraclough et al, 1977; Jennings et al, 
1977, 1978), little is known about that organi- 
zation’s contribution, if any, to the prevention 
of parasuicide, i.e. deliberate, non-fatal acts of 
self-poisoning or injury (Kreitman et al, 1969). 
In providing a nationwide 24-hour emergency 
service for the distressed and suicidal (Fox, 
1975), the Samaritan organization seems ideally 
placed to make a major contribution to primary 
prevention of parasuicide. Yet the expansion of 
Samaritan services in recent years has not led to 
a decline in parasuicide rates. In order to 
improve the effectiveness of the Samaritans in 
this regard, we need to know what proportion of 
individuals who deliberately poison or injure 
themselves have tried to obtain help from the 
Samaritans and the reason why others have not 
made such contact. The present study aims to 
provide some preliminary answers to these 
questions, 

To our knowledge, the only previous relevant 
investigation was that by Kreitman and Chowd- 
hury (1973), who sought to discover why some 
distressed individuals seek help from appropriate 
agencies (general practitioners, social services, 
Samaritans) whereas others resort to para- 
suicide. On questioning individuals about their 
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failure to seek help, the authors grouped the 
principal reasons into several distinct categories. 
In a pilot study of 40 parasuicide patients, we 
found that these categories provided a useful 
frame-work for classifying patients’ replies, but 
that additional categories were required to en- 
compass all the diverse answers obtained. The 
subsequent investigation, which we report here, 
was designed in the light of experience gained 
from the pilot survey. 


Method 


A consecutive series of patients admitted to 
King’s College Hospital following deliberate 
self-poisoning or self-injury between January Ist 
and December 31st, 1977 was studied. Patients 
were asked: (1) whether they had heard of 
Samaritans and knew about the 24-hour 
telephone service, (2) whether they had 
contacted Samaritans just before the present 
parasuicide (i.e. within a few hours) or at any 
other time, and (3) where appropriate, the 
reasons for not contacting Samaritans just 
before the present episode. The required 
information was obtained in each case from a 
semi-structured psychiatric interview of approxi- 
mately 10 to 30 minutes’ duration. All replies 
were recorded verbatim and then placed in one of 
the categories listed below. Categories | to 5 are 
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those described by Kreitman and Chowdhury 
(op. cit.) : 

(1) Problem too personal, e.g. ‘I wanted to work 
things out for myself, not go to strangers’. 
‘I couldn’t talk to them, it’s my own 
business, isn’t it 2’ 

Samaritans cannot help, e.g. “What good 
are they? I’ve even been around to see 
them sometimes and they can’t help’. 
‘They can’t find a cure, can they; would 
they stop the banging in my head? Those 
tablets sure did’. 

Wanted to die, e.g. ‘I knew what I wanted 
to do, I wasn’t expecting the kids to find 
me alive in bed this morning’. “Because 
I wanted to kill myself; I wasn’t in need 
of Samaritans, I wanted to end it all’. 
Wanted temporary oblivion (immediate relief 
from distress), e.g. ‘I wanted to blot 
everything out, get a good sleep’. ‘I was 
in such a state, so angry with my hus- 
band that I just acted at that moment 
without thinking about contacting any- 
one’. 

Wanted to influence others, e.g. ‘I wanted to 
annoy my husband’. ‘I just wanted to 
show my boyfriend’. 

Did not think of it, e.g. ‘It didn’t cross my 
mind, didn’t occur to me’. ‘I just never 
thought of it, to be honest’. 
Miscellaneous—any reasons given which 
cannot be included under the foregoing 
headings, e.g. ‘I was too drunk’. ‘Don’t 
have no ’phone’. 

Sought help elsewhere, e.g. contacted social 
worker, family doctor, psychiatrist or 
other person. 

In order to check the reliability of the listed 
categories, one in three replies selected at 
random were classified independently by each 
author and another psychiatrist. 
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Results 


During 1977, 364 patients were admitted to 
King’s College Hospital following parasuicide, 
which consisted of an overdose of drugs in all 
but nine patients, who used violent methods. 
Data concerning Samaritan contact were 
obtained from 325 (89 per cent) of these 
patients. In the remaining 39 patients, we were 
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unable to elicit the required data, either because 
of practical difficulties (staff absences, pressures 
of clinical workload) or, in a few instances, 
because patients discharged themselves or were 
discharged before they could be seen. The age 
and sex distributions of the 39 patients were 
similar to those pertaining in the main sample 
which are shown in Table I. 


TABLE I 
Parasuicides : sex and age distributions 














Male Female Total 

Age N N N (%) 
Under 15. 2 13 15 (5) 
15-19 20... 8 37 45 (14) 
20-29 ...... 38 76 114 (35) 
30-39 ...... 26 46 72 (22) 
40-49 ...... 16 23 39 (12) 
50-59 ...... 10 18 28 (8) 
60+ oaan. 6 6 12 (4) 
Total ...... 106 (33%) 219 (67%) 325 (100) 





Knowledge about Samaritans 


Patients were asked whether they knew of the 
Samaritans and their 24-hour emergency tele- 
phone service; 20 per cent (66) had never heard 
of Samaritans, but among the remainder the 
extent of knowledge was sometimes less than 
adequate. One man, for example, thought that 
the Samaritans were a religious gambling 
organization. Consequently, we classified know- 
ledge about Samaritans as sufficient or insufficient 
according to whether the patient possessed 
enough information to contact Samaritans for 
help had he wished to do so. Knowledge was 
judged sufficient where the patient knew that 
Samaritans provide help for suicidal and 
distressed people and can be reached by 
telephone at any time of the day or night. By 
this criterion, 72 per cent of the patients (235) 
had sufficient knowledge, the proportions being 
virtually the same among males (71 per cent) 
and females (73 per cent). 

Statistically significant differences were found, 
however, in respect of age. Teenagers, parti- 
cularly those under 15 years, were far less likely 
than adult patients to know about Samaritans 
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(Table II). Of the 15 parasuicides in this series 
aged 14 years or less, only three subjects had 
sufficient knowledge about Samaritans, At the 
other extreme of the age-range, patients of 60 
years and over were slightly less likely than those 
aged 20 to 59 to have adequate knowledge of 
Samaritans, but these differences were not 
significant. 














Taste II 
Knowledge about Samaritans by age 
Knowledge 
Age Sufficient Insufficient Total 
% % N (%) 
Under 15 20 80 15 (100) 
15-19 56 44 45 (100) 
20-29 78 22 114 (100) - 
30-39 79 21 72 (100) 
40-49 82 18 39 (100) 
50-59 75 25 28 (100) 
60 + 67 33 12 (100) 





Comparing under 15 with remainder, 
x? = 26.4, df = 1, P <.0005 
Comparing under 20 with remainder, 
x? = 21.1, df = 1, P <.005 


Samaritan contact 

Only five patients (1.4 per cent of our sample) 
contacted Samaritans just before the present 
suicidal attempt. A further 39 patients had made 
contact on previous occasions; thus, a total of 
44 patients—16 males (15 per cent) and 28 
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females (13 per cent)—had sought help from 
Samaritans at some time during their lives, 
These patients had similar age and sex distri- 
butions to those found in the remainder of the 
present sample. 


Reasons for not contacting Samaritans 


Of 235 patients who had sufficient knowledge 
about Samaritans, five “contacted them (vide 
supra). The remaining 230 patients were asked 
why they did not seek help from the Samaritans 
before resorting to the present overdose: eleven 
patients refused to answer, including three who 
claimed that their overdoses were accidental; 
such refusals were occasionally laced with 
humour, e.g, ‘Why are. you asking me these 
questions, do they need helpers there”, We 
were able, therefore, to obtain data regarding 
the principal reasons why Samaritans were not 
contacted from 219 patients (Table III). 

It will be seen from Table III that two-thirds 
of the patients gave one of four principal 
reasons for not seeking help from Samaritans 
before the present parasuicidal act: (i) this 
course of action did not occur to them (20 per 
cent); (ii) they wanted temporary oblivion to 
obtain relief from distress (20 per cent); 
(iii) Samaritans were regarded as being unable 
to help (16 per cent); or (iv) they wanted to die 
(11 per cent). Further inquiry from the 36 
patients who considered that the Samaritans 
would be of no help revealed that nearly half 
(17) had actually made contact on previous 
occasions without obtaining the kind of help 

















Taste III 
Patients’ reasons for not contacting Samaritans 
Male Female Total Significance of 
differences 

Reasons N (%) N (%) N(%) (x?) 
Did not think of it...................... 12 (18) 33 (22) 45 (20) NS 
Wanted temporary oblivion ............ 10 (14) 33 (22) 43 (20) NS 
Samaritans no help .................... 10 (14) 26 (17) 36 (16) NS 
Wanted to die nnp aaa 13 (19) 10 (7) 23 (11) x? = 7.59, P <.01 
Problem too personal ................... 6 (9) 13 (9) 19 (9) NS 
Wanted to influence others 4 (6) 12 (8) 16 (7) NS 
Sought help elsewhere .................. 5 (7) 9 (6) 14 (6) NS 
Miscellaneous ...........0...0.0000.... 9 (13) 14 (9) 23 (11) NS 
Total 69 (100) 150 (100) 219 (100) 








266 


which they believed they needed. Table HI also 
shows that males and females did not differ in 
respect of the reasons they gave with one 
notable exception, viz—wanting to die. Serious 
suicidal intent was given as the principal reason 
for not seeking help by a significantly higher 
proportion of men (19 per cent) than women 
(7 per cent). The reasons given for not con- 
tacting Samaritans wére found to be unrelated 
to age. 


Reliability of listed categories 

We have noted that patients’ reasons for not 
contacting Samaritans were recorded verbatim 
and subsequently classified under eight cate- 
gories. In order to determine the inter-rater 
reliability of these categories, one in three of 
patients’ stated. reasons were classified in- 
dependently by three psychiatrists. Of a total of 
219 patients’ statements, 73 were assessed in this 
manner. The following results were obtained : 


Complete agreement between 
three raters 


Agreement 
raters only 


ease Sethi: Siete 61 ( 84 per cent) 
between 
11 ( 15 per cent) 

1 ( 1 per cent) 


73 (100 per cent) 


No agreement 
Total 


Discussion 


It is official policy and usual practice at 
King’s College Hospital to admit all para- 
suicides, irrespective of the medical conse- 
quences, for medical observation and psychiatric 
assessment. Occasionally, however, these 
patients are not seen by a psychiatrist, either 
because they discharge themselves against 
medical advice or because acute pressure on 
medical beds prevents their admission. We were 
able to study 325 patients, representing 89 per 
cent of all parasuicides admitted to hospital 
during 1977. The remaining 11 per cent, who 
could not be interviewed due to various 
exigencies, were closely similar to the main 
sample in terms of age and sex distributions. 
It should be stressed that the present data refer 
only to parasuicides admitted to hospital; no 
conclusions can be drawn from this study about 
individuals who carry out parasuicidal acts but 
are not admitted to hospital. 
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In the present sample, 72 per cent of patients 
knew the purpose of the Samaritans and how to 
contact them; this figure is considerably higher 
than those reported in earlier surveys. In 1969, 
only 14 per cent of parasuicides admitted to 
King’s College Hospital and 31 per cent of those 
admitted to the Regional Poisoning Treatment 
Centre in Edinburgh were similarly informed 
about Samaritans (Bagley, 1970; Kreitman and 
Chowdhury, of. cit.). Since 1969, the Samaritans 
have gained publicity by means of a television 
drama series (‘The Befrienders’) in 1972 and 
more recently by posters and other advertise- 
ments. The results of our study indicate that 
further efforts to inform the public should be 
concentrated on teenagers, since it is individuals 
in that age-group who are currently most 
ignorant about Samaritans. 

It is by no means certain, however, that 
additional publicity per se will affect parasuicide 
rates. In Edinburgh, for example, the “Be- 
frienders’ television series was followed by a 
marked increase in new Samaritan clients, but 
there was no corresponding reduction in the 
number of parasuicide patients admitted to 
hospital (Holding, 1974). Factual ignorance 
does not explain why the great majority of our 
patients made no attempt to contact the 
Samaritans; only five did so, and a further 14 
sought help elsewhere, just before the present 
episode of parasuicidal behaviour. Why then 
did the majority, who were well informed about 
the Samaritans, not take the apparently simple 
step of making a telephone call to seek help? 

Although there was some overlap between the 
various categories, we found that by questioning 
patients about the principal reason for not 
contacting Samaritans, it proved possible to 
group replies in eight mutually exclusive 
categories, with reasonably high inter-rater 
reliability. Our categories correspond to those 
described by Kreitman and Chowdhury (op. 
cit.), with one important exception. We found it 
necessary to add the category ‘did not think of 
it’ for patients answering along these lines who, 
on further questioning, were unable to give any 
other reasons for not contacting Samaritans; 
20 per cent of our series fell into this category. 
From patient’s accounts, it appears that in their 
distressed state just before they took an over- 
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dose the idea of contacting Samaritans simply 
did not occur to them. It seems not unreason- 
able to postulate that more extensive Samaritan 
publicity could influence a proportion of such 
individuals to seek help instead of resorting to 
parasuicide. 

Another 20 per cent did not seek help because 
they wanted temporary oblivion in order to 
obtain immediate relief from emotional distress. 
Their action, as Kreitman and Chowdhury 
(op. cit.) observed, was directed entirely towards 
their current feeling states and not towards any 
objective solution to their problem. For this 
reason, it seems highly unlikely that they would 
be persuaded to contact Samaritans. Nor are the 
patients (7 per cent) whose parasuicidal acts 
were frank attempts to influence key persons in 
their environment likely to turn to Samaritans. 
Primary prevention in these cases lies not with 
Samaritans but, at least partly, with the 
prescribing habits of doctors. The important 
contribution to parasuicide of medically pre- 
scribed psychotropic drugs has been well 
documented (Morgan et al, 1975; Hawton and 
Blackstock, 1977; Koller and Slaghuis, 1978) 
and clearly, what is required is a drastic 
reduction in prescriptions for these drugs. 

With regard to patients in the remaining 
categories, it is not possible to guess with any 
cogency whether additional Samaritan publicity 
would be effective. Kreitman and Chowdhury 
(op. cit.) considered that Samaritans may have a 
valuable contribution to make in reducing 
numbers in these categories. But it is somewhat 
discouraging to find that among the patients 
who did not contact Samaritans because they 
felt that this organization could not help them, 
nearly half based their opinion on a previous 
personal experience of Samaritans. In many of 
these cases, the patients had quite unrealistic 
expectations, e.g. ‘I went to see them before 
but they didn’t help; they just talked; they 
didn’t get my husband back for me’. On the 
other hand, it is conceivable that some of the 
patients who regarded their problems as too 
personal to contact Samaritans could be 
persuaded to do so. Scrutiny of their replies 
indicated that these individuals were either too 
embarassed to confide in strangers, or they 
regarded asking for help as an admission of 


failure and felt that they should sort out their 
problems unaided. Future public education 
programmes by Samaritans could usefully be 
directed at these specific issues. 


Conclusions 


The present investigation requires replication 
by studies of other parasuicide populations in 
Britain, but the followmg provisional con- 
clusions may be drawn: 

(1) Factual knowledge about Samaritans 
has become more widespread during recent 
years among individuals admitted to hospital 
following parasuicide; nearly three-quarters of 
parasuicide patients. now possess sufficient 
information to contact Samaritans. 

(2) Among the patients who remain ignorant, 
teenagers—particularly those under 15 years of 
age—are heavily over-represented. Con- 
sequently, we would recommend that further 
publicity about Samaritans should be directed at 
persons in this age-group. 

(3) Even among individuals fully cognizant 
of Samaritans, however, only a very small pro- 
portion seek help from this organization just 
before the parasuicidal act. It follows that more 
than purely factual information is required. An 
analysis of the reasons patients gave for not 
contacting Samaritans provides some prelimin- 
ary data upon which attempts can be based to 
educate the public to seek help from Samaritans 
instead of resorting to parasuicide. 
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The Prevalence and Glinical Presentation of Psychiatric 


Illness in a Rural Setting in Kenya 


By DAVID M: NDETEI and JOSEPH MUHANGI 


SUMMARY One hundred and forty patients seen in a suburban 
walk-in walk-out clinic over a period of 30 days were studied. Twenty- 
eight (20 per cent) of them were found to be primarily psychiatrically 
disabled, 83 (59.3 per cent) primarily physically disabled and the 
diagnosis of the rest (20.7 per cent) was uncertain: The psychiatric 
patients were found to be suffering from anxiety and depressive states. 
Their sex, age, education, economic status, symptomatology and 
duration of the illness were analysed. 

The findings suggest among other things that the prevalence of 
psychiatric disorders in the rural setting in Kenya is high and therefore 
calls for a proportionate provision of mental health care facilities. 
They also suggest that anxiety and depression in African patients are 
masked by somatic symptoms, often leading to unnecessary delays in 


diagnosis and management. | 


Geographically ill-defined, Athi River is a 
fast developing suburban area astride the 
boundary between Machakos and Kajiado 
districts, 28 kilometres south-east of Nairobi. 
About 80 per cent of the inhabitants are im- 
migrants with their families from all over the 
country in private business, working as labourers 
or doing semi-skilled jobs in two established and 
three new factories. The rest of the population 
consists of the nomadic Masai and the Kamba 
peasant tribesmen and their families. Apart 
from a few successful businessmen and those 
holding managerial jobs in the factories, the 
inhabitants are generally of low income and 
live at subsistence level. The majority of the 
patients had only eight years of formal educa- 
tion. 

There is a health centre, two factory dis- 
pensaries and one prison dispensary, mainly 
staffed by clinical officers and nurses. The 
factory dispensaries are visited by factory 
doctors from time to time. Although there are 
three private clinics operating on a full time 


basis, only one is manned by a qualified doctor. 
Patients have to pay when seen in the private 
clinics. The nearest hospitals are in Nairobi and 
Machakos Town 40 kilometres away. The 
patients reported in this series were generally 
poor and were not covered by company or 
private medical schemes. 

The purpose of this study was to find out the 
prevalence of psychiatric disorders in an un- 
biased self-selected population of patients in a 
more or less rural setting. It was hoped that the 
study of individual case histories would assist 
in discovering those cases of mental illness which 
did not present with ‘madness’ in the layman’s 
usage of the word. Athi River was chosen 
because its rural or near-rural environment and 
style of life was largely preserved. In these 
circumstances it appeared likely that the disease 
pattern would be found in its native form. 


Method 


At the clinic an average of five new patients 
were seen every evening. The age, sex, marital 
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status and tribe were recorded. Most of the 


patients were interviewed in the Swahili or. 


Kamba language. Only in a few cases was an 
interpreter needed. 

Apart from those presenting with obvious 
physical illnesses such as abscesses or conjuncti- 
vitis the rest of the patients were subjected to a 
systematic psychiatric interview followed by a 
thorough physical examination. The psychiatric 
history, though unstructured, covered presenting 
symptoms including sleep patterns, bowel 
function, appetite and sexual activities. De- 


tailed family histories, personality develop- - 


ment and premorbid psychosocial adjustment 
were recorded. The whole interview lasted about 
one hour. All those patients in whom there was 
an element of doubt as to whether the primary 
condition was psychiatric or physical were 
classified in one group. These, together with 
those with obvious organic illnesses, were not 
analysed and are not reported here, the group 
having been referred to hospital for more de- 
tailed investigations. 


A major shortcoming of this study is that no 


laboratory investigations were done even for 
those patients with purely psychiatric disorders. 
But the observed fact that many of them 
reported early and dramatic improvement on a 
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combination of antidepressants and anxiolytic 
drugs and supportive psychotherapy suggests 
that no serious organic illnesses were being 
missed. 


Results 


Out of 58 males, 11 (19 per cent) were 
primarily psychiatrically disabled, 37 (64 per 
cent) were organically disabled and in the rest 
(17 per cent) the diagnosis was uncertain. The 
respective figures of the females are (22 per 
cent), (46 per cent) and (32 per cent). 

In a population of a generally low education 
level it was not surprising to find that the 
majority of the patients with pure psychiatric 
illness had received less than eight years of 
formal education. 

Table I shows the age and sex distributions of 
patients with purely psychiatric and organic 
disorders respectively. 

It is noteworthy that 69 per cent of the 


' patients with purely psychiatric disorders were 


aged between 20 and 39 years whereas the 
majority (50 per cent) of those with purely 
organic illnesses were under 19 years of age. 

A surprise finding was that 70 per cent of the 
patients with purely psychiatric disablement 
were married. 














TABLE I 
Age and sex distribution 
Psychiatric disorders Organic disorders 

Age Male Female Total * Male Female Total 

0- 9 0 0 19 22 41 
10-19 1 0 I 7 8 
20-29 3 8 11 7 9 16 
30-39 4 5 9 8 6 14 
40-49 2 1 3 2 0 2 
50-59 1 3 4 0 1 l 
60-69 0 0 0 0 0 0 
Over 70 0 1 0 1 1 
Grand total 11 18 29 37 46 83 
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A breakdown of symptoms volunteered by 
the patients is shown in Table II. 

They consist of pain, tiredness, weakness, 
disturbed sleep, constipation, palpitation, impo- 
tence and diarrhoea. It is noteworthy that 
nobody complained of fearfulness or sadness. . 

Table III shows the frequency distribution of 
complaints by body systems. 

The commonest symptoms complained of 
were in the musculo-skeletal (joint pains and 
backache), gastro-intestinal system (epigastric 
discomfort), constipation, pain in the iliac 
fossae) and central nervous system (headache, 
tinnitus, eye-ache). 

The duration of symptoms was under three 
months in 16 per cent of the patients, between 
three months and a year in 30 per cent and over 
a year in 54 per cent of the patients. Many of 
these patients had been diagnosed at various 
times as cases of malaria, stomach ulcer, heart 
disease, slipped disc or chronic headache, and 
the therapeutic measures that were based on 
these concepts appeared to have had little effect. 


Discussion 


For a long time in our culture, psychiatric 
illness has been associated with the dramatic 



































Taste II 
Specific symptoms in history 

Symptoms Male Female Total 
Pain 10 16 26 
Anxiety (fear) 0 0 0 
Depression 

(sadness) 0 0 0 
Tiredness 9 7 16 
Weakness 9 8 17 
Insomnia 6 11 17 
Constipation 9 13 21 
Diarrhoea 2 5 7 
Palpitation 9 5 14 
Impotence 4 0 4 
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Tase III 
Frequency distribution of complaints by body systems 
Male Female 

Musculo-skeletal (joint pains) ; 

backache, sweating a lot 9 14 
G.I. (epigastric discomfort, 

constipation, diarrhoea, ° 

pain in iliac fossae. 9 11 
G.N.S. (headache) 10 14 
Genitals 3 1 
C.V.S. (palpitation) 6 3 
Eyes 8 14 
Respiratory (pain in the chest) 6 8 
Urinary System 1 l 
Skin 0 0 
Dental 1 0 
Ears 1 0 





events, brutality and bizarre behavioural dis- 
turbances. However recent studies, such as 
those of Giel and Van Luijk (1969) and Muhan- 
gi (1970) suggest that lesser degrees of 
psychiatric disability may be widespread. Thus, 
Giel and Van Luijk found that in a rural health 
centre in Ethiopia 19 per cent of the clinic 
population was primarily psychiatrically dis- 
abled while Muhangi in a demographic study 
of a well doctored rural population in Uganda 
found an overall psychiatric incidence of 23 per 
cent in men and women aged over 45 years. 

The findings of the present study are in 
agreement with those two studies, which was to 
be expected as these three countries share a 
common social structure at least during the 
periods the studies were carried out. 

The implications of the findings of the present 
study for Kenya seem to be that in the overall 
planning of health services cognizance will have 
to be taken of the fact that a fifth of such 
services need to be geared to the provision of the 
specialized care needed for such patients 
especially as the illnesses tend to run chronic 
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courses resulting in time-consuming physical 
investigations that do not help the patient. 
There is a need to extend psychiatric training 
and methods not only to doctors but to com- 
munity nurses, health visitors, clinical officers 
and other members of the health team. ; 

The various clinical symptoms that were en- 
countered were of interest and will now be dis- 
cussed. A glance at the frequency distribution of 
complaints suggests that headache was a univer- 
sal complaint. Muhangi (1971) has suggested 
that the localization of psychiatrically originated 
pain may be determined by a number of factors 
the most important of which appeared to be 
what he called ‘organ hierachy’. Thus, he 
reported that in many of his patients with 
anxiety and depression, the abdomen tended to 
be the commonest focus of complaint. This 
appeared to arise from the fact that rural 
illiterate people tended to view their abdomen 
as the most important part of their bodies, 
sustaining the functions of nutrition and repro- 
duction. In the present study, the majority of 
the patients, having left school early in life 
are yet aware of the economic and other ad- 
vantages of a superior intellect and are aware of 
the significance of having a properly functioning 
head. If this argument is true, then it is easy to 
see why these fundamentally psychophysiologi- 
cally determined symptoms were localized in 
the head. 

Another important point that emerged from 
this study was the fact that none of the patients 
complained of subjective symptoms of either 
apprehension or fearfulness in the case of 
anxiety, or sadness, guilt or nihilism in the case 
of depression. Direct inquiry about these 
feeling states also failed to elicit positive res- 
ponses. Current thinking in medicine in general 
and in psychiatry in particular is that there are 
probably more forms of depression than has 
traditionally been recognized. Thus Lopez 
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Ibor (1972), Kielholz (1971) and Lesse (1968) 
have described conditions which have been 
called masked depression, depressive equivalents 
and so on. In our culture it is to be recognized 
that concepts like sadness or anxiety do not 
carry medical implications and so on cultural 
level alone it is unlikely that patients would 
complain of these states. As Lopez Ibor has 
pointed out, when the physician is confronted 
with pain, his diagnostic approach should be 
based on the peripheral and radicular distri- 
bution of the nervous pathways except of course 
where there is evidence of referred pain or pain 
of thalamic origin. In this way many of the 
patients who throng the out-patient clinic daily 
will be referred to psychiatric clinics where, 
hopefully, the various psychological problems 
will be adequately dealt with. 

In conclusion it is noteworthy that none of the 
patients in this study presented psychotic 
symptoms. In our culture psychotic features 
carry a lot of stigma, and are generally regarded 
as non-medical. Therefore few ordinary people 
will care to report these to health authorities. 
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A Case of Tranylcypromine (‘Parnate’) Addiction 


By O. BEN-ARIE and G. C. W. GEORGE 


SUMMARY A case of addiction to tranylcypromine is described where 
tolerance occurred and a severe withdrawal illness followed discon- 
tinuation of the drug. Previous reports in the literature of similar 
cases are reviewed and comparisons made, and the implications for 


management are discussed. 


We report the case of a patient who presented 
with tolerance and addiction to tranylecypromine 
(Parnate) a non-hydrazine monoamine-oxidase 
inhibitor and who developed a major withdrawal 
illness of a delirious hallucinatory type when the 
drug was discontinued. Such cases are not 
common but Le Gassicke (1963) described a 
case of addiction to tranylcypromine, and in 
a later article the same patient was described 
with particular reference to his sleep disturbance 
(Le Gassicke et al, 1965). Mielczarek and 
Johnson (1963) reported a patient ‘habituated’ 
to tranylcypromine and trifluoperazine (Par- 
stelin). In 1974 Pitt reported two cases of a 
narcotic-like withdrawal syndrome with phenel- 
zine (Nardil), a hydrazine monoamine-oxidase 
inhibitor with a different chemical structure but 
similar pharmacological action to tranylcypro- 
mine. 

Case Report 

The patient was a 47-year-old caucasian 
male with a history of emotional deprivation and 
family instability in childhood. He had been 
treated for many years for a chronic depressive 
illness which periodically increased in severity 
as a result of environmental stress, There were 
aggressive and psychopathic personality traits 
and he had abused amphetamines and bar- 
biturates prescribed for his depressive symptoms 
in the past. He has also abused alcohol when 
depressed. 

Approximately two years before presentation 
tranylcypromine was prescribed for the first 
time in a dose of 20 mg daily, the recommended 
range being 20 to 40 mgs a day (Klein and 
Davis, 1969). Initially there was a good response 
with mood elevation and increased energy, and 
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improved efficiency at work. He developed 
tolerance to the medication however, and began 
to consume increasingly larger doses until he 
was taking up to 30 tablets (300 mg) per day. 
The medication was spaced throughout the day 
because he found that omission of afternoon and 
evening doses led to aggressive behaviour and 
vivid nightmares. Anergia and depression were 
immediately experienced when dosage was 
reduced by his medical practitioner and he 
eventually became so irritable and restless that 
his wife persuaded him to return to his previous 
dosage. Admission to hospital was precipitated 
by the refusal of his Medical Aid Society to pay 
for further treatment. There was no history of 
alcohol or other drug abuse during the period 
on tranylcypromine and the patient reported 
regular adherence to a tyramine-free diet. 


On admission to hospital he was alert and 
his mental state and physical examination were 
normal. The tranylcypromine was totally 
discontinued and clothiapine, a sedating neuro- 
leptic of the dibenzothiazepine group was 
prescribed. Despite this within 24 hours he 
became restless and confused and experienced 
visual and auditory hallucinations. Acute 
tranylcypromine withdrawal was diagnosed and 
intravenous fluids administered together with 
heavy sedation using intravenous diazepam and 
clothiapine. The patient developed infection at 
the site of the intravenous line on the 6th day 
but this responded to antibiotics within 72 
hours. He remained delirious,’ irritable and 
restless and his mental state improved only on 
the 12th day of admission. 

Hepatic investigation on admission showed an 
aspartate transaminase of 119 units per litre 

f 
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(normal range 10 to 50) and an alkaline 
phosphatase of 232 units (normal range 30 to 
85). Seventeen days after admission, further 
tests showed an aspartate transaminase of 43 
units per litre but the alkaline phosphatase 
remained markedly elevated at 218 units. The 
patient was transferred to a general psychiatric 
ward for further treatment on the 16th day but 
absconded from hospftal one week later. 


Discussion 


Tranylcypromine has a chemical structure 
similar to amphetamine, having been developed 
by Burger and Jost to find a more clinically 
useful amphetamine-like drug (Klein, and 
Davis, 1969). It could thus be anticipated that 
psychological dependence on tranylcypromine 
might occur and particularly in the chronically 
depressed person whose depression is relieved by 
the drug. In this case, however, there was a 
history of gradual development of physical 
dependence with tolerance and increasing 
dosage. Moreover, sleep disturbance and night- 
mares occurred on those days when tranylcypro- 
mine could not be taken late in the day. When 
the drug was discontinued, a severe withdrawal 
illness occurred with delirium and hallucin- 
ations even under the cover of sedating neuro- 
leptic medication. There is little doubt that in 
this case true addiction to tranylcypromine 
had developed. 

In view of the chemical similarity of tranyl- 
cypromine to amphetamines, the severity of the 
withdrawal illness was unexpected. The with- 
drawal illness although similar to Le Gassicke’s 
case was far more severe and prolonged even 
though dosages taken by both patients were 
roughly equal at an average of about 200 mg 
daily. A history of sleep disturbance and of 
nightmares appears to be major feature of this 
condition, and was also described by Le Gassicke 
et al (1965). In their patient there was a very 
short delay between the onset of sleep and of 
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REM sleep, paradoxical sleep with nightmares 
being of immediate onset and Jong duration. If 
our patient had taken insufficient tranyl- 
cypromine on any particular day, he would not 
allow himself to go to sleep for fear of vivid 
nightmares. * 

Tranylcypromine has been reported by Bandt 
and Hoffbauer (1968) to cause a disturbance of 
liver function and the markedly elevated 
hepatic enzymes were thus not unexpected. 
The aspartate transaminase reverted to normal 
during the withdrawal phase but the alkaline 
phosphatase remained elevated. 

The clinical -course described serves as a 
warning that sedating neuroleptic medication 
may be insufficient cover for withdrawal of 
tranylcypromine and that consideration in 
similar cases should be given to gradual 
withdrawal of medication. The danger of 
using amphetamine derivatives in dependence 
prone personalities is again emphasized. It 
could be predicted that had monoamine- 
oxidase inhibitors in general, and tranyl- 
cypromine in particular, not fallen into dis- 
favour, many more cases of tranylcypromine 
addiction would have been reported. 
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Comments 





REFLECTIONS ON THE MANAGEMENT 
OF PARASUICIDE 


It is ironic that one of the most difficult tasks 
confronting the psychiatrist is to assess a parasuicidal 
patient, while the conditions under which he is 
commonly obliged to do so may be the least favour- 
able that can be imagined. Often he is asked to see 
the patient, who as likely as- not is drunk and just 
getting over a stomach wash-out, in a crowded 
corner of a teeming Casualty Department; this is 
analogous to asking a surgeon to operate in the 
lavatory. Even if the patient has been admitted, he or 
she is likely to have been grudgingly lodged in an 
emergency ward with harassed staff whose hostility 
surfaces all too easily. It might be a valuable use of 
time to explore with medical colleagues how to 
provide the optimal environment for the patient and 
psychiatrist alike, and to review policy constantly. 
But the parasuicide violates all the rules of the 
medical game and rarely fits the culture of the 
general hospital. Attempts to change staff attitudes 
will probably have limited success if the social 
realities remain unaffected. A ward designed for 
patients with perforated ulcers and broken limbs 
generates its own values; mores reflect function as 
well as vice versa. 


The question of who should see the patient is 
becoming topical. The official guidelines specify that 
all patients should have a social and psychiatric 
evaluation. This is usually taken to mean that the 
examination should be carried out by a psychiatrist, 
but recent reports (e.g. Gardner et al, 1977) suggest 
that although no one else may do the job better, 
others may do it just as well. Psychiatric nurses, social 
workers and trained house physicians can apparently 
be taught to carry much of the service burden and 
to do so competently. It is essential, however, that in 
all these arrangements a back-up consultant service 
should always be available. 

Physicians tend to have rather quaint ideas about 
when the toxic effects of an overdose have worn off. 
Physical signs of toxicity may be absent when the 
patient is still affected psychologically by the drug 
and any concomitant alcohol. Such drug effects 
may persist well after clouding of the sensorium has 


cleared. It is dangerous to make a confident diagnosis 
shortly after an overdose, and positive findings should 
be noted for later re-assessment. On the other hand if 
no significant psychological abnormalities are dis- 
covered even when toxic features are present it is 
unlikely that they will emerge later. 

The physical condition of the patient will vary 
markedly according to what she has taken, how long 
ago she took it, and what treatment she has since 
received. There is conflicting evidence as to the 
psychiatric significance of the degree of self-damage. 
On balance it seems that even if there is any asso- 
ciation between the seriousness of the harm sustained 
and the patient’s psychological state the correlation 
is too small to be used in individual clinical assess- 
ments. Profoundly melancholic patients can and do 
present with an overdose of three aspirins, 


One obvious ‘reason for assessing a parasuicide is 
to make some estimate of the likelihood of suicide in 
the immediate future. The examiner will be guided 
largely by what the patient says. But it would be 
naive to stop there. The patient’s current life situ- 
ation, any independent evidence of a psychiatric 
illness and the past history must all be weighed. 
Whenever possible an informant should also be seen. 
This does not preclude the necessity for assessing 
even the informant, who once figured in textbooks 
as some kind of detached Olympian observer able 
and willing to provide a detailed and objective 
account. Nothing could be further from reality. In a 
sense the informant, being a close acquaintance of 
the patient or a family member, is part of the pre- 
senting syndrome. What he has to say must be 
transmuted through the psychiatrist’s understanding 
of the relationship. Descriptions of the patient's 
behaviour are usually more trustworthy than 
accounts of emotions. 

The suicide question must be seen in perspective. 
The small group of parasuicides at high risk for 
suicide should not usurp attention from the large 
numbers whose distress, dangers and diagnoses are 
quite different. 


A distinguishing feature of most parasuicides is 
the florid nature of their social conflicts -and the 
visibility of psychodynamic processes, both personal 


275 


276 


and social, in the genesis of the self-harm. This very 
clarity can sometimes lead to confusion. Psychiatric 
diagnosis and psychodynamic understanding are 
different, and in no sense are they alternatives. A 
young married woman with a violent husband, a 
handicapped child and mounting debts may well 
have ‘reasons’ for taking an overdose but these do 
not tell one if she also has an affective disorder or 
alcoholism. Conversely, a teenage girl who takes a 
handful of drugs during a row with her ‘boyfriend 
is suffering from a row with her boyfriend and not 
from a personality disorder, a neurotic reaction or 
even an ‘adolescent crisis’ unless there is other 
supporting evidence. 

Personally I believe it useful to attempt to formu- 
late the different aspects of parasuicide under four 
separate headings. Firstly, an orthodox psychiatric 
diagnosis is required; whether a patient has a 
diagnosable illness, an acute situational reaction or, 
perhaps most difficult of all, is free of any identifiable 
abnormality. Secondly, some assessment of per- 
sonality should be made with particular regard to 
psychopathy and alcohol abuse. Thirdly, a social or 
interactive analysis should be attempted relating the 
patient’s actions to the immediate social scene. Here 
terms like ‘manipulative’ should be avoided; they 
are not only pejorative but also reflect muddled 
concepts, given that most human activity is trans- 
acted in an interpersonal setting and is concerned 
to influence the attitudes and behaviour of others. 
Lastly some attempt should be made to understand 
the inner meaning of the event for the patient, as 
distinct from any communicative appeal, such as 
whether she is seeking a brief intermission, to dis- 
charge unbearable tension, to die, or any of a 
substantial number of other possible motivations; 
more often than not such motivations are multiple 
within the same patient. 


Each of the separate assessments just mentioned 
will carry its own implications for future management. 
In addition it is necessary to consider the prognosis in 
two other areas. There is the immediate risk of 
suicide as already mentioned; parasuicides who after 
recovery express a wish to die are a minority but 
must be treated as psychiatric emergencies. In the 
medium term, if the patient is male, in the second half 
of life, is living in an isolated situation and suffering 
from a physical illness then he must be considered to 
be at high risk whatever his mental state. The risk is 
further increased if he is clearly suffering from a 
depressive illness or alcoholism, or has a Jong history of 
psychopathic maladjustment. 

It is less easy to document the role of helplessness as 
distinct from depression, but anecdotal evidence as 
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well as the studies by Beck and his colleagues (1975) 
suggest that risk is also increased in the individual who 
simply believes that the future has absolutely nothing 
of value to offer him: he may accept this without 
evident despair. 


Secondly, it is important to note any predictors 
for repetition of parasuicide. These include a previous 
parasuicide, prior contact with psychiatric services, a 
diagnosis of psychopathy, alcohol abuse, and not 
living with a relative (Buglass et al, 1974). 


The easiest cases to manage are those who are most 
obviously ill. It is also arguable that such cases do 
relatively better in therapy since their risk of future 
parasuicide is no greater than for those considered 
free of psychiatric illness, whereas one might reason- 
ably expect the contrary for the untreated state. All 
the same, it would be idle to pretend that the line 
between illness and normality can be drawn clearly, 
or that such distinctions as are made do not reflect 
other kinds of bias. For example, upper social class 
patients are more likely to receive an illness diagnosis 
than those from the lower social classes, and further, 
even among those so diagnosed, there is a social class 
gradient in the proportion subsequently admitted to 
psychiatric in-patient care. It is an open question 
whether this differential effect is a reflection of the 
biases of middle class psychiatrists, or whether 
simple diagnostic labels cover a variety of patterns of 
psychopathology which the psychiatrist rightly takes 
into account when deciding on a particular course of 
action such as admission. 


Among the less severe cases the abiding dilemma is 
how far the boundless needs of very large numbers of 
patients can be met by the limited resources which 
the psychiatrist has available, even when he deploys 
the full resources of his team, the local social work 
services and whatever additional agencies he can call 
upon for assistance. There are some who emphasize 
that the problems of the parasuicide patient tend to 
be those of the ‘acute on chronic’ variety (Paykel, 
1975) and that it is preposterous to assume that 
psychiatrists can solve all or any of the social problems 
of our times. Others would maintain that whether or 
not the patient fits a standard psychiatric category 
is not all that important, that the psychiatrist does or 
should possess skills applicable to the solution of 
psychological and interpersonal difficulties, and that 
these should be made available to anyone in distress 
and wanting help. The issues here are much broader, 
of course, than solely to do with parasuicide. In 
practice the distinction is likely to be made more by 
limitahons of resources than of ideology and by 
experience of what can be achieved by therapy. 


BRITISH JOURNAL OF PSYCHIATRY, SEPTEMBER 1979 





Modecate 


(fluphenazine decanoate injection) 





management _ 
IN schizophrenia 


Internationally accepted asthe standard depottreatment 


indications Precautions 
Modecate (25 mi fuphenazine decanoate in sesame on) is indicated for faceta be taken in pationta who oxhibit marked extra pyramidal 
the treatment aloe disorders, particularly maintenence treatment of Side Enano U Phen lezines, parbculerty eiterty patento 


chromo ach renc patenis 
Init 5 mm4 0 26 miin patenta ovar 80 or under 12 your) shouid be mout an id n na reactiona Drowsiness, ? orne 
Piang uleni misata ta jent lar wcoptbhy anne roa eas iste ednintetias cron 

cnn the condition Most panen may be ma nea eee mod Enouceise rf nt 

range of 0 § ml every five waska doses i 


tod mi 
te ued in very disturbed patients, usually ior short periode 7 Rause Twickenham Middx Twi 3AT soures 
ns 
Patients with marked cerebra! atheroacieroms, phaeoch oma, Product Licence No 0034/5048 
renel or hver texture, or severe cardiac insufficiency ee Modecate ts a trade mark of ER Squibb & Sana Lid 


3/79 - 5149 


xxxiii 


XXXIV BRITISH JOURNAL OF PSYCHIATRY, SEPTEMBER 1979 











masr Of depression 


The disguises of depression and the new Calendar Pack gives your patients every 
patient's brave face may fool everyone but his aoe assistance to comply with your 
doctor To a growing number of doctors mstnictons. 

the benefits of Protaden are also aui. 
obvious.Intnals,Protuaden Fie 












References: 
1.Rees,] A & Crye,PC,Cur Med 
Res Opin 1976, 4,416 
2. Lambourn,] & Rees] A,J.lntMed 
Ras ,1974,2,210 
3. Lipsedge, M $, Lanford Rees, W & Pike,D.J, 
Psychopharmacologia (Bed ) 1971,19,183 


side effects+*° Ina group {| GEMA: 
of patients who are likely to > 
be tired and confused the 


Abbrevtated Prescnibin Informaton Precautions and Contraindications Side Effects These are usually mid and 
Presentation Prottuaden is dothvepin Prothiaden has anti chohnergic properties, normally controtied by reducing the dosage 
hydrochionde, an anti-depressant of the therefore, t may precipitate unnary retention The following have been reported dryness of 
tncylic group ktis available as 25 mg in susceptible individuals and ts use should mouth, constipation, disturbed 

capsules and 75 mg tablets be avoided in patents with existing or orthostatic hypotension, palpitations, 
Dosage Prothiaden should be grven m a potental unary retention Prothiaden shoud somnolence, tremor headache 

dosage of 75 to 150 mg daily, based on not be used m pabents with closed-angie Basic NHS Price 28x75 mg£139 
response and seventy This may be taken as glaucoma Caution rs advised when treating Product Licence Numbers PL 0014/5941, 
a single evening dose in certain circumstances, epileptic patients and those with cardiovascular PL 0014/0209 e 
1e in hospital use, Prothiaden has been gwen disorders Prothiaden should not be used Full nformabon is available on request 


dosages up to 225 mg datly with MAO mmbitors The Boots Company Ltd , Notongham, England 


_ ndosagesuptož25 meday ee 


COMMENTS 


It is a widespread practice to offer patients out- 
patient appointments after their initial assessment, 
and one may assume that these are usually at the 
conventional one-week interval. Several studies have 
shown that if this is done only about half the patients 
attend. There may be many reasons for this high 
default rate. Firstly, parasuicide is commonly an 
interpersonal event which occurs at the height of a 
crisis and may represent a primitive kind of problem- 
solving. Within a week all the major aspects of the 
relationship may be markedly, if transitorally, 
changed and the patient no longer requires assistance 
nor wishes to be reminded of the episode. Secondly, 
and conversely, a week’s interval may be much too 
long for someone in a high state of tension; within that 
time alternative courses of action may have been 
adopted and the psychiatrist written off as irrelevant. 
Thirdly, for many parasuicides the definition of their 
condition as a psychiatric disorder—as is implied by 
their being offered psychiatric attention—is unaccept- 
able. Lastly an appointment arranged well ahead for 
a fixed hour and day in order to review coolly a 
variety of subjective problems does not fit easily into 
the subculture of many patients, especially those from 
areas of multiple deprivation where the emphasis is 
on immediate action, non-verbal communication and 
changing others rather than oneself. 

The lesson would seem to be that if an out-patient 
appointment is to be offered it should be for a day or 
two hence, and it may also be important to assure 
the patient that he will be seen by the same doctor. 
An alternative is to make maximum use of social 


worker colleagues and general practitioners rather . 


than bringing the patient back into the hospital 
setting. Domiciliary visits, whichever profession is 
involved, are expensive but have a better chance of 
ensuring that contact is maintained. 

Two randomized control trials of after-care 
services for parasuicides have been published, both 
providing intensive social casework with psychiatric 
back-up. Both showed that the repetition rate was 
not influenced but also revealed that social problems 
of a gross kind, such as unemployment and housing 
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difficulties, could be ameliorated. These results are 
challenging. It is possible that in future studies more 
sensitive methods of evaluation should be employed, 
since although the repetition of parasuicide is an 
important criterion (with the advantage of being 
fairly tangible) it is clearly not the whole story. Be 
that as it may, from the psychiatrist’s viewpoint there 
is clearly scope for bold innovations and for a period 
of freewheeling experiment before stringent assess- 
ments are made. 

In addition there is the intriguing scientific 
problem as to why improved social circumstances do 
not lead to a reduction of parasuicide. Possibly our 
assumption of the causal link is not quite accurate; 
we are either looking at the wrong social parameters 
or failing to grasp that the social factors usually 
considered are serving only as markers of disturbed 
interpersonal relationships. There is a challenging 
research problem here and one which may be of the 
greatest practical importance. 3 
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Ernest Jones 1879-1958. By T. G. Davies. Cardiff: 
University of Wales Press. 1979. Pp 73. £1.40. 


1979 marks the centenary of the birth of Ernest 
Jones, in many ways the most consistent and faithful 
disciple of Sigmund Freud, and certainly one of his 
most consistent advocates, both in teaching, organ- 
isation, and, of course, in providing a definitive bio- 
graphy of the Master. This, Jones’ most lasting written 
work, is going through a thorough re-appraisal in the 
light of ‘further material’. (It is clearly something of a 
hagiography). It is only fair, therefore, that Jones’ 
own life should be better known. Dr Davies’ book is 
a short sketch of some 30 pages—it is doubled by its 
being in Welsh and English—and it forms, in Dr 
Davies’ own words, “The basis of a more detailed 
discussion” of his life and work. 

There are many interesting facets to Jones’ career, 
as recounted by Dr Davies. His mother was deeply 
religious, and he suffered fearful and agonising doubts 
about religion throughout his adolescence, not to 
mention dreams of sexual relations with his sister. He 
had a brilliant career as a medical student at Univer- 
sity College, but, after qualifying, at a time 
when his girl friend was seriously ill, he left the hos- 
pital at which he was working without permission, on 
three occasions, and was forced to resign. 

At about that time, he had become interested in 
the work of Freud through his friendship with Wilfred 
Trotter, but he did not actually meet Freud until five 
years later, in 1908, at the first international psycho- 
analytical congress, where he had gone with Trotter. 
Ernest Jones was converted, but Trotter was dis- 
illusioned and left early. 

From that date, Ernest Jones’ career comes more 
into the public eye and is better known, but his private 
life remains something of a mystery. His first marriage 
seems to have been an unhappy one, cut short by his 
wife’s tragic death after an operation. In his early 
years, he seemed to get into more difficulties than 
most analysts from the sexual fantasies of his female 
patients. His psycho-analytical technique was always 
seen as somewhat rigid and unyielding and far less 
flexible than Freud’s and that of other early analysts. 

He played a truly heroic part in helping Freud and 
his family to leave Vienna, and, at the family’s 
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request, it was Jones who delivered Freud’s funeral 
address in September 1939. 

I look forward to ‘the more detailed discussion’ of 
the life of this complex man. This little book certainly 
whets the appetite. 


J. L. T. Brey, Dean, 
Institute of Psychiatry, London 


Management of Miror Illness: Ten Seminar 
Papers. London: King Edward’s Hospital 
Fund. 1979. Pp 160. £4.00. 

Management of Chronic Illness. Edited by Mark 
McCartuy and PETER Milar. London: King 
Edward’s Hospital Fund. 1979. Pp 90. £3.00. 


These are two companion volumes of collected 
papers from multi-disciplinary seminars organised by 
the King’s Fund. One certainly expects such topics as 
minor illness and chronic illness to include material of 
interest and relevance to the practising psychiatrist. 
One learns, for example, that between 1955 and 1970 
GP consultations for psychiatric problems increased 
by 100 per cent and days of sickness absence from 
work of the male working population for ‘nerves, 
debility or headache’ increased by 362 per cent. GP 
consultations for ‘emotional disorders’ amount to 300 
per 2500 patients per annum, only exceeded by those 
for upper respiratory tract infections. Morrell argues 
a convincing case that the transition from symptom 
perception to consultation is related to the arousal of 
anxiety to a threshold which varies with personality, 
family and community attitudes and cultural and 
educational background. 

Regrettably, although the emotional basis of much 
so-called minor illness is recognised the need for a 
participant psychiatrist was not. Instead there are 
pleas for a greater therapeutic role for pharmacists 
and nurses and the encouragement of greater self-help 
with the support of the mass media. The health 
education potential of disc jockeys has, apparently, 
yet to be fully exploited. More realistic is the comment 
of Ann Cartwright that minor illnesses can only be 
eliminated from the GP’s surgery by adding to the 
iceberg of more serious untreated illness and at the 
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expense’ of good doctor-patient relationships. 

Expectations are also rather disappointed in the 
volume of The Management of Chronic Illness for the only 
psychiatric disorders considered are mental handicap 
and senile dementia. One can learn, however, from 
some of the general principles enunciated e.g. that 
the acute illness model is inadequate or even posi- 
tively harmful in the management, and especially the 
nursing, of patients with chronic illness. Neither will 
many disagree with Grimley Evans’ expression of dis- 
satisfaction with the fragmented administration and 
disjointed provision of facilities nor Godber’s plea for 
the integration of geriatric and psychogeriatric 
services. 

These are highly commendable efforts by the 
King’s Fund to highlight neglected areas of health 
care which, in these cases, make up a large propor- 
tion of everyday clinical practice. They will be of 
value to anyone with an interest in community 
psychiatry. 


KenneTuH Davison, Consultant Psychiatrist and Lecturer, 
University of Newcastle upon Tyne 


In the Wake of the Flood. By Kar T. ERICKSON. 
With the Preface and Postscript on Buffalo 
Creek, Aberfan, and the Impact of Disaster on 
the Community by C. Murray Parxzs. Hemel 
Hempstead: George Allen and Unwin. 1979. Pp 
220. £6.95. 


At just before 8.00 on February 26, 1972 a dam, 
piled up rather than constructed by the Buffalo 
Mining Company at the head of Buffalo Creek in the 
remote mountains of Appalachia, collapsed. In a 
matter of seconds all 132 million gallons of water had 
roared through the breach and, together with millions 
of tons of waste, rock and other debris, began a 
seventeen mile rush down the thin ribbon valley. Two 
hours later the mountain of sludge emptied into the 
Guyandotte Rover. By 11.00 a.m. the last of the 
water had gone. 

In those three hours the creek was devastated. 
Most of the top soil was swept away. Any trees that 
remained were stripped of their foliage. Four 
thousand out of 5,000 inhabitants were home- 
less, not in the sense of their homes being damaged or 
flooded or uninhabitable, but homeless in the sense of 
no sign of their home left at all. One hundred and 
twenty five people were dead and seven never seen 
again. That is the bare skeleton of the disaster at 
Buffalo Creek. ; 

Kai Erickson, Professor of Sociology at Yale, was 
called in by the law firm that handled the case 
against the Mining Company and, as such, had 
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access to a mass of legal, medical and personal docu- 
ments together with two years involvement with the 
survivors. On the basis of this he presents a moving, 
detailed and quite brilliant account not only of the 
personal nightmares of February 26, 1972 and the 
subsequent post-traumatic neuroses and psychoses 
but the real impact of the disaster on an isolated and 
already declining and exploited mountain community 
for whom the $13.5 million,compensation may be at 
best an irrelevance. 


Davip Rosineon, Senior Lecturer in Sociology, 
Institute of Psychiatry, London 


Female and Male Climacteric: Current Opinion 
1978. Edited by P. A. van Kerr, D. M. Serr 
and R. B. GREENBLATT. Lancaster: MTP Press. 
1979. Pp 146. £6.75. 


This volume is based on the presentations and dis- 
cussions which occurred at the 2nd International 
Congress on the Menopause in Jerusalem, in 1978. 
The function of international congresses seems now 
not only to provide academics with opportunities for 
foreign travel, but also as a source of instant books. 
The format which is adopted by the editors of the 
Female and Male Climacteric is to provide brief over- 
views of a variety of topics calling on the proceedings 
of the conference to illustrate and extend the various 
points. This actually provides a far more successful 
and satisfying introduction for the general reader 
than simply reproducing the papers presented. 

The contributions to this book cover a wide range 
from the sociology and anthropology of the meno- 
pause to details of the endocrinology. The editors 
have been, by and large, successful in keeping the 
contributions brief and to the point. The reader with 
little or no specialist knowledge in this area would 
find little difficulty in following the majority of the 
chapters and would undoubtedly gain considerable 
information from so doing. Equally, specialista in the 
various areas covered are catered for to some extent. 
The problem remains for the reviewer however, as to 
whether most potential readers would not have been 
better served by a series of wider ranging reviews not 
tied to a particular conference. 

The book is reasonably priced by modern standards 
and the publishers and the editors are to be congratu- 
lated on the speed with which they have brought out 
this book. It deserves a place in most medical lib- 


raries. 


PauL MULLEN, Senior Lecturer, 
Institute of Psychiatry, London 
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The Biological Basis of Schizophrenia, Edited by 
GwynNneETH Heanones and W., A. Hemsaoneos. 
Lancaster, Lancs: MTP Press. 1978. Pp 272. 
£12.95. 


This book is a collection of papers on biological 
aspects of schizophrenia. It is wide-ranging with 
sections entitled: ‘Structure’, ‘Genetics’, ‘Patho- 
genesis’, ‘Treatment’, ‘Dietary Factors’, ‘Immuno- 
logical Factors’ and ‘Alceholism’. The editors clearly 
take the view that every possible avenue, which might 
lead to an increase in knowledge of schizophrenia, 
should be explored. The result is a useful but un- 
balanced and idiasyncratic book. 

There are seven chapters on dietary factors in 
schizophrenia but only three on treatment and one on 
genetics; the section on immunological factors also 
largely relates to the effects of diet. The quality of 
contributions varies markedly; there is an excellent 
evaluation of the dopamine hypothesis by Crow and a 
spirited rejoinder by Sandler; the contribution by 
Wurtman on the effect of diet on brain neuro- 
transmitters is explicit and cautious. Some contri- 
butions, although well prepared, scarcely justify their 
inclusion in a book with this title. Others are, frankly, 
out of date and anecdotal and do not merit inclusion 
on any grounds, 

The book will be of value as a source of reference 
for those familiar with the field but it will be unhelp- 
ful and possibly misleading to the uninformed. Whilst 
having many reservations about the book one can 
only commend the attempt to look widely at the 
topic; this is in keeping with the present state of 
knowledge. 


R. H. S. Minpuax, Professor of Psychiatry, 
The University of Leeds 


Neuroleptics and Schizophrenia. Proceedings of 
an International Symposium held in Cam- 
bridge, 1978. Edited by J. M. Snasrer. Luton: 
Lundbeck Ltd. Pp 137. 


It is unusual but healthy to find neuroleptics 
referred to as a ‘monster’ in a publication sponsored 
by a drug company. The term, however, is not in- 
appropriate when one reads the reports in this book 
of widespread polypharmacy, very high rates of 
depression (50 per cent) and extrapyramidal symp- 
toms (89 per cent), and the low efficacy of anti- 
Parkinsonism drugs in those on neuroleptics. Lund- 
beck are to be congratulated for drawing our atten- 
tion to the negative side of these drugs. As for their 
effectiveness I am increasingly convinced, and per- 
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turbed, by the kind of argument put forward by one 
contributor, that neuroleptics merely lower the 
arousal level and make patients less aware of the 
emotional turmoil in their homes. It seems to me that 
this argument deals a blow both at the intricate 
biochemical models of schizophrenia outlined else- 
where in this book and at the all too common 
practice of allocating patients indefinitely to a 
“Modecate clinic’. As a bonus, readers of this book, 
which is free on application to Lundbeck, can ponder 
Martin Roth’s proposal for a comprehenisve classi- 
fication of psychosis, or can be taken on a lightning 
tour of the ‘biology of manic-melancholic disorders’ 
by Professor Rafaelson of Denmark. 


Jonn Curra, Senior Lecturer, 
King’s College Hospital and the Institute of Psychiatry, 
London 


Social Development: The Origins and Plasticity 
of Interchanges. By Roszrt B. Carns. San 
Francisco: W. H. Freeman. 1979. Pp 430. 
$15.00. 


“The quiet revolution in child psychology and 
psychobiology of the last 20 years”, as Cairns refers 
to it in the Introduction of his book, has meant a 
considerable advance in our knowledge of social 
development. Methods, theories, findings—all bear 
little relation to what was current just two or three 
decades ago. No longer are investigators concerned 
with such crudities as age at weaning or toileting and 
their (assumed) uniform after-effects 10 or 20 years 
hence; the focus is now on the analysis of social inter- 
changes as they occur in the here-and-now. And no 
longer is the child seen as a passive recipient of 
parental rearing; the relationship is recognised as 
reciprocal from the start. What is more, under- 
standing of much of social pathology (failure in 
bonding, autism, aggression, etc.) may well be given 
by an analysis of these reciprocal processes. 

Cairns describes social development in terms of the 
establishment, maintenance, and transformation of 
interchange patterns during ontogeny. His des- 
cription of the relevant research is masterful, and 
particularly so when he places development in a 
biological framework, relating human to animal 
studies and psychological to evolutionary per- 
spectives. His account is less satisfactory with regard 
to those aspects where a biological orientation, as 
formulated at present, is least helpful, with parti- 
cular reference to the now voluminous material from 
psycholinguistics on verbal interchanges. But he 
manages to include such more traditional topics as 
the development of sex-typing and the effects of TV 
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on aggression, as well as an account of separation and 
deprivation studies. Altogether this is an ambitious 
undertaking, tackled with skill and authority. 


H. R. SCHAFFER, Professor of Psychology, 
University of Strathclyde 


The Psychoanalytic Study of the Child. Volume 
33, 1978. Edited by Abert J. Sounrr, Rutu S. 
EIssLER, ANNA FRreup, MARIANNE Kris and 
Peter B. Nevusauser. New Haven: Yale 
University Press. 1978: Pp 675. £16.20. 


The contents of this issue of The Psychoanalytic 
Study of the Child range from erudite statements on 
concepts such as ‘projection’ and ‘transitional 
phenomena’ to a delightful exploration of the mean- 
ing of fairy tales. I found particularly interesting a 
section on the psychoanalytic process as it occurs in 
childhood, adolescence and adulthood, and a paper 
on the development of ‘transference’ during therapy. 
The papers on adolescent suicide and children’s 
experience of death would be rewarding to most child 
psychiatrists, but the paper on school consultation 
will disappoint those involved in this complex area of 
clinical practice. This Series is probably not essential 
for a general psychiatric library, but it would be a 
valuable addition to a specialised section of psycho- 
therapy and psychoanalysis. 


GERALDINE FITZPATRICK, Consultant Child Psychiatrist, 
St George’s Hospital, London 


The Disordered Mind: What We Now Know 
About Schizophrenia. By Parrick O’BrRiEN. 
New Jersey: Prentice/Hall International. 1979. 
Pp 304. £3.60. 


The preface to this book contains notes both for the 
general reader and the specialist suggesting that the 
book is intended for a broader readership. To what 
extent has the author been successful in writing a 
book to meet the needs of psychiatrist, other workers 
in the field of mental health and the general public? 

In approaching this task the author ranges from 
over-simplification to a detailed discussion of theor- 
etical issues and research findings. The professional 
reader is likely to find his generalisations and asser- 
tions of personal beliefs unsatisfactory and even 
irritating; the lay reader is likely to be confused by 
technical discussions which are not clearly explained. 
Moreover, the mixture of homespun advice and rather 
selfconscious scientific rigour is not one that leads to a 
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good literary style! 

I believe that the author has tried to write for too 
wide a readership and that this book will not be 
found to be satisfactory by any single group of 
readers. I do not recommend it to subscribers to this 
Journal. 


R. H. S. Minpuam, Professor of Psychiatry, 
The University of Leeds 


A Resident’s Guide to Psychiatric Education. 
Edited by Micnaet G. G. Tuompson. New York: 
Plenum Publishing. 1979. Pp 273. £9.41. 


Teachers and students of psychiatry have been 
asking for a syllabus for the examination for Member- 
ship of the Royal College of Psychiatrists. The official 
answer to this request is quoted in an appendix to this 
book. The book itself gives its own answer: a formid- 
able list of sections, topics and sub-topics with ter- 
minal and enabling objectives. It indeed provides a 
comprehensive syllabus for the study of adult and 
children’s psychiatry including a brief section on 
mental handicap. 

This is not the sort of book that one can read from 
cover to cover. It is intended as a guide and a means of 
monitoring the educational development of a trainee 
in psychiatry and also can serve as a check list for the 
more experienced. It would be a brave as well as an 
educated person who can guarantee to be able to talk 
creditably on every section. 

The book is arranged in four chapters with four 
appendices. The first chapter, by far the longest, is 
divided into twenty sections each dealing with a 
different aspect of psychiatry. Each section is headed 
by a broad statement of the terminal objective of the 
section followed by a series of enabling objectives 
with an extensive guide to help the student to achieve 
these standards. The guide consists of brief state- 
ments of the knowledge which is necessary to claim 
understanding of the subject and achievement of the 
objective. The second chapter is a log book of the 
students’ experience during his period of training. 

The third chapter includes an evaluation of the 
training programme by the student and ends with an 
acknowledgment by the editor to his residents who 
forced him to evaluate his own training activities. 

The fourth chapter is the same again for child 
psychiatry. 

This book is thus a comprehensive manual on 
training for both the student and the clinical tutor. It 
has been designed for residency training in North 
America but the editorial board includes Professor 
Richard Ball, representing the Antipodes and Pro- 
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fessor Kenneth Rawnsley from the UK. It is a book 
well worth having in every hospital library and avail- 
able to the clinical tutor as well as to the students. Its 
fragile binding makes it rather expensive but many 
registrars would also find it a very useful possession. 


C. P. SEAGER, Senior Lecturer in Psychiatry, 
University of Sheffield 


Handbook of Psychotherapy and Behaviour 
Change: An Empirical Analysis. Second 
edition. Edited by S. L. Garrietp and A. E. 
Berc. Chichester: John Wiley. 1978. Pp 1024. 
£24.50. 

The second edition of this remarkable handbook 
meticulously records established knowledge, reviews 
areas of uncertainty and suggests potentially pro- 
ductive research. The chapters are mostly multi- 
authored and each one attains a high level of scholar- 
ship and quality of evaluation. The areas and issues 
covered include: client and therapist variables; out- 
come; process; research design; psychoanalytic and 
behavioural psychotherapy; marital and family; 
brief and crisis therapies; experiential groups; 
operant techniques; psychodynamic and behaviour 
therapy of children; modelling; the psychotherapy of 
the socially disdavantaged; psychobiological foun- 
dations; cognitive therapies; placebo effects; drug 
therapy and psychotherapy; training for psycho- 
therapy. 

Compared to the first edition all chapters are up- 
dated, some are omitted and others, especially on 
more recently developed techniques, (marital, family, 
behaviour therapy for children, cognitive,’ brief, 
crisis, and the underprivileged) are new. Despite the 
competition, it is a pleasure to note that the editors’ 
chapters, Bergin’s updated classic on outcome and 
Garfield’s on client variables are outstanding. 

At a high—perhaps compulsive—level of criticism 
the finest chapters are differentiated from the slightly 
less good by the lesser ability of some contributors to 
combine active research in a sub-speciality of psycho- 
therapy with the ability to stand back and evaluate. 
In this sense the importance of the cognitive therapies 
may be over-emphasised; of operant techniques in 
institutions; of modelling and, in the sole contribution 
from the UK, Marks is perhaps over-enthusiastic 
about the therapeutic efficacy of in vivo exposure to 
feared situations. 

The only major flaw is in the general production of 
the book which is lamentable compared to the first 
edition. The print throughout is too faint—certainly 


BOOK REVIEWS 


for middle-aged eyes’ comfort; and, beginning with a 
word virtually omitted in the acknowledgements, 
there are far too many poorly formed letters as well as 
frank proof-reading or printing errors. The word 
psycology (sic) for example appears at the top of 
every page of chapter eight. 

For the genuinely self-critical psychotherapist who 
wishes to improve his or her technique by taking 
advantage of empirically established knowledge; for 
the potential researcher; for the non-psychotherapist 
who suggests, in ignorance or self-satisfaction, that 
little has been investigated or established in the 
psychotherapies; and for every departmental library, 
this book is indispensable. The psychotherapies have 
reached a crucial stage of their evolution both in 
clinical practice and research. If innovators, syn- 
thesizers and practitioners can absorb the lessons of 
this handbook we may be in a position to move 
effectively towards answering those much quoted 
questions: which therapy, by whom, with which 
client under what circumstances is effective and 
through what process. 


Smonzy Crown, Consultant Psychiatrist, 
The London Hospital (Whitechapel) 


Social Service Teams: The Practitioner’s View. 
Edited by PmyLLDA Parstoz and OLIVE 
STEVENSON. London: HMSO. 1979. Pp 421. 
£6.00. 

This is a report of painstaking research into the 
social work task as conceived and conducted in a 
number of area teams and hospitals in Britain. Des- 
pite its somewhat forbidding format, the book is full 
of interesting and relevant information about what 
social workers do and how they feel about doing it. To 
psychiatrists it will come as no surprise that many 
social workers consider themselves ill-equipped to 
deal with the mentally ill. Not unconnected with that 
admission may be the continuing low priority of 
mental health in social service departments. The 
picture that emerges from all the detail of these pages 
is of a social worker, committed and compassionate, 
yet without clear objectives and largely isolated as an 
individual or within a team. Lacking adequate 
supervision or consultation, and sometimes inhibited 
by the fear of ‘another Maria Colwell’, she fails to 
pursue what she knows about group methods, crisis 
intervention, or family therapy. Yet these are matters 
many psychiatrists might help with, were they asked. 
Here is a revealing and challenging book. 


J. K. W. Morroc, Consultant Psychiatrist, 
Ross Clinic, Aberdeen 
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Alcoholism in Perspective. Edited by Marcus GRANT 
and PauL Gwinner. London: Croom Helm. £7.95. 

Practical Approaches to Alcoholism Psychotherapy. 
Edited by SHELDON Zamera, Joun WALLACE and 
Suema B. Brume. New York: Plenum Publishing. 
£12.60. - 

A Guide to Alcohol and Drug Dependence. By 
J. S. Mannen. Bristol: John Wright. £8.50. 

Talking Out of Alcoholism: The Self-Help Process 
of Alcoholics Anonymous. By Davy ROBINSON. 
London: Croom Helm. £7.95. 

Advances in Biological Psychiatry. Volume 3. 
Alcoholism, A Multidisciplinary Approach. 
Edited by J. MENDLEwicz and H. M. vAN PRAAG. 
Basel: S. Karger. SFR. 55. 

Alcoholism: Treatment. By Czpria M. Ssaru, Edin- 
burgh: Churchill Livingstone. £9.00. 

Behavioural Techniques: A Therapist’s Manual. 
By Ricuarp Stern. London: Academic Press. £3.50. 

Psychiatric Disorders in Old Age: A Handbook for 
the Clinical Team. By Tony WHITEHEAD. Second 
Edition. Aylesbury, Bucks: HM + M Publishers. 
£3.75. : 

Clinical Diagnosis of Mental Disorders: A Hand- 
book. Edited by Benyasan B. Wotman. New York: 
Plenum Publishing. £31.50. 

Dying, Death, and Grief. A Critically . Annotated 
Bibliography and Source Book of Thanatology 
and Terminal Care. By MiıcnarL A. Snapson. 
New York: Plenum Publishing. £13.82. 

Disulfiram in the Treatment of Alcoholism: An 
Annotated Bibliography. Compiled by the Addt- 
‘tion Research Foundation Library, Toronto, Canada, 
$8.00. 

Marriage Matters: A Consultative Document by 
the Working Party on Marriage Guidance set 
up by the Home Office in consultation with the 
Department of Health and Social Security. 
London: HMSO. £3.25. 

Child Analysis and Therapy. Edited by JuLes GLENN. 
New York: Jason Aronson. $30.00. 

The Psychological Birth of the Human Infant: 
Symbiosis and Individuation. By Maraaret S. 
Mauter, FreD Pine and Anni Beraman. London: 
Hutchinson. £6.75. 

The Schizophrenic Disorders: Long-term Patient 
and Family Studies. By Manrrep BLEULER. 
Translated by Srerrmp M. Cxewens. London: 
Yale University Press. £32.40. 
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Community Psychiatric Nurses: An Abridged 
Version of the Report of a Descriptive Study. 
By Joan W. ParneLL. London: The Queen’s Nursing 
Instituts. Complete version £5.00, abridged £1.00. 

Social Service Teams: The Practitioner’s View. 
Department of Health and Social Security. London: 
HMSO. £6.00. 

Psychopharmacology and Psychotherapy: Synthesis 
or Antithesis? Edited by Norman ROSENZWEIG 
and Hipa Griscom. New York: Human Sciences Press. 
$14.95, 

Guide for the Beginning Therapist: Relationship 
Between Diagnosis and Treatment. By Amy 
Lamson. New York: Human Sciences Press. $11.95, 
$4.95 (paperback). 

Cognitive Therapy and the Emotional Disorders. 
By Aaron Bzox. New York: International Universities 
Press. $17.50. 

Electroconvulsive Therapy. Report of the Task 
Force of the American Psychiatric Association. 
Washington, D.C, $7.50. 

States of Mind: Analysis of Change in Psycho- 
therapy. By Marni J. Horowrrz. New York: 
Plenum Publishing. $14.17. ` 

An Introduction to the Psychotherapies. Edited by 
Swonzy Broom. Oxford: Oxford University Press. 
£8.50, £3.95 (paperback). 

Pain: Its Nature, Analysis and Treatment. By 
Miana R. Bonn. Edinburgh: Churchill Livingstone. 
£3.95. 

Social Order and Mental Health: The Florida 
Health Study. By Jonn Souwas, Rocer A. BELL, 
Grorcr J. Warrer and Rusy B. Sonwas. ‘New 
York: Brunner] Mazel. $15.00. . 

The Neurophysiological Aspects of Human Mental 
Activity. Second Edition. By N. P. BECHTEREVA. 
Oxford University Press. $17.50. 

Cognitive Growth and Development: Essays in 
Memory of Herbert G. Birch. Edited by MorTON 
Bortner. New York: Brunner| Mazel. $22.50. 

Human Autoerotic Practices. Edited by MANFRED F. 
DeMartino. New York: Human Sctences Press. $16.95, 
$7.95 (paperback). 

Psychoanalysis and Psychosomatics. By GUNTER 
Asmon. New York: Springer. $16.95. 

Basic Behavior Modification. Volume IX New 
Vistas Counselling Series. By ALBERT MEHRA- 
BIAN. New York: Human Sciences Press. $9.95. , 

The Kleinian Development. By Donap MELTZER. 
Perthshire: Chunie Press. £12.50. 
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Correspondence 


THE PREDICTABILITY OF SPEECH IN 
SCHIZOPHRENIC PATIENTS 

Dear Sir, ° 

Manschreck et al (Journal, 1979, 134, 595-601) 
recently reported that the speech of thought- 
disordered schizophrenic patients was less predictable 
than the speech of non-thought-disordered schizo- 
phrenic patients. Rutter, Draffan and Davies (Journal, 
1977, 131, 67-68) had earlier found no effect. 
Unfortunately, there are several flaws in the 
Manschreck et al study, and J should like to comment 
on each. 

(1) The study compared only five thought- 
disordered patients with five non-thought- 
disordered patients. We are not told how the 
ten were recruited, nor even whether they 
were randomly selected. Our own study 
examined twenty-five schizophrenic patients 
who were randomly selected from recent acute 
admissions. 


(2) Ratings of thought-disorder were based on a 
clinical interview, and cut-off points were 
selected so that only severely thought- 
disordered patients were included in the 
thought-disordered group. Our own study 
used the well standardized Bannister-Fransella 
grid test. Manschreck et al are sceptical about 
this test, and it is unfortunate that they did not 
include it in.their own study so that it could be 
assessed against their preferred procedure on 
the same sample of patients. 


(3) It is traditional to take speech samples of 
around 200 words, and it is often reported that 
predictability changes as the passage pro- 
gresses. Manschreck et af do not report the 
length of their samples nor whether length was 
constant across speakers. 


(4) As in our own work, predictability was 
assessed by Cloze procedure, under both 
fifth-word deletion and fourth-word deletion. 
Each rater clozed every passage under fifth- 
word deletion, and then, one week later, 
clozed them all again under fourth-word 
deletion. Of course they were likely to 
remember from the previous week, and any 
comparison between the two deletion patterns 
is meaningless. 
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(5) The statistical analysis is poorly described, and 
there is no evidence that account was taken 
of the fact that every passage was clozed by 
every rater, so that the ratings were not 
independent. 

I am afraid that these problems of methodology 
mean that it is simply quite impossible to draw any 
implications from the data. 

-> D. R. RUTTER 
The University of Kent, Canterbury 


DEAR SIR, 


We were most interested to read the comments of 
Salzinger, Portnoy and Feldman on our paper ‘The 
predictability of speech in schizophrenic patients’ 
(Journal, March 1978, 132, 228-32). 

Salzinger et al first reported that schizophrenic 
speech was less predictable than normal speech in 
1964 (Salzinger si al, 1964), and they went on 
apparently to confirm the finding in 1970 (Salzinger 
et al, 1970). The only study which has subsequently 
reported the same result was by Silverman (1972), 
but the findings were very difficult to interpret since 
they were based on a poorly controlled comparison 
between only seven ‘actively schizophrenic’ patients 
and seven ‘other’ patients, three of whom in any case 
had a history of schizophrenia. No other published 
study that we know of has managed to reproduce 
Salzinger’s findings. Cheek and Amare] (1968) 
compared schizophrenic and alcoholic patients, Hart 
and Payne (1973) compared ‘overinclusive’ with 
‘non-overinclusive’ patients, and we compared 
schizophrenic and normal patients (Rutter et al, 
1978), but none of us could find a difference between 
groups. What is more, the mean Cloze score for our 
own 1978 schizophrenic group, 47.2 was virtually 
identical to the 48.9 we had found the previous year 
(Rutter et al, 1977) in a study of thought-disorder in 
25 schizophrenic patients—the largest sample in any 
of the published studies. 

Salzinger suggests that the difference between his 
findings and ours may be attributable to medication: 
his patients were not under medication; ours were. 
In fact, there is no published evidence to support the 
argument; and indeed the result of his own single- 
case study contradicts it, at least for small doses of 
chlorpromazine (Salzinger ef al, 1961). A definitive 
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study remains to be done, but among the plethora of 
possible hypotheses to account for the differences in 
our results, we hold this to be an unpromising line of 
research. 

The more likely interpretation, we believe, is to do 
with subject sampling. First, it is never clear how 
Salzinger et al select their subjects. In none of the 
papers do they state that selection was random; nor is 
the method of diagnosis described; nor are the 
diagnoses of the physically ill controls reported. In all 
our studies, including Rutter et al (1976) in which the 
prediction of speech dy schizophrenic patients was 
examined, all subjects were diagnosed by doctors not 
connected with the project, the schizophrenic 
patients were randomly selected -from the whole 

‘population diagnosed schizophrenic, and the controls 
were randomly selected from chest wards of general 
hospitals (1976) or from a physical rehabilitation 
unit (1978). Second, Salzinger et al acknowledge in 
their papers that the same data are sometimes used in 
more than one of their studies. Ten of the twenty- 
three passages included in the 1966 study had already 
been used in 1964; and all ten of the 1970 passages 
had been used in 1966. We have always used inde- 
pendent samples. 

In the remainder of the letter, Salzinger et al go on 
to argue that there are three principal reasons for 
doing research on speech in schizophrenic patients. 
One is to relate the behaviour to other important 
aspects of psychopathology. This was exactly the 
purpose of our 1977 study, in which we tested the 
suggestion that the supposed unpredictability. of 
schizophrenic speech might be related to thought- 
disorder. Cloze scores were correlated with scores on 
the Bannister-Fransella test of thought-disorder, but 
no relationship was found. Salzinger’s second reason 
for doing this sort of research is to relate the findings 
to theory, and he contends that his own Immediacy 
Hypothesis fits the evidence well. This is not so for 
our own data. The hypothesis predicts that the second 
100 words of a schizophrenic passage will be less 
predictable than the first 100, and also that the 
increase in predictability which fifth-word deletion is 
said to bring over fourth-word deletion will be 
greater for normal speech than schizophrenic speech. 
In our 1977 paper, we found no difference between 
the first and second 100 words; and, in the 1978 
paper, we found that the second 100 words of the 
schizophrenic passages were significantly more pre- 
dictable than the first 100, the opposite of Salzinger’s 
prediction. There were no effects of deletion pattern 
in either study. Salzinger’s third goal is to develop 
objective measures of important classes of behaviour. 
Indeed, but such measures, however objective, must 
discriminate between the relevant groups if they are 
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to be useful. We have never found that Cloze 
procedure distinguishes between -schizophrenic and 
normal speech, and so we have recently turned to a 
new technique, ‘reconstruction’, 

The results of our first experiment with this 
technique are to be published shortly in the Journal 
(Rutter, 1979). Transcripts of the ten schizophrenic 
and ten normal passages from our 1978 paper were 
first given in unpunctuated form to an arts graduate 
who, blind to the design afd purpose of the study, 
read them, listened to the tape-recordings, and 
inserted full stops where she believed they should be. 
Her performance was compared with that of several 
other judges and was found to be reliable. The first ten 
sentences of each passage were then shuffled into 
random order, except that the first was marked and 
always placed on top, and students were asked to 
reconstruct what they believed to be the correct order. 
While there was no difference between types of 
passage in the number of times students obtained 
correct runs of two, runs of three or more were 
achieved only half as frequently for the schizophrenic 
passages as for the normal passages. The difference 
was highly significant statistically, and was much 
larger than has ever been found with Cloze procedure. 
We believe that this is an important and promising 
finding. There ts a detectable abnormality in schizo- 
phrenic speech which affects its comprehensibility— 
but it stems from the relationships between sentences 
rather than the content of individual sentences. 


D. R. RUTTER 
Social Psychology Research Unit, : 
University of Kent at Canterbury 

J. Wenner 
Department of Psychology, 
University of Pennsylvania, 
Philadelphia, U.S.A. 
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Dear Sir, : 

In ‘The predictability of speech in schizophrenic 
patients’ Dr Rutter and his colleagues conclude that 
the “literature [on schizophrenia] abounds with 
inconsistent results” (p. 231) because they failed to 
find a significant difference in predictability, as 
measured by the Cloze procedure, between schizo- 
phrenic and normal speech. They attribute their 
failure to find the difference Salzinger et al (1964, 
1970) did to methodological factors, but they go on to 
say that “if so, the phenomenon lacks robustness and 
can be of little intrinsic interest” (p. 231). One 
wonders whether they would view blood pressure 
measurements in the same way. What if Investigator 
A failed to confirm a difference in blood pressure 
between hypertensive and normal blood pressure 
patients found by Investigator B, when A’s normal 
subjects, but not the hypertensive ones, were exercised 
before the measurement? 

What methodological differences might be con- 
sidered here? The most interesting is that Rutter et 
al’s patients, unlike Salzinger et al’s, were receiving 
antipsychotic medication. A not too radical inter- 
pretation of the differences in results is that the 
medication improved the performance of the schizo- 
phrenic patients. Chapman and Chapman (1973) 
report that cognitive behaviour such as is involved in 
the Cloze procedure is improved by such drugs when 
given over a long enough period of time, in a large 
enough dose. The only study on the effect of tran- 
quilizers on Cloze procedure was done on small acute 
doses by Salzinger et af (1961) who found reduced 
predictability of speech, but the Chapman review 
of the literature would have predicted such an effect in 
that case. 

The research by Rutter et al begs for a drug study 
rather than a statement decrying the low state of 
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research in schizophrenia, There are a number of 
other differences between Salzinger et aľs and 
Rutter ef al’s study: normal and schizophrenic 
subjects of the first study were matched, while in the 
second, only groups were made ‘comparable’, and the 
monologue was elicited by itself in the first study but 
collected as part of an interview (with no speci- 
fication as to when in that interview) in the second 
study. 

One more word about robustness of measures and 
whether the Cloze procedure is of ‘little intrinsic 
interest’ as the authors imply. One object of research 
in schizophrenia is to create objective measures of 
functioning of important classes of behaviour. The 
Cloze procedure is objectively scorable and it taps the 
extent to which people understand each other, a’ 
socially significant behaviour. A second object is to 
embed it in a theory (Salzinger, 1973) relating it to 
other findings; the Immediacy Hypothesis, which 
states that schizophrenic behaviour is primarily 
controlled by temporally close stimuli, fits the data 
particularly well as tested by a modification of the 
cloze procedure applied to schizophrenic speech 
(Salzinger et al, 1970; Salzinger et al, 1978) but also 
with respect to cloze performance executed by 
schizophrenic patients (Blaney, 1974; DeSilva and 
Hemsley, 1978). A third object is to validate the 
measure in question by relating it to significant 
psychopathological variables. The correlation be- 
tween cloze scores on schizophrenic speech and the 
length of time the patients had stayed in a psychiatric 
hospital during six months’ follow-up was —.47 
(Salzinger et al, 1966). 

It seems to us that it is far better to investigate why 
there is a differerence in results when trying to 
repeat an experiment than it is to glory in ‘inconsistent 
findings’. 

Kurt SALZINGER 
STEPHANIE PoRTNOY 
RICHARD S. FELDMAN 
New York State Psychiatric Institutes, 
722 West 168th Street, 
New York N.Y., 10032 
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SCHIZOPHRENIA AND EARPLUGS 
Dear Sr, 


As hinted at by McGuffin (Journal, June 1979, 134, 
651), the wearing of earplugs by schizophrenics may 
not be as eccentric as first appears. Intolerance to 
noise is a common symptom in an ENT clinic as well 
as among psychiatric patients. The classic feature is 
that the patient has to turn down the volume if he 
enters a room where others are watching TV. 
Regardless of who exhibits this symptom (autistic 
children, children recovering from otitis media, early 
otosclerotics, patients with Meniére’s disease, etc), 
there is the same correlate on testing with an acoustic 
impedance meter—a reversal of middle ear stapedial 
reflexes. Instead of the normal decrease of middle ear 
compliance on acoustic stimulation, there is an 
increase. This has the effect of amplifying instead of 
attenuating loud noises. 


Over the last few years I can recall seeing 3 West 
Indian patients in an ENT clinic with a psychiatric 
diagnosis of schizophrenia. All had audiological 
features of Meniére’s syndrome and positive blood 
tests for syphilis. In such patients the symptoms often 
start after minor head injury or pressure changes, as 
during plane flights. A very common symptom of 
Meniére’s disease is an annoying feeling of pressure or 
blockage in the ears, which may have been the basis 
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for the patient’s delusion that “Half of my brain is 
linked to the Moon”, 

A. G. GORDON 
Hearing Aid Department, 
King’s College Hospital, 
London 
Dear Sm, 

Dr McGuffin’s letter (Jounal, June 1979, 134, 651) 
includes incidental observations of the effects of 
wearing earplugs upon the condition of schizophrenic 
patients. In particular, he quotes the patient who 
found that wearing earplugs helped him to ‘hear 
more clear’ (sic). 

own research provides a rationale for im- 
provements in speech comprehension as a result of 
wearing an earplug in one ear or the other but not in 
both (Green, 1978a; 1978b; 1978c; Green et al, 
1979). This research shows that schizophrenics suffer 
from defective information transfer between the 
cerebral hemispheres and that the transfer deficit 
interferes with speech comprehension. Acute schizo- 
phrenics with left hemisphere speech representation 
are significantly better at understanding speech 
presented to the right ear than to the left. More 
important, however, is that they are normally able to 
comprehend speech presented to the right ear only at 
least twice as well as under normal conditions of 
binaural speech reception. The wearing of an earplug 
in the left ear, therefore, leads to significantly 
increased levels of speech comprehension compared 
with everyday binaural listening. In cases of right 
hemisphere speech, the effect is similar but in the 
reverse direction and a right earplug would be 
expected to increase speech comprehension. 

An additional effect of a single earplug which we 
are investigating is a decreased frequency of auditory 
hallucinations which re-appear if the patient removes 
the earplug. For further information about the 
experimental work leading to the discovery of these 
effects, reference may be made to the following 
articles which are available from the author on 
request. 

W. P. Green 
Senior Clinical Psychologist, 
All Saints Hospital, 
Lodge Road, Birmingham B18 58D 
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TERMINAL CARE 
DEAR SIR, 

Avril Stedeford’s account of her work as liaison 
psychiatrist during the first 3 years of operation of 
the terminal care unit at Michael Sobell House in 
Oxford shows how much can be achieved in such a 
setting and should encourage other psychiatrists to 
offer liaison help to units of this kind (Journal, July 
1979, 135, 1-14). 

At least 22 terminal care units have been opened in 
recent years and many more are planned. Unfortu- 
nately very few of them have regular support from a 
psychiatrist with the benefits which this brings to 
patients, families and to staff. Is this the organizers’ 
fault or ours? I suspect that some of the blame must 
lie with the psychiatrists themselves who are appre- 
hensive at the thought of carrying the burden of 
responsibility for the distress of large numbers of 
dying people and are reluctant to enter a field which 
seems remote from their own. These were certainly 
my own feelings when I first agreed to act as con- 
sultant psychiatrist to St Christopher’s Hospice 13 
years ago and it may reassure readers to learn that my 
fears were not realized. 

I agree with Stedeford’s finding that about $ of 
patients referred to the psychiatrist benefit from the 
help they receive. Like her my referral rate was 
usually about 14 per cent but the proportion has 
dropped considerably in recent years at the same 
time as the number of referrals of family members has 
risen. This, I believe, results from a consistent policy 
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of education and support for the staff. All members 
of staff are trained to regard psychological aspects of 
care as their responsibility. Detailed information 
about patients referred for consultation is fed back to 
the ward team and management discussed with them 
at regular ward meetings. 

With the development of active home care teams 
and bereavement services the family (which includes 
the patient) have come to be seen as the unit of care. 
As a result I now spend as much time supporting 
families and liaising with staff and volunteers as I 
do in providing direct service to patients. 

The Hospice movement has generated idealistic 
fervour on a par with the ‘Moral Treatment’ of 
lunatics which took place in the 19th century and 
much of its undoubted success results from the 
enthusiasm and dedication of its pioneers. But the 
lesson of history must make us dread the kind of hell 
hole which a Hospice could become if staffing levels 
are permitted to drop and staff morale declines. 
Psychiatrists are one component in a system of staff 
and family support which should ensure that morale 
is maintained. This system also includes the hospice 
chaplain and other senior staff members. It is a 
measure of the success of this network at St Christo- 
pher’s Hospice that 78 per cent of a sample of 
spouses of patients who died in the Hospice agreed 
with the statement “The hospital is like a family”, 
compared with only 11 per cent of a matched group 
of spouses of patients who had died in other hospitals 
(p <0.001, Parkes, in press). 

C. Murray PARKES 
Senior Lecturer in Psychiatry, 
The London Hospital Medical College, 
Turner Street, 
London E1 2AD 
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ST. ANDREW’S HOSPITAL _ 
NORTHAMPTON 


PRIVATE TREATMENT 
OF ALCOHOLISM 


Our well-established alcoholism. treatment unit offers intensive 
resident therapy in pleasant. surroundings, first-class accom- 
modation, a friendly, relaxed atmosphere and at a reasonable 
cost. 

: The programme includes group therapy, social skills training, 
educational films, videos and discussions, together with a 
:. comprehensive range of recreational facilities catering for men 
and women of all ages: 
: Staffed by a Consultant ‘Psychiatrist, Psychologist, and 

specially trained Nursing’ Staff, the unit is readily accessible 
_ < fromm all parts of England and Wales. Regular icllow-up groups 
take placei in London and the Midlands. 


Further details may be obtained from the 


St. Andrew’s Hospital 


Medical Director 


GROUP PSYCHOTHERAPY 
UNIT 


The Group Psychotherapy Unit is amongst an increasing range 
of specialised facilities offered by St. Andrew's Hospital. It is run 
by two Consultant Psychiatrists, assisted by a Nurse Therapist 
and an Occupational Therapist, and has now been open for a 
year. 

We have found that with an iensive approach of daily inter- 
pretative groups, social skills training and art and drama 
therapy, encouraging results can be obtained in ten to twelve 
weeks’ in-patient or out-patient treatment. This is helped by the 
friendly, non-institutionalised atmosphere of the hospital. 


Northampton NN1 5DG 


Telephone Northampton (0604) 21311 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 


Eating Disorder Unit 


St. Andrew’s Hospital’s range of specialised treatment facilities is being extended 
to include specific nursing, medical and rehabilitative programmes for patients 
with eating disorders. The majority of patients will have anorexia nervosa type 


difficulties. 


Treatment orientation is psychotherapeutic although initial firm control over 
eating behaviour and realignment of body weight will be necessary. The Unit, 
which will form part of the admission area, will be run by staff with specialised 


training. 


For further details apply to 
THE MEDICAL DIRECTOR, 
St. Andrew’s Hospital, Northampton, NN1 5DG. 
Telephone (0604) 21311 
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“The addition of Disipal to phenoithiszine therapy enables optimum terapeuci response to be achieved 
: Without unaca able side effects. Disipal also elevates the patient's mood, thus ng the: depression so 
often associated with major tranquilizer therapy, 


Followinga three month double blind crossover trial, the authors concluded that, “orphena dheis the drug me 


ofchoice inthe treatment of drug-induced extra-pyramidal reactions and serene 
Increased response 


Furthermore, the authors postulate that “the introduction of orphenadrine in the treatment of apatient st whinge : 


response to phenothiazines is not maintained, might well result in further benefit”! 
For patients on major tranquillizer therapy 
Disipal 
* controls M aia reactions 
* elevates patient mood. 


k Capstick N. ak Ant Med. Res.,1976,4 (63, 435. Disipal, orphenadrine hydrochloride BB, is a registered trade mark: 
Full prescribing information ‘on request from 


Great Britain|Ltd 


me Brocaes Hause Pyloid Road, West Byleet Weyondge. Surrey KTA GRA 
`: Føleprone: Byleet 45536742291. Teet 17301 
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The Retreat, York 


for Psychiatric Illnesses 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. it is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £13.85 per day or in single rooms at slightly increased charge. The 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904 412551). 


Vacancy for 


PSYCHIATRIST 


INGUTSHENI HOSPITAL, BULAWAYO, ZIMBABWE RHODESIA 


Applicants must hold a qualification in medicine which is registrable in Zimbabwe Rhodesia. In addition appli- 
cants must hold the D.P.M. or equivalent higher qualification in psychiatric medicine and preferably with an 
interest in forensic psychiatry. 


Credit is given for post qualification experience up to a maximum of four years and commencing salaries would 
be in the scale: 


£13,444 x £351 to £14,848 (Scale Barrier) x £351 to £15,199. 


Leave conditions are generous and an Annual Bonus is paid to Permanent Appointees. 


Appointments may be on a three year contract with return fares paid for recruit and family or to the 
Permanent Staff with single fares paid. 


Full details obtainable from: The Medical Superintendent, Ingutsheni Hospital, P.O. Box 8363, Belmont, 
Bulawayo, Zimbabwe Rhodesia. 


The British Government urges UK Nationals who wish to visit Rhodesia or take up employment there to con- 
sult the Foreign and Commonwealth Office (Rhodesia Department, telephone 233 4995) or the nearest British 
Consular Office before doing so. 
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Acomprehensive range of biofeedback instruments 
an effective aid in the treatment of 
psychological and psychosomatic illness 



































Biofeedback involves the use of sensitive electronic instru- *T100 temperature monitor for application in 
ments which detect and feed back information on physio- migraine, anxiety and circulatory disorders 
logical functions of which the patient is not normally Pigs 
aware, This information, available in an auditory or visual TER e ha Hd application 
form, enables the patient to learn conscious control of the 3 ; 
physiological functions associated with many disorders. *HR100 heart rate monitor for use in the treatment of 


Biofeedback Systems markets a range of instruments hypertension and cardiac arrhythmias. 

covering the major feedback modalities, which are *D1I120 digital integrator for use with the EMG120. 
functionally engineered to the highest specifications. They a F ` 
all conform to HTM8 electrical safety standards, the only FOr furtherinformation about the instruments and for 
units to meet this requirement, and are backed by a comp- tails of books and tape’cassettes on biofeedback, 
rehensive five year guarantee. Supplied to more than 250 Please contact: Biofeedback Systems Limited, 
hospitals and universities in the U.K., they are reliable and 6 Lower Ormond Street, Manchester M1 SOF. 

flexible in use. Tel: 061-236 1283 


The 80 SERIES are designed for ambulatory use outside 

the clinic, being smail, easy to operate and battery- NOING EE E E T PEIA 
powered. The 100 SERIES are for routine clinical appl- 

ication with portability ensured by compact size and 

single battery operation. Each unit incorporates feedback Address „eessen. 
facilities appropriate to the modality, with auditory 
feedback through an internal speaker and visual feedback 
through a panel-mounted meter. The mains-operated 120 
SERIES with unsurpassed feedback, data collection and 
output facilities are suited for use in the most demanding 
research and clinical applications. 





Panen eae aenaevenevensnananennnennedy 


kanecesevecs Prererrrtrirrtrrrritirerrte iret rrr ee 


*SCL80 SCL100 skin conductance monitors for use in 
anxiety reduction, phobias and stress-related disorders. | 


*EMG80 EMG100 EMG120 electromyographs for use 


ee therapy, tension headache and muscular Biofeedback Systems Ltd 
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Open to both 
men and women 





OPPORTUNITIES FOR PSYCHIATRISTS 
IN CANADA (529-172-077) 









Salary: $37,249 — $46,200 
Ref. No: 79-PSY-MD-2 

















































CORRECTIONAL SERVICE OF CANADA 
REGIONAL PSYCHIATRIC CENTRE 
SASKATOON, SASKATCHEWAN 


Applicants are required to fH] the positions of Clinical 
Director and Staff Psychiatrists at the Regional Psychiatric 
Centre in Saskatoon, Saskatchewan. The Regional 
Psychiatric Centre is a hospital serving the merrtally if! 

of the Correctional Service of Canada and is affiliated with 
the University of Saskatchewan. An active research 
department is part of the establishment and it is 

planned that the Centre will he used to train post- 
Graduate students of many disciplines. 

The position of Clinical Director carries with it a 
university aopeintment in the Department of Psychiatry. 
Staff psychiatrists may also be awarded university 
appointments depending on suitability. 


Qualifications 

The necessary qualifications are acceptable accreditation 
as a trained psychiatrist in the applicant's country; ability 
to be licensed in Canada. Knowledge of English is 
essential. 


Saskatoon is an attractive university city of 135.000 
with many cultural and environmental opportunities 
{hunting, fishing, etc,), 


“Additional job information is available by writing to the 
address below", and 


“Toute information relative å ce concours est disponible en 
frangais et peut étre obtenue en écrivant a l'adresse suivan- 
te”, 


How to apply 

Send your application form and/or résumé to: 
Ms. J. Knox, 

National Capital Region Staffing Office, 
L’Esplanade Laurier, West Tower, 16th floor 
Ottawa, Ontario KIA OM? 


Pigase quote the applicable reference namber at all times. 









HEALTH COMMISSION OF VICTORIA, 
AUSTRALIA 


Psychiatrist 
Superintendent 


Forensic Services 


Applications are invited for this vacant position in the 
Forensic Psychiatric Services of the Mental Health 
Division. 


Responsibilities include: 


i Recommendations for and participation in develop- 
ment of a comprehensive service. 

ii Supervision of treatment facilities and services for 
prisoners. 

iii Provision of treatment for remand and parole 
prisoners. 

iv Reports to courts-and advice to the Parole Board and 
Classification Committee. 

v Supervision of staff of Forensic Psychiatric Services 
including Psychiatrists, Medical Officers, Nurses, 
Psychologists and Occupational Therapists. 

vi Teaching, both in service and tertiary level. 


QUALIFICATIONS 


To be a Fellow or Member of The Royal Australian and 
New Zealand College of Psychiatrists or to hold a DPM, 
M.D. or other equivalent post-graduate qualifications in 
Psychiatry recognised by The National Specialist Quali- 
fication Advisory Committee. 


To be able to teach medical under-graduates and 
graduates, nurses and other auxiliary disciplines as a 
normal part of duties. Previous appointment at senior 
associate level or greater would be an asset. 


To have made contributions to research and scientific 
literature or to have had experience in special aspects of 
Psychiatry accepted by the Commission as evidence of 
advanced knowledge of Psychological medicine. 


To have had experience in senior administration of services 
including superintendency of a major hospital and com- 
munity psychiatric service. An ability to re-organise 
sonal services to meet changing conditions would be 
nee , 


A post-graduate qualification in Health Services Admini- 
stration is desirable but not essential. 


SALARY 
Minimum — $434,210 
Maximum — $437,544 


Applicants are requested to write to Dr. W. White, Chief 
Medical Officer, Office of the Agent General for Victoria, 
Victoria House, Melbourne Place, Strand, London WC2B 
4LG, giving full details of their qualifications and experi- 
ence. To expedite processing of applications and selection 
for interview, three referees should be advised to write 
direct to Dr. White at the above address, where he will be 
interviewing from the 11th October 1979. 
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HEALTH COMMISSION OF VICTORIA, 
AUSTRALIA 


Senior Psychiatrists 


A number of positions are currently available 
or will become available for psychiatrist- 
superintendents and consultant psychiatrists 
in the Mental Health Division of the Health 
Commission. 


The Health Commission was recently formed 
to integrate all of Victoria's health services 
and appointees would be participating in a 
new stage of medical care with the develop- 
ment of psychiatric facilities in a much closer 
relationship to general medical facilities and 
the community. 


The Chief Medical Officer of the Division will 
be in London from 11th October, 1979, to 
interview applicants with appropriate 
qualifications. 


Applicants should forward promptly to the 
office of the Agent General for Victoria, 
Victoria House, Melbourne Place, The Strand, 
London WC2B 4LG. a full statement includ- 
ing the following:- 


Name, date and place of birth, sex and 
nationality; 

Recent ‘Passport’ photograph: 

Address for communications and 
telephone number; 

Details of medical education including 
special qualifications etc; 

Details of previous employment; 

Three referees should also be requested by 
applicants to write confidentially to Dr. W. 
White, Chief Medical Officer at the above 
address in order to assist in expediting the 
processing of applications and those 
applicants to be interviewed. 


At most locations a government house will 
be available on a rental of 6 per cent of gross 
salary. There can be reimbursement of the 
cost of removal of personal effects to a 
maximum of $A1,600 and of economy air 
fares for appointees and dependants. Such 
reimbursements will be subject to entering 
an agreement to serve with the Health Com- 
mission for a period of three years. 


QUALIFICATIONS 


A PSYCHIATRIST SUPERINTENDENT should, 
in addition to the qualifications for consul- 
tant psychiatrist, be able to claim experience 
or indicate potential suitable for the admini- 
stration of a modern psychiatric hospital and 
clinic in co-operation with a manager. A post- 
graduate qualification. in administration 
would be an advantage. Salaries range from 
$A36;593 to $A37,544. 


A CONSULTANT PSYCHIATRIST would be 
required to be fully registrable as a medical 
practitioner in the State of Victoria and have 
post-graduate qualifications in psychiatry and 
three years’ experience. in that-specialty. (in 
exceptional circumstances an applicant for 
temporary registration would be considered). 


A consultant would direct clinical super- 
vision of medical. officers including those 
undertaking post-graduate training in psy- 
chiatry, participate in training programmes 
and, where applicable, would need to be 
suitable for conjoint appointment as a teach- 
ing fellow of a university department of 
psychiatry. There would be opportunities for 
research and experience of research would 
be an advantage. Salaries range from 
$A29,848 to $435,061, depending on quati- 
fications and length of experience in the 
speciality. 


GENERAL—Limited rights of private practice 
may be granted. Senior medical staff are paid 
an allowance for being on call in residential 
units. Senior medical staff required to be on 
call are granted five instead of four weeks 
annual leave. Superannuation and long 
service leave are provided for. 


POSITIONS for both psychiatrists-superin- 
tendents or consultants are to be filled in a 
number of country towns including 
Warrnambool, Mildura, Bendigo, Ballarat, 
Geelong and Traralgon. Positions. are also to 
be filled in the Melbourne Forensic Services 
and the Melbourne Psychogeriatric Services. 


vil 
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Books from Churchill Livingstone = 


Recent Advances in Clinical 
Psychiatry—3 

Edited by Kenneth Granvilie-Grossman 
1979 342 pages hardhack £15.00 


An up-to-date summary of the current status of 
knowledge in a variety of clinical topics. it is written 
by fifteen distinguished contributors. 


Companion to Psychiatric Studies 


Edited by A. D. Forrest, J. A. Affleck 
and A. K. Zeailey 

1978 Second edition 624 pages 
hardback £23.00 


Provides a sound basis for professional training in 
psychiatry. 


illustrated 


Robert Stevenson oe 13 Baxter's Place, Walk, Edinburgh EH1 3AF 








Aids to Psychiatry 

H. G. Morgan 

1979 164 pages illustrated paperback 
£4.00 approx. 


A systematic approach to clinical psychiatry, written in 
a synoptic format. References te important review 
articles or key papers throughout the text. 


Action Speaks Louder 
A HANDBOOK OF NONVERBAL GROUP 
TECHNIQUES 


A. Jane Remocker and Elizabeth T Storch 
1979 Secondedition 184 pages . illustrated 
paperback £5.50 


Fifty tried and tested exercises to help small groups of 
psychiatric patients overcome difficulties in effective 
verbal communication. 





Churchill | Livingstone 2 ane : b, 


Current Issues in Behavioural Psychology 





The Social Skills Basis of Psychopathology 


Series editor: Robert S. Ruskin 
E. Lakin Philips 


March 1979, 304pp. (approx), £10.70 0.8089.1126.0 


This book is an attempt to recognize a change in our view of psychopathology and an effort to accelerate the change. It 
suggests a new theory of psychopathology in terms of social skills that will hopefully prove revealing and challenging. 
Separate chapters. deal with: What are social skills & diagnosis, psychometric evaluations; and social skills~a rapproche- 
ment; types of depressive reactions on the Minnesota multiphasic personality inventory and their relationship to social 
skills: on presenting complaints—continuing the discussion of psychometric screening and social skills; what is psycho- 
pathology & training as a therapeutic modality—implications for social. skills; the “inner” problem—feelings, locus of 
control, bio-feedback and crisis intervention; social skills and psychotherapy: law and psychotherapy: toward a social 


curriculum. 


Published by Grune and Stratton 
111 Fifth Avenue, New York, NY 10003, USA 


Distributed in the UK by 
Academic Press 


London New York Toronto Sydney San Francisco 


A subsidiary of Harcourt Brace Jovanovich, Publishers 
24-28 Oval Road; London NW1, England 
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ASSISTANT MEDICAL 
DIRECTOR 


The Saskatchewan Department of Health requires 
a psychiatrist to assume the responsibilities of 
Assistant Medical Director of the Regina Mental 
Health Clinic. 

The successful applicant should have some experi- 
ence and demonstrated ability in medical 
administration and be eligible for ful 
Saskatchewan License and Canadian Certifica- 
tion in Psychiatry. Preference will be given to 
applicants with demonstrated ability in the plan- 
ning, development and. implementation of family 
and community psychiatric programming. 
Appointment will be as a Regional Director 2, by 
contractual arrangement, with initial salary depen- 
dent upon qualifications and experience. 


Please direct enquiries and applications to: 
Dr. H. G. Lafave, Executive Director, 
_ Psychiatric Services Branch, 
-Saskatchewan Health, 
3475 Albert Street, REGINA, 
Saskatchewan. S4S 6X6 


BOWDEN HOUSE CLINIC 


Harrow-on-the- Hill, Middlesex 
Tel: 01-864 0221 
Only 20-25 Mins, from London 
via Westway Extension 


Founded in 1911 by Dr- H. Crichton-Miller 


A non-profit making Charity outside the National 
Health Service 


A private clinic (all patients having single rooms} for 
the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 
A full physical examination and pathological investi- 
gations are made in the first week. 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 


Apply for details: Administrauve Secretary 
Applications for admission to the Matron 





BEHAVIOURAL TREATMENT OF 
OBSESSIONAL STATES 
by H.R. Beech and M. Vaughan, both of Withington 
Hospital, Manchester. 
This book is the first to provide a full account of the 
behavioural treatments used in obsessional states, It 
contains a unique comparison and critical evaluation 
of the behavioural alternatives. and includes: a 
valuable guide to, and critique of, theoretical bases. 
The range of dysfunctions and abnormalities 
commonly found in obsessional conditions is 
described, and indications of methods for correction 
are made. 
“It presents a comprehensive summary of all the 
relevant published literature and examines the 
evidence critically and judiciously. All this is 
admirably done.” 

Fraser Watts, NEW FORUM 
November 1978 198 pages 
0471 99646 7 $20.65/£7.50 


THE NERVOUS BODY: An intro- 
duction to the Autonomic 
Nervous System and Behaviour 
by C. van Toller, Department of Psychology, 
University of Warwick. 


February 1979 
0477 99703 X icloth} $24.00/£11.00 
0471 99729 3 {paper} $4.50/£11.00 


UNDERSTANDING THE RAPE 
VICTIM: A Synthesis of Research 
Findings- 


by Sedelle Katz, Washington University School of 
Medicine, and Mary Ann Mazur, Jewish Hospital and 
Barnes Hospital, Washington University School of 
Medicine. 


in Press approx. 304 pages 
0471 03573 4 approx, $23.70/£12.65 


CHILDHOOD PATHOLOGY AND 
LATER ADJUSTMENT: The 
Question of Prediction 

by Loretta K. Cass, Washington University 

and Carolyn B. Thomas, Boston College. 
(Personality Processes Series) 
August 1979 

0471 04553 5 


188 pages 


284 pages 
$22,55/£10.35 


john Wiley & Sons Limited 


Baltins bane Chichester Sussex England 


ix 
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On second 
thoughts... 


A restless mind in an overtense 
body, fretting the wakeful hours away. 

Cycles of mental and physical 
tension, setting up barriers to 
natural drowsiness. 

To help such patients over these 
initial hurdles, a mild relaxant mav 
be all they really need. 

Before you consider recourse fo a 
hypnotic, try two Trancopal tablets, 
taken at bedtime. Just to help them 
unwind into natural sleep. 











chlormezanone i. 





Trancopal 


first step to restoring sleep? ) oo 


Trancopal (PL 0071/5098): Each tablet contains 200 mg chlormezanone. Bottles of 60. 
Dosage: For patients suffering from muscular spasm or anxiety which prevents 
sleep, a usual dose of two tablets at nightis recommended. 

Basic N.H.S. Cost: One week's treatment (2 tabs nocte) 59p. 

Side-effects and precautions; Trancopal may cause minor side effects such 

as drowsiness, dizziness and drying of the mouth. Ambulant patients who 
experience drowsiness should not drive or operate machinery. The sedative 

effect may be potentiated by alcohol and other tranquillisers, particularly 
phenothiazine compounds. Trancopal should not be used with monoamine oxidase 
inhibitors. Trancopalis a registered trade mark. Further information 

available from: Winthrop Laboratories, Surbiton-upon-Thames, Surrey KT6 4PH. win? HROP 
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Modecate 


(fluphenazine decanoate injection} 


to bette 
nanagement 
_inschizophreni 


: Internationally accepted as the standard depottreatment 





indications + 5 Precautions 3 : 
Modecate (25 mg/m) fuphenazine decanvate in sesame of) is indicated for. Gare should be tlakenin patients who exhinit marked extre-nyramidal 
fhe treatment of psychotic disorders, particularly maintenance. treatment of reactions te rai phenothiazines, particularly klony oatients...- 


ohronie schizophrenic patients: Side Etfects 

Dosage vaca Mainly extra-pytamidal reactions. Drowsiness, lethargy, dryness ofthe 
initially 0.5 mi 0.25 mi in patients over 60 ofunder 42 years! should be mouth and mig hypotension may ancur 

piety By meee sveareurse ley injection ints ihe upper aor quadrant 104 LOmlampaules £20.40 

ofthe gluteal muscle to test for susceptibility to e ra-pyramidal reactions. Further information is available front: 
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Generations of Maltreated Children and Multiagency 
Care in One Kindred 


By J. Ey OLIVER and A. H. BUCHANAN 


SUMMARY Rigorously collated information on 40 members of one 
kindred (not previously studied) and on their spouses and cohabitees, 
revealed that massive multiagency support had failed fully to ascertain 
and prevent extensive child abuse over at least three generations. 
Furthermore, five other large battering families have been closely 
associated (by cohabitation) with this kindred. 

Severe behaviour disorder (starting with hyperactivity and uncon- 
trollability). occurred in at least three-quarters of the children, and 
usually progressed to adult criminality. The second most common 
* disorder was subnormal intelligence, which crucially incapacitated the 
rearing abilities of young mothers who were associating with antisocial 
cohabitees. Seven children died in infancy. The Welfare State has done 


little to help the plight of surviving children in this kindred. 


Introduction 

‘Her personal habits are those of a baby, 
often wetting her knickers. A very backward 
girl, with an IQ of just less than 60’, ‘I recom- 
mend that she should receive institutional care 
for mental deficiency.’ ; 

At the time, the subject of thé above two 
quotations was a l7-year-old. These observa- 
tions were followed over the next 10 years by 
further multiagency involvement of such di- 
versity that it would have furnished ample 
material for a social history of the decade in 
England. The social and medical agencies 
dutifully included in their responsibilities the 
burdens of the mentally retarded young woman 
herself (IQ 60), those of the six cohabitees and 
those of her six children, and continued until 
her death. The pattern of multiagency involve- 
ment has persisted in her ‘family for four 
generations or more. 


"papers photocopied by Daniel Ellsberg on the 


We collected nearly 2,000 documents, under, 


a quarter of the total devoted. to herself, her 
parents, her sisters and brothers and their 
children. Even without the lost, destroyed and 
dead files, the total documentation devoted to 
this family surpassed the numbers of Pentagon 
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involvement of the USA in the Vietnam war. 

Most of the professionals were shrewd enough 
to be self-critical and realistic about the efficacy 
of the interventions. They viewed this problem 
family in which prostitution, squalor, depend- 
ency, petty fraud and subnormality were pre- 
vailing features, with sympathetic (or sometimes 
amused) indulgence. ‘She may be a neglectful 
mother—-but not a batterer) Despite the in- 
volvement of child protection agencies, the full 
significance and full extent of the damage and 
maltreatment inflicted on young children in 
these families was not realised. 

After most.of the children of the above young 
mentally retarded woman were born, a medical 
social worker reported her household -as fol- 
lows:— ‘.. . although she has changed her name 
several times, she still punches people on the 
nose who don’t call her by her current name.. 
the house was in a dismal state with old W. 
(grandfather of the children) keeping scrap 
metal in the bathroom. Sand was over the floor, 
mixed with feathers and (human) excreta . . 
lavatory contents overflowing. The children 
were lighting fires on the kitchen floor. They 
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were infected with heavy nasal secretions, 
having never been cleared. Wallpaper had been 
burnt off, windows were missing and ‘F . . . off’ 
was written:on the walls. The 3-year-old then 
defaecated on a chair. J. got the kitchen knife 
off the table, removed the offending excretion, 
flicked it on to the fire and then returned the 
knife to the table tp use with food, without 
wiping it.’ 

We quantified and described all the recorded 


assaults, sexual abuse and neglect episodes in- 
volving the children. These were set against the 
work on behalf of this one family from profes- 
sional agencies, whose united aims were a 
happier and healthier life for the children and 
adults whom they were helping. We had direct 
clinical involvement with twelve individuals 
from the kindred, but also derived our infor- 
mation from other professionals, current and 
past files. 
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1. The Family 


(a) Ill-used children in the family (see Fig. 1 and 
Table I. 


In generation I, I 1 was ‘very dull’ and vio- 
lent. He came from a ‘hard’ background, 
originally an Irish tinker family, and was 
evicted in turn by each of his 4 eldest children 
(or their partners) for assaults on his grand- 
children. These assaults included blows to the 
knuckles of toddlers (especially III nos. 3, 16 
and 17) with hammer or knives, causing severe 
injuries and sometimes permanent scarring. 

His wife I 2, had a limb amputation (tuber- 
culosis); also suffered mitral stenosis, and 
practised prostitution. Her family had become a 
North Wiltshire problem family with multi- 
agency involvement since moving in from 
Wales. Most files from the early eras have dis- 
appeared. 

All individuals surviving beyond infancy in 
generation II had, as children, been victims of 
maltreatment, mostly violence and neglect. At 
least five separate episodes of maltreatment by 
both parents of the five living children in this 
generation were recorded by the NSPCC. 
Neglect alone was specified for five; neglect and 
active ill-treatment, for three of the five. The 
Children’s Department was also involved for 
neglect, physical. and sexual abuse of the 
children, who were all eventually taken into 
care. There were also sexual malpractices: 
incest between I 1 and I 4 and, training of H 
nos. 4 and 5 in prostitution by their mothers. 

The four younger members of generation II 
and their mother were also tyrannised and ter- 
rorized (with some physical abuse) by II 3 
when he returned home to take over the house- 
hold. He ejected his mother, father, brothers 
and sisters before starting his own family. 

Subjects III nos, 3~7 all suffered neglect and 
abuse from mother, father and mother’s co- 
habitees, over many years, with multiagency 
(including NSPCC and Children’s Department) 
involvement. ‘, . . each (child) in turn has acted 
in a delinquent fashion in the hope of being 
removed from an unhappy home environment’. 
IIT 3 also may have twice been sexually abused 
by mother’s cohabitee when aged 14. ITI 8 was 
probably maltreated before dying aged 3 


months of inhalation of gastric contents in 
suspicious circumstances. 

The next family were the children of II 4, 
who was a subnormal prostitute. Children IHI 
nos. 9-14 were all by different fathers, of dif- 
ferent races. II] 9 died at 6 months from 
bronchial pneumonia after a prolonged period 
of neglect. III nos. 10-14 were assaulted re- 
peatedly as young children by I 1, (mostly 
beatings and hurlings across the room). There 
were huge numbers of neglect episodes. *. . . how 
much more must these children become dis- 
turbed before something is done, or some 
tragedy occurs’. Such complaints on behalf of 
these children by neighbours were frequent. The 
stepfather was gaoled for unlawful sexual 
intercourse, buggery, gross indecency and pro- 
curing indecent sexual behaviour on and be- 
tween children III n 10-12, all with the 
connivance of the children’s mother H 4. 
III nos. 11, 12 and 14 had also suffered violence 
at various times (including fractured skull) 
from cohabitee, lodger, their mother (II 4) and 
their brother (IIT 10). 

There were 9 children alive (from at least 13 
pregnancies) at birth born to IT 5—-(HI nos. 
15-23). All the children were illegitimate. All 
surviving children spent intervals in care. Their 
mother gave all but one of them away by the 
age of 3, often to very unsavoury people. 
Despite this, II 5 repeatedly sabotaged adoption 
plans. IHI 15, a mongol girl, was neglected and 
abused by a couple who had been given her by 
her mother, II 5. The foster father had previous 
convictions for sexual offences against his own 
and other children. III nos. 16 and 17 had been 
burned or scalded nine times, mostly by their 
mother, although cohabitees and grandfather 
and aunts and aunts’ cohabitees were responsible 
for some abuse episodes which included burns, 
bites, beatings and hair-pullings. Red hot poker 
burn scars still persist. For III 18, we were only 
able to trace neglect episodes before she was 
adopted. Subjects III nos. 16-18 had also been 
removed from another bad private foster home 
into care. III 19 suffered beatings, bruises and 
surface injuries on many occasions before the age 
of 5. These were mainly from his mother, but also 
from his father, his mother’s cohabitee, his 
father’s cohabitee and another male cohabitee 
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of his father’s cohabitee. There were mutual 
recriminations between the women concerned, 
which professionals had tended (wrongly) to 
dismiss as malicious slander. III 20 suffered 
neglect from his mother, causing extreme con- 
cern to the health visitor, and was subsequently 
taken by his father’s cohabitee, and thence to 
her mother (a woman of ill-repute, another 
battering family). He was repeatedly beaten by 
his father and father’s cohabitee and was 
eventually taken into care at 8 years. ITI 21 had 
been in care twice, but had nevertheless suf- 
fered 5 neglect, and 9 assault episodes under the 
age of 5, nearly all from his mother II 5, but 
also from grandfather I 1. 

‘Mrs B. regularly ill-treats and beats J, using 
a bunch of keys’. ITI 22 was in and out of care 
because of her mother’s vacillations but no 
maltreatment episodes recorded—just ‘a smelly 
baby’ or a ‘very smelly baby’. She was given to 
a neighbour who later adopted her. III 23 died 
at one week old. 

The family size of II 6 is still increasing. By 
July 1978, there were three young children who 
had suffered many neglect episodes (III nos. 
24, 25 and 26). The NSPCC have made more 
than 7 visits. III 24 has suffered black eyes, 
abrasions, ‘accidents’ and one or more beatings 
resulting in surface injuries. At 34 years he was 
‘poorly cared for... in an appalling physical 
condition.” The younger brother and sister 
(ITI nos. 25 and 26) suffered from the same 
neglect, but there were mostly general state- 
ments about their rearing:—(mother) . . . 
always hitting out... appalling conditions . . , 
house unsuitable for baby . . . family situation 
very bad... dirty noses and bashed faces, etc.” 
All the children were dirty, unwashed, under- 
fed and using the room as a latrine. They were 
the recipients of multiagency involvement. 

II 7 had been taken into care earlier than his 
sisters (in later years he and his wife resolved to 
have nothing to do with the rest of the family). 
His two children (III nos. 27 and 28) were not 
known to have been maltreated by their 
parents, but III 27 has been receiving psych- 
iatric attention for behaviour disorder (stealing 
and ill-treating his younger brother, III 28), 

TV I was abandoned by his under-age mother, 
and was subsequently adopted. IV nos. 2 and 3 
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were also both illegitimate. IV 2 had twelve 
major changes of address by her first birthday, 
having been repeatedly abandoned. She had 
at one stage been given to a young woman out 
of prison who had a record of failing to care 
properly for her own children. IV 3 was given 
to her aunt (III 3), who had recently abandoned 
her own child (IV 1). . 


(b) Physical, mentai and personality disorders in 
Jamily members surviving beyond infancy (see 
Fig. 1). 

The 40 individuals in the kindred consist of ll 
adults, 7 children. who died in infancy and 22 
surviving children. 

Severe subnormality of intelligence was con- 
fined to two children with obvious congenital 
defects, one with mongolism, (III nos. 15 and 
23). II nos. 4, 5 and 6 had full scale IQ of 60. 
HI nos. 10 and 19 had 1Q’s in the borderline 
subnormality range (full scale IQ around 75). 
In addition there were reports of backwardness, 
or extreme dullness in 3 of the remaining 4 
individuals in generations I and II, and 7 more 
children in generation III. If allowance is made 
for children who were too young for their 
potential to be assessed, only 10 or 11 out of the 
40 individuals in the kindred approached 
average intelligence. Psychological deprivation 
seemed to act on genetic vulnerability, because 
children removed early to loving foster care 
showed considerable rises in DQ’s (Develop- 
mental Quotients) or appeared much brighter 
than their sibs in the biological home. Further- 
more, the DQ’s and IQ’s of other children fell 
during intervals at-home, but rose whilst in 
care (compare Blackie et al 1975), 

The commonest psychiatric disorder was not 
subnormality, but childhood behaviour dis- 
order (screaming, stealing, tantrums, violence) 
with hyperactivity, progressing to severe adoles- 
cent behaviour disorder (stealing, lying, des- 
tructiveness, arson, abscondings, etc.), thence to 
delinquency, criminality and/or prostitution 
and sometimes recidivism. In generations II 
and Ih22 out of the 28 individuals surviving 
beyond infancy showed this pattern markedly. 
Eight children had received formal treatment 
from the child guidance clinic, but the child 
psychiatrist had been called in by other 
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agencies for most of the remainder. Two out of 
the remaining 6 who were not severely dis- 
ordered in their behaviour showed a predomi- 
nantly neurotic pattern (fearfulness, regression, 
speech defects, depression, etc.) 11 out of the 22 
predominantly behaviour disordered individuals 
also had a constellation of neurotic disorders. 
Independently of other neurotic symptoms, 18 
out of the 28 were persistent soilers and smear- 
ers. (III 5, who at IQ 110 had the highest 
measured IQ, within the kindred, persistently 
fouled other people’s possessions and even 
defaecated on to food and into refrigerators 
during housebreaking and vandalism escapades 
from 14-20 years). Epileptic fits occurred in 
only I 2 and II 5, but electroencephalographic 
or other neurological investigations for rage 
tantrums and hysterical fits mimicking epilepsy 
featured in 9 out of the 28 individuals surviving 
beyond infancy in generations HH and IIT. 

Non-attendance at clinics and no-cooperation 
with health workers was the supreme character- 
istic, causing under-estimations of the episodes 
of ill health. ‘Mr G. made 14 visits to see her 
(II 4), but she was never at home, or wouldn’t 
answer’. In generations IH and III, 7 individuals 
had hospital treatment for squints, and 6 for 
other visual defects including blindness in one 
eye. Three had partial deafness. 

Some of these defects were attributed in the 
files to ‘battering’ in earlier years. The children 
of II nos. 5 and 6 were particularly susceptible 
to chest infections. Of the 9 children who stayed 
with their mothers for more than 2 years, 6 
had runs of upper respiratory tract infections 
(URTI’s) and 4 had three or more hospital 
admissions. II 24 had suffered 26 URTI’s by 
the age of 24 years. Frequent diarrhoeas and 
infestations (mainly fleas and scabies) were a 
recurring feature in generation III. II nos. 
4, 5 and 6, and the wife of II 3 were persistently 
uncooperative with obstetric care, despite 
intensive co-ordinated kindly arrangements be- 
tween health workers, social workers, transport 
officers and volunteers. Following childbirth the 
mothers also always left hospital earlyg against 
medical advice. Undoubtedly these women were 
stressed during pregnancy and were frequently 
abandoned by cohabitees during pregnancies— 
the children in generations III and IV, what- 


ever their heredity could hardly have had a more 
adverse environment from conception onwards 
(compare Stott 1977). 


From the 11 (mostly young) adults, 3 have a 
record of overdosages. Seven have had psych- 
iatric attention so far, but only 2 of these had 
psychiatric treatment in hospital (for very short 
periods). II 5 has suffered postnatal and other 
depressions. In adult life the probation officer 
was more often the key figure than the psych- 
iatrist. The probation service was supporting 
10 out of the 11 adults. IHI nos. 5 and 6 both 
have a long string of convictions, and are in 
prison at the time of writing. 


(c) Deaths (see Fig. I and Table I). 


Four of the 11 adults died before their 
children grew up, and 3 of these adults had 
(between them) 12 school age or pre-school 
children. Seven children died in infancy. 


I 2 died of cerebral embolus attributable to 
mitral stenosis at the age of 52, following a fight 
with her daughter I] 5 (she had been violently 
attacked by II 3 and II 5 at different times). 
The family blamed this fight for her death. 
II 1, a premature baby, died in infancy of 
marasmus aggravated by septic pemphigus. 
II 2 died in infancy (no details available). 
II 3 died of left ventricular failure due to sub- 
acute nephritis at the age of 30. II 4 died of 
carcinoma of the cervix at the age of 34. 


III nos. | and 2 were premature twins who 
died within hours of birth. III 4 died in a car 
crash aged 20, after a run of wild living and 
heavy drinking whilst pregnant with her third 
illegitimate child. III 8 died at 3 months of 
inhalation of gastric contents. The cause of 
death was given as accidental, but this child 
was surrounded by violent adults in an extreme 
state of tension. In the hours before death he 
was in the care of his grandfather I 1, who had 
been hurling babies and toddlers around. HI 9, 
illegitimate (‘father seen only once—on an ice- 
cream van’), unloved, uncared for by her mother 
(II 4 ‘mother too lazy to care for baby’) had a 
four week old chest infection before succumbing 
to pneumonia at 6 months, ITI 23 had multiple 
congenital defects, and died at 8 days old of 
bronchopneumonia. 


“Cy “Bry 998) | uumor ur porsiy syenprarpur [g au dn ayeu 
sqjuour g uey JaSu0] poaraans oya uasppry omi Áyuamy pue (9-¢ TIT pue zg 11) smpe fmol awy *(Q] wuINyoo) woddns Bura18 soousse yussayip Jo qumu 
ap (ə pue (g—p suumyoo) poddns yeuondarxe Sums sxoyiom peuorssajosd yuasayrp Jo szaquinu (q ‘(g pue g suuMjoo) suorstupe (e juasoudaa ssoquinu oY], 


















































Lk 
Q 9 S — ~ £ = -= =o g = 1 - € 2 a a. Mise (£) AI 
. +1 = = = 6 £ = 01 = + = 8 = = I (Z) AI 
Zi - =- = L = oa ~ I = a = € = l = l (1) AI 
0 = — - — = — - ~~ - — - -= - _ - — (8%) HI 
£ - I - oad = oa “ £ = at S I = a = — OIH 
£l - = ç z = I 2 £ x g = £ z ce - — um 
£i 7 — - £ - 1 -= £ = £ = 9 = = F — (GHM 
£i = — = € - I = F - € = 8 2 Se 2 — mM 
L ~ . — = 9 - ea = z om = € a cs? = == (2%) HI 
8 - £ - ¥ = F = 9 = £ > ol = Sr ~ I QOI 
£i = ç ~ 8 7 + z ¥ - £ Ẹ m = I = z (oz) 1 
9i + $ -= 6 - 8 = 9 - 9 - oz ~ = > 9 (61) 11 
0l ~ a ~ 9 = — - Fd -= _ - £ 7 l z — (30 HI 
z 1% - I - 9 - Z - ral - z = 91 -= I z l (41) WI 
s oz - 1 - 9 - £ - 9 - z - sgi - I - — (91) I 
a 91 ~ — - G - Ł = g z I = Il z =s = l (C1) MI 
zl 1z : £ aoc - ç ~- g - 6 - a - £ - © GDM 
> zz - c 3 ¥ S g 7 1 < ç - 1Z = £ = — (SHIH 
s Ez - £ - + - a - 6 - 8 - 28 - £ - z (z1) HI 
i} Gz = 9 - 9 = £l = L - ol = ig = + = — (DOI 
d 9% z 9 - £l - H - Æ = S - F a É =- = (ODIM 
g SI - ~ - - = zo = -  ¥ = ¢ - = - — (WWM 
< Li = 9 - ci E I ie c 7 + z pi l 9 - = (9) 111 
x zz = zz 6 98 = 1 E 9I = t z Li z £l = I (¢) m 
> 8z L zz 8 9% ç £ Zz 6 + z Ez +E L il > Ez (+) W1 
2 LZ = b L 6 z + I £ I S € +i z L I E (£) 11 
wl +i I z = 61 7 I q -= s £ £ G Z S = _ (4) 1 
ue ze = = (A SE i £ t 6 È £ +? oo | 7 L Š == (9) u 
Eg I a +£ á Li ral z H I z a 8% 9I z € £ s= (©) 1 
Zr Zz I æ ç 9g = (s g å — iS + z + ~ — (+) II 
Si = aa SI £ 3 == l s > == £ ? z z 7 _ (£) 11 

sad Qf > 9< sadgr> 9< sÁgj> Q1< Á> g1< sth QT> 9< s4 9> 91< ssAQgT> 9< ÁQ > 9< 
(s220 (yeBay (axe (quawiaapoaut sady $13910M (ares yeuod (aae2 (q ‘Sty 298) 
Peapoaut JJM uoneonpa pue azod) yeorpourered enos IO ArequnpoA yeres 40 penos) enos 49 spenptaipuy 
suon pur syr SIIYIOM J0 usnu oiyeryoÁsd suonninsuy oryenpdsd) 
-estuefio woj 2g jeuorssojoad qeuondsoxa) yeuondaoxa) oO} SUOISsIupe 
jo JIQUIN AT jenos SIIJLOM ao SID IOM. ‘ saoo suossrtupy pendsoH 
yeuorssajoid DYO peuorssajoid 
BO. 
ol 6 8 £ 9 g + £ z 1 








“AL Pio TTY II suowposouad us Guo fin Barmasns Agiti Gruof Y20 07 ua’ u29q savy 07 umouy yoddns HSHP pun 104205 






296 GENERATIONS OF MALTREATED CHILDREN AND MULTIAGENCY CARE IN ONE KINDRED 


2. Community Support for the Family 
(Generations II-I1V—~see Tables I and III) 


Table II shows the treatment and help 
known from the available files to have been 
received by each family member. Much help 
allegedly given on behalf of individuals in 
generation II as children, was really given to 
their parents. The concept of helping the child 
by helping the parent is not a modern concept! 
Only data with psychiatric or social significance 
were considered. Examples of about 60 social 
agencies are given for a different kindred in two 
Tables in a previous paper (Oliver and Cox 
1973). Fifteen new, previously unspecified 
additional agencies (or organisations) have 
supported this family. New examples include 
Child Guidance Services, Psychiatric and other 
specialist Social Workers, School Welfare Assis- 
tants, Special Schools, Assessment Centres, 
Mother and Baby Hostels and special units, 
Prison Welfare Officers, Claimants Union, Re- 
habilitation Centres, Special Council accom- 
modation and support, Special Home Helps, 
Public Health Inspectorate, and Marriage 
Guidance. 


In Table I, ‘Hospital Admission’ refers either 
to psychiatric hospital admissions or admissions 
to general hospitals for parasuicides or drug 
abuse. Admissions as battered babies or starved, 
neglected children, are also included here. 


‘Institutions’ includes penal institutions and 
any refuge (other than hospital) supported by 
official or voluntary agencies. 


‘Social Workers’ refers to the number of dif- 
ferent individual social workers and welfare 
officers, including NSPCC officers. ‘Voluntary 
helpers’ include clergy, philanthropists, volun- 
tary drivers and willing ladies assigned to help 
family members by social workers. 


The sections ‘Doctors’ refers to psychiatrists 
and those general practitioners, medical officers 
of health, paediatricians and other specialists 
who treated (or expended exceptional efforts 
on behalf of) family members for psychiatric 
or social reasons. Physical treatment by a 
doctor is not included as an item unless the 
condition itself was attributable to psychiatric 
or social factors (e.g. certain cases of failure to 


thrive; battered babies; self-poisoning; self- 
mutilation, etc.). 

Other professional workers are divided in this 
paper into (a) paramedicals, mostly nurses and 
psychologists, (b) police, probation officers, 
MP’s housing officials, council officials and legal 
officials and (c) teachers, educational welfare 
officers and other educationalists. It is strongly 
emphasised that only included are professional 
workers or officials whe made exceptional efforts on 
behalf of, or in response to, the social needs and 
behaviour of family members. Thus teachers are 
clearly not included just for routine teaching 
commitment, but for initiating or attending 
multi-disciplinary case conferences on a child 
whom they have helped on account of emotional 
disturbance or social distress. Likewise the 
ubiquitous policeman was repeatedly busied 
searching for children, returning absconders, 
lecturing family members in response to 
neighbourhood complaints, stopping fights and 
arresting offenders. The same principle applies 
to the members of agencies/organisations in- 
volved—listed in the final sections of Table IT: 
exceptional efforts made on behalf of a member 
of the family, which would not be a routine 
commitment to ordinary members of society, 
merited inclusion in the numbers. 

It is not possible to overemphasise the ease 
with which hard information (such as hospital 
admissions; convictions; dead children; in- 
volvement of the social services or other organi- 
sations) was overlooked for any one individual. 
Each file had important omissions, some of 
which were glaring. The figures in Table IT are 
cautious underestimates. 

Two new forms of multiagency involvement 
which bear heavily on the community are not 
included on Tables II and III. Over 3 genera- 
tions, the family of II 3 had 61 episodes of 
abscondings and disappearances (mainly teen- 
agers) involving searches by the police and 
officials. The same branch of the family, over 3 
generations had (by coincidence) 6l formal 
multiprofessional assessment procedures. The 
corresponding numbers for the family of II 4 
(but over only 2 generations) were 9 abscond- 
ings etc., and 96 multiprofessional assessments. 

Totalled numbers of institutions/agencies/ 
helpers could be misleading, as some figures 
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Tasce HHI 


Summarized multiagency support for the 28 individuals in 
generations II and ITI who survived beyond infancy. See also 
text and Table H 





A. — Adults with 25-200 ‘Helpers’ (‘Socially 
Dependent’ adults) 


B. Adults in 5 or more institutions 8 





C. f Adults helped by 10-24 organisations/agencies 4 
X Adults helped by 25-50 organisations/agencies 5 
Total adults in generations II and 11 9 
( Children with fewer than 10 ‘helpers’ 2 
A. < Children with 10-24 ‘helpers’ 6 
Children with 25-100 ‘helpers’ 11 
B. f Children in 1-4 institutions 10 
Children in 5 or more institutions 2 
f Children helped by fewer than 10 

organisations /agencies 4 

C, d Children helped by 10-24 organisations/ 
agencies 14 

Children helped by 25-50 organisations/ 
agencies i 

Total children in generations III (excluding 5 
dying in infancy) 19 





represent certain professional workers and 
organisations who have been recorded under 
more than one individual. The information is 
summarised on Table HI for the 9 adults in 
generations II and III, and the 19 children sur- 
viving beyond infancy in generation III. Those 
termed ‘Helpers’ on Table III are the total 
numbers of different social workers, volunteer 
helpers, doctors and other professional workers 
for each individual family member. ‘Institutions’ 
represent both hospital and other institutional 
admissions. The 9 adults in Table ITI listed as 
‘Socially dependent’ had, or have, pronounced 
characteristics of young children in their 
emotional development. 


3. Summarized Maltreatment Findings 
(See Fig I and Tables I and IV) 


Both subjects in generation I came from 
problem families. As children, the five indi- 
viduals in generation II who survived beyond 
infancy were subjected to the three main types 
of child maltreatment (assaults, neglect, and 
sexual exploitation) over long periods of time, 
from infancy onwards. 

In generation III, five children died in 
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infancy, at least one in highly suspicious cir- 
cumstances. Nineteen individuals in III were 
children at the time of writing. Four more (IIT 
nos. 3-6) who are now young adults, suffered 
much maltreatment under the age of sixteen 
years. These 23 are considered in Table IV. 
Table IV gives a summary of the total numbers 
of child victims in generation III, as opposed to 
Table I which lists the maltreatment episodes. 

The main types of maltreatment were as 
follows: 

Assaults include beatings, bruisings, head and 
facial injuries, throwing babies and toddlers, 
burns, scalds, bites, dragging by hair and skull 
fracture. 

Sexual assaults include buggery (of boys) 
masterbatory activities and intercourse with 
girls, and organising children of different ages 
in group sexual activities, invariably with the 
passive compliance of the mothers. The mothers 
supported their partners, not their children, in 
any police or legal hearings. 

Neglect includes professional intervention to 
protect young children on account of under- 
feeding, being left on their own (including 
overnight), exposure to cold or unnecessary 
hazards, psychological deprivation, denial of 


Tase IV 


Numbers of individuals maltreated as children in generation 
IH. There were 23 individuals considered, those surviving 





beyond the age of 6 months 
Assaults or sexual abuse 
Children not known to have been assaulted 4 
Children only known to have suffered on 1-4 
occasions 6 


Children known to have suffered on 5-25 occasions 13 


Habitual pattern of care 17 
Neglect 
Children not known to have been neglected 3 
Children only known to have been neglected on 
1-4 occasions 3 
Children known to have been neglected on 5-50 
occasions 17 
Habitual pattern of care 19 
Other unkind rearing practices 
Abandoned or totally rejected children 9 
Children habitually und ed and/or ejected 





from the home 
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essential medical care, and overall failure in all 
aspects of basic rearing. 

Other rearing failures include preventing school- 
ing; capricious or irresponsible demands for the 
children to be taken into, or removed from care; 
sabotaging of fostering or adoption arrange- 
ments; giving the children away; (sometimes to 
child molesters); no letters/visits when children 
were temporarily in care; long term incrimin- 
ation of older sibs for red hot poker burns and 
other injuries suffered by younger sibs but known 
to have been caused by (other) parent, aunt or 
cohabitees; children left in care of adults be- 
having violently. 

II nos. 27 and 28 are the only two surviving 
children in generation HI who were not 
habitually maltreated or neglected in their own 
home. These 2 children of II 7 had been inten- 
tionally separated from the rest of the family by 
their mother. She had applied some rigid 
punishments as a defence against the practices 
of her husband’s family—for instance, putting 
soap into their mouths for swearing, etc. 

In generation IV none of the three children 
remain with a parent. IV 1 was abandoned, 
TV 2 was repeatedly abandoned and IV 3 was 
given away. 

In this kindred the maltreatment dates either 
from babyhood (neglect) or toddlerhood 
(neglect and assaults) in all generations. 


4. Cohabitees and Associates 

The female adults generally practised prosti- 
tution which graded into transient (sexual) 
association. For instance, a man could spend 
weeks or months in the home whilst the prin- 
cipal cohabitee or husband was in gaol. Tran- 
sient associations could merge in turn into 
cohabitation or marriage. Only the marriage 
in generation I lasted for more than 15 years, 
and most of the 10 marriages in generations II 
and III only lasted for a few months. The 
complex pattern of shifting associations and 
alliances sometimes resulted in two brothers 
(outsiders) sharing one woman of the family, 
or two women sharing one outsider. This 
family lived in close proximity to, and in close 
association with, other problem families. Prison- 
ers on the run came to their homes. 

The ensuing lines in this section are applicable 


only to outside adults living with adult family 
members and sexually associating with them for 
more than 3 months (direct cohabitation), or 
living with the family member for more than 3 
months whilst mating with their partners, and 
caretaking for children in generations IIT and 
IV. 

In generation II the wife of II 3 had a long- 
standing lodger and lover with whom she co- 
habited and eventually married. This lodger 
fathered no children but the children III nos. 
5-7 lived in his home for much of their child- 
hood. 

II 4 had 6 cohabitees, one of whom became 
her husband for a few months (no legitimate 
children), She also had sexual cohabitation with 
her father I 1. H 5 had 9 cohabitees and four 
of these married her for a few months (no 
legitimate children). II 5 also shared two of her 
cohabitees with another young (childless) 
prostitute at times, living together in complex 
arrangements. IT 5 gave some of her children to 
this young prostitute and to cohabitees who 
had shifted their allegiances. This woman was 
associated with four other local battering 
families, three of which families had care of 
certain of the children of II 4 and of her sister 
II 5 for months, 

II 6, after cohabitation and prostitution, 
married one of the cohabitees of II 5. 

III 3 had a short marriage with the father of 
her child (IV 1) before cohabiting with and 
marrying the cohabitee of her sister III 4. 
HI 4 had two children by cohabitees, but 
practised such reckless prostitution that pater- 
nities could only“ be guessed at. These were not 
relaxed, idyllic arrangements. There was some- 
times communal friendliness, but deceit, 
hostility and resentment often surfaced. Super- 
ficial friendship between the adults gave way to 
violence, misery, cruelty, callous incriminations 
and suicidal attempts. 

There were 9 (mostly young) adults in 
generations II and III. II 7 has a normal mar- 
riage. II nos. 5 and 6 have been continuously 
in penal institutions since becoming adults. 
The wife of II 3 and the remaining 5 adult fe- 
males in generations II and III had 18 
cohabitees (some cohabitees shared 2 or more 
family members) who cared for children of 
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these 6 women. Their characteristics are as 
follows :—-Fourteen or fifteen of the eighteen had 
criminal records, twelve having been gaoled. 
Petty criminality, ‘nuisance’ crimes or recividism 
were common, but the crimes also included 
violent rapes using weapons, buggery and 
assaults on children, and arson. Two more had 
convictions for sexual intercourse with under- 
age girls, so only one or two of the eighteen had 
a clean record, 

Most cohabitees were of dull normal or 
normal intelligence; about 3 were in the 
borderline subnormal range. All were more 
intelligent than the family members they were 
living with. 

Many agencies were involved in supporting 
these cohabitees. At least 13 of the 18 had multi- 
agency support in their own right. We examined 
the multiagency involvement for the 6 prin- 
cipal cohabitees (involved for more than 3 
years with family members). Each had more 
support than the support received by the 
average family member as illustrated by Table 
Il. For instance, these 6 between them had 25 
prison sentences and about 60 court ap- 
pearances, and were helped by more than 30 
probation officers. Four were prone to suicidal 
attempts. None were involved with fewer than 
10 supportive agencies or had less than 25 
‘helpers’ (social workers, psychiatrists etc.), 
Five other battering families either lived with, 
or were closely associated with (providing care 
of children in generations III and IV) this 
family. One of these has been described in detail 
elsewhere (Oliver and Taylor 1971). 

Unofficial and furtive private fostering 
arrangements had been made by family mem- 
bers for their children. Twelve of the children 
in generations III and IV had either been 
given away to, or put for intervals in the sole 
care of, other abusive adults unrelated to family 
members. These adults either had records of 
child abuse or sexual assaults on children, or a 
history of maltreating other children who had 
previously been taken out of their care. 


*Note. This kindred has not been described before. 
Nevertheless, most ensuing points are equally applicable 
to certain other local families described in previous 
publications (refs. Oliver and Taylor, 1971; Oliver and 
Cox, 1973; Oliver et al, 1974). 
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5. Clinical and Social Characteristics of the 
Kindred* Over Four Generations 
(a) Child care and family planning 

The children in this and other problem 
families suffered semi-concealed active mal- 
treatment as well as neglect and inept rearing. 
The caring agencies underestimated this for 
many reasons :— : 

The children were seldom seen by a paedia- 
trician or casualty officer following the beatings, 
bitings, burns, etc. They were often not seen by 
any doctor. In every branch of this kindred, as 
in other local comparable kindreds, there were 
some, or many, accounts of non-cooperation in 
clinic and other attendances. 

The classical ‘battered baby’ did not occur 
so much as the ‘bashed’ young child. The pas- 
sionate, resentful furore resulting in violent 
shaking or hitting of a 1-18 month old was un- 
likely because the dull young mothers welcomed 
the aura of child birth and the associated 
attention. They derived pleasure from the birth 
and baby at a basic instinctual level (this did 
not ensure protective love for the babies, who 
were usually dirty, smelly and neglected). 
Wanting babies did not mean wanting toddlers, 
who must rear themselves or be hit or hurt by 
whoever was around. Thus, fractures at dif- 
ferent ages and other stigmata of ‘battering’ 
were less common than references to surface 
injuries and assaults, 

Chaos reigned. Accidental injuries merged 
into wilful neglect of the child’s safety. If an 
elder sib fractured the skull of his pre-school 
sister, a terrified toddler was frightened into a 
fall downstairs, or a transient cohabitee angrily 
bruised a hyperactive four-year-old, the mother 
was not incriminated. The same children could 
then suffer further beatings by an aunt and her 
cohabitee, in their home, or at the first address, 
and so on. 

Collating such information was emotionally 
exhausting, time consuming and unrewarding. 
Much was concealed or unknown. Known or 
suspected instances of maltreatment were underplayed, 
or softened and attenuated in the records (if recorded 
at all). 

The maltreated children at times clung to, 
or seemed to need, their parents, as a biological 
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adaptation. Professional people interpreted this 
(‘False Love’) phenomenon wrongly (Oliver 
1977), and consequently undervalued any 
maltreatment information. 

Children died frequently in this family and in 
other problem families with which we have been 
concerned. 

The existence of eertain children in these 
families was denied or overlooked. In this 
kindred, this applied particularly to certain of 
the children of I nos. | and 2, and II nos. 3, 4 
and 5. However fat the files, curious persistent 
omissions of certain individual dead, adopted, 
fostered children, or children in care, children 
of unhappy liaisons, etc., occurred in the reports 
and summaries, II no. 5 even outmanoeuvred 
the (usually very efficient) obstetric records. 
For each name or address the naive professional 
exhaustively reported only the lives of those of 
her children whom he knew about. Facts as 
‘hard’ as the very existence of a child were 
regularly unknown or omitted. The same 
applied more forcefully to the hidden depots of 
maltreatment information. 

Most of the children in generations II and ITI 
were soiling or wetting anywhere in the house, 
day and night, well into their schooldays. Noise 
was pervasive, ‘.. . house awful . . . dogs and 
children jumping around . . . food everywhere 
. . . furious quarrels . . . T screaming con- 
tinuously’. The adults could not comprehend 
instilling social control into their children by 
example or by warm human interactions (facial 
signalling, vocal inflexions and intonations, 
explanations, guidance, etc.). They used noise 
and threats, then fear, force and pain. Their 
dirty, neglected youngsters, as impulsive as 
their parents, competed and whined and wet 
and soiled. They tormented each other, never 
calm or still except in illness or depressed apathy. 

A special feature was the progression to 
incest and paedophilia, and sometimes buggery, 
following toiletry. Excretory and sexual func- 
tions became mixed in the bathrooms and 
lavatories, between adults and children, as the 
taboos crumbled. 

Children removed from the setting of this 
family (or from comparable families) to a loving 
setting early in their lives stood a better chance 
of being normal and healthy rather than existing 


as hyperactive, behaviour-disordered, backward 
or uncontrollable misfits. 

Sadly, there was a curious propensity for the 
children to be farmed out to unsuitable and un- 
savoury relatives, neighbours and foster parents, 
whose own maternal or caring drives were weak, 
perverted or deviant. Such children fared very 
badly. 

` Almost without exception, the mothers in all 
branches of this family were at any time pre- 
pared to put the slight or imagined interests of 
their cohabitees or themselves, before the 
essential interests of their children. The pro- 
tective maternal drive failed to compete with 
the mothers’ need te be loved by anyone (includ- 
ing their own children). Sex drive, sentiment- 
ality, social needs, and a host of other pressures 
also easily ousted the demands of practical 
parental care. 

For four or more generations, Diocesan 
Associations, NSPCC, Children’s Departments, 
Child and Family Psychiatry Services, Social 
Work Departments, Probation Departments and 
other agencies, all used supportive techniques 
skilfully, conscientiously and with endless kind- 
ness and patience, Each started anew, and 
failed in the same way as its predecessor. In 
generations III and IV, teachers have been 
contributing to supportive social case work, 
having not been involved previously. For each 
generation, more agencies than the earlier one 
have been drawn in to help. ‘So much kindness 
and goodwill has been squandered and wasted’. 
(comment by health visitor). This family, and 
comparable local families, demonstrate that 
family casework is a futile, harmful and un- 
ethical exercise unless the wellbeing of the 
children (especially throughout their maximum 
(postnatal) brain growth spurt) is the 
paramount consideration. 

We do not suggest that genetic predispositions 
were unimportant in the cycle of deprivation, 
but rather that the genetic vulnerabilities were 
exposed by adverse environments from con- 
ception onwards. (Compare Rutter 1972). 
Adverse circumstances include poor antenatal 
care due to maternal non-cooperation, but also 
rearing failures such as neglect, ineptitude, 
violence, emotional, sexual or practical ex- 
ploitation of young children by their parents 
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and parents’ cohabitees. Intervention on behalf 
of such children usually came too late, was too 
fragmented, or too easily sabotaged to ensure 
loving, competent early rearing for them. 

_ Rapid unspaced births were general, but 
limited by miscarriages, stillbirths and ill- 
health. Contraception, sterilisation, antenatal 
or postnatal care, or any, attempts at family 
planning, were bedevilled by the same problems 
as affected other areas of the lives of family 
members. Impulsiveness shattered any reso- 
lutions. Ambivalence undermined plans. In- 
stinctual pleasure in the warm aura of child- 
birth outweighed rearing. obligations. Anti- 
authority attitudes, and evasiveness prevented 
practical help. Resentful or furious sabotaging of 
contraceptive efforts by antisocial husbands and 
cohabitees occurred. This may have been related 
to their own anti-authority attitudes, suspicion, 
pride; or occasionally to philoprogenitive urges. 

There was, over four generations, an asso- 
ciation between subnormality, and sociopathy 
or criminality. This occurred both within each 
family, and in the cohabiting or mating of a 
subnormal spouse and antisocial partner. Thus 
women with an IQ of 60 were exploited and 
worsened in their capacities by sociopathic or 
vicious. males. Their limited rearing abilities 
were distorted or further impaired. Help for 
them was subverted. They produced more 
children and such children were less loved than 
if their men were trustworthy. 

This ‘observation may partly explain the 
extreme differences between, on the one hand, 
ourselves and others who find a strong asso- 
ciation between child maltreatment and sub- 
normal parents (Sheridan 1956, Smith and 
Noble 1973, Oliver et al 1974; Blackie et al, 
1975; Berry and Shapiro, 1975; Hession, 1976 
etc.) and, on the other, the rather optimistic 
comments about the consequences of the rights 
of the mentally handicapped to sex and mar- 
riage (Craft 1975). The subnormal couple may 
be receptive to family planning advice. A sub- 
normal girl and her Borstal boy usually are not. 
It seems improbable that pure mental handicap 
(as in IT nos, 3-5) would persist for four gener- 
ations without the injection of healthier genes 
from other sources, even those from the most 
criminal elements. 
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(b) General characteristics 


Classical problem families (Jukes, Kallikaks, 
etc.) as described before the second world war 
(Dugdale, 1877; Davenport, 1911; Goddard, 
1912; Estabrook, 1916; Lidbetter, 1933; And- 
rop, 1935) share fundamental characteristics 
with this kindred. A nucleus for a wide variety 
of psychiatric and social problems is described. 
There was much mental handicap, but also 
much psychiatric and physical ill-health. Faulty 
and damaging systems of behaviour were repli- 
cated one generation after another. Wright and 
Lunn (1971) in Sheffield shewed that 120 
problem families produce at least 240 families 
requiring extensive help in the next generation. 
Furthermore, 20 per cent of the second gener- 
ation families were already involved with the 
NSPCC and Children’s Department, even in 
the earliest stages of rearing their first children. 
Detailed study of this particular kindred demon- 
strates how this pattern operates, but also gives 
hints as to how the cycle is curtailed (e.g. by 
early deaths). 


Although members. of these families tended to 
specialise in certain medical or social agencies, 
over 4 generations the police were the agency 
most consistently involved (petty frauds, meter 
breaking, other charges, disputes, locality com- 
plaints, recovering absconders, warnings, etc.). 
The futility of professional effort could be 
measured by the degree of multiagency in- 
volvement, institutional placements, the number 
of assessments, and. most sadly, the neglected, 
disturbed children whom everybody knew would 
perpetuate the problems in the next generation. 
The brighter members of these families resented, 
exploited and subverted professional help. For 
the duller members, such support alleviated 
distress to adults at the expense of their children. 
The welfare state does not protect children in 
families such as these. 


Assortative matings occurred between mem- 
bers of this kindred and comparable people 
from outside, especially criminals. Cohabitees 
and spouses, although /ess dull, had more multi- 
agency support than family members. Inter- 
connection with other local families exhibiting 
similar difficulties was. common (compare 
Paterson and Inglis 1976). One kindred des- 
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cribed previously (Oliver and Taylor, 1971), 
although not sharing blood relatives with this 
kindred was at times closely associated with 
them by cohabitation, sexual cohabitation and 
in the caretaking of children. 

Authority was resented and attempts were 
often made to conceal names, addresses and 
relationships. Free mgney and goods were given 
to this family for four generations. Sometimes 
fouled mattresses and clothes were being des- 
troyed or lost after each usage, so fast were fresh 
ones coming in. Sometimes the gifts were 
regularly sold. 

Throughout the four generations the most 
puzzling pattern was that antisocial behaviour 
elicited more help than did helplessness. 
The resentful ex-prisoner had very much more 
time and effort from professionals and volun- 
teers than his maltreated children. The delin- 
quent mother was helped more than the passive 
subnormal mother. Plausibility seemed an 
effective means of using the wider society. 

Avoidance was a persistent feature in a 
variety of forms. Repeated abscondings from 
their own homes and from institutions, ‘moon- 
light flits’, premature discharges from hospital 
against medical advice, and dozens of abbrevia- 
ted notes representing failure to attend clinics, 
*‘DNA’s, DNS’s, FTA’s’, etc. Most crucially 
this behaviour prevented antenatal care, the 
woman often appearing for the first time in a 
pregnancy in labour, despite free transport and 
willing escorts. 

Gratification of needs of the adults was never 
delayed by personal control, only by outside 
circumstances. Petty crimes, such as meter 
breaking or shoplifting; feudings and fights; 
no car insurance or TV licences; crises around 
money, sex and food; all followed from the 
impulsiveness. ‘Rules were ignored. Discomfort 
was ignored. Long term consequences of actions 
were ignored. Education was distrusted’. 
(Tonge et al, 1975). 

Despite the pessimistic findings, it is difficult 
yet possible to intervene to protect the interests 
of the children of the immediate problem 
family, even if there is not blatant battering 
(Oliver, 1978). Undue pessimism about the 
efficacy of family planning (to help existing 
children and their parents, and reduce the prob- 


lem in the next generation) is not justified 
(Oliver, 1975). 
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Psychiatric Aspects of Sterilization: A Prospective Survey 


By ANNE H. W. SMITH 


SUMMARY Patients consecutively referred for sterilization were 
examined at the time of referral, two months and one year after 
operation. 

Twenty-five per cent of the sample were identified as psychiatric cases 
at the time of referral, and rates of disturbance were even higher in 
some subgroups of women. The rate of disturbance fell in all these 
groups by one year after operation. 

New psychiatric disturbance following sterilization was similar in 
amount to that found in the community and was not related to any 
groups of women said in the literature to be at risk apart from those 
divorced or separated at the time of referral. 

Many experienced improvement in their marital and sexual relation- 


ships and only 3 per cent expressed feelings of regret. 


Female sterilization is becoming an in- 
creasingly acceptable method of contraception 
in Britain. Retrospective reports in the literature 
have suggested that the procedure may be 
followed by both physical and psychological 
ill-health and general dissatisfaction (Mathis, 
1969; Barglow, 1964). Attempts have been 
made to present profiles of those women un- 
likely to do well, but few are in agreement 
(Schwyhart and Kutner, 1973). Results have 
been further confounded by grouping together 
women having the procedure performed during 
the puerperium (Norris, 1964; Barnes and 
Zusman, 1958) or together with termination of 
pregnancy (Ekblad, 1961). Standardized, re- 
producible data were rarely obtained. 

Any retrospective study of the psychological 
effects of sterilization can at best only assess 
disturbance prior to sterilization in terms of 
overt illness in a psychiatric in-patient or out- 
patient setting, a history of psychotropic 
medication or anecdotal evidence from the 
patients. No account of hidden psychiatric 
morbidity can be taken, which has been esti- 
mated to be as high as 12 per cent in general 
practice attenders (Goldberg et al, 1976). 

The aim of this study has been to examine an 


unselected sample of women at the time of 
referral for sterilization, two months and one 
year after operation, in order to assess their 
mental state and its relationship with a variety 
of personal and social factors. The study was 
undertaken in a city where sterilization has been 
a common procedure for many years and at a 
clinic through which all referrals in the city 
are directed. 


Method 


All women referred to the Gynaecological 
Out-Patient Department, Ninewells Hospital, 
Dundee, were seen when the decision was made 
to put their names on the waiting list for 
sterilization. The patients were asked to 
complete a Questionnaire relating to social 
variables, obstetric and contraceptive history, 
sexual adjustment and marital satisfaction and 
were asked to describe in their own words their 
reasons for wanting the operation. ‘They. were 
screened for psychiatric morbidity using the 60 
item General Health Questionnaire (GHQ) 
(Goldberg, 1972) those having a score of 12 or 
over being considered to suffer from psychiatric 
illness. Those obtaining this high score were 
asked to co-operate in a standardized psychiatric 
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Taste I 
Sample characteristics 





Age 
20-24 years 6% 
25-29 years 34% 
30-34 years 25% 
35-39 years 26% 
40-44 years 9% 
Religion 
R. Catholic 20% 
Church of Scotland 58% 
Episcopalian 12% 
Other 7% 
None 3% 
Contraception 
Pill 55% 
Sheath 20% 
TUCD 9% 
Withdrawal 6% 
8% 
Dutch Cap -5% 
Child death % 
Sexual Satisfaction 
Very satisfying 28% 
Satisfying 48% 
Fairly satisfying 15% 
Unsatisfying 9% 








interview (Goldberg et al, 1970):administered by 
the author. 

Two months and one year after operation all 
women were sent a further General Health 
Questionnaire and a questionnaire relating to 
regret, overall satisfaction, sexual and marital 
satisfaction, The questions relating to overall 
satisfaction and regret were open. Those 
obtaining a high GHQ score on either of these 
occasions were offered an appointment for a 
standardized psychiatric interview. 


Results 


In all, 200 consecutive referrals were ap- 
proached and co-operation was initially 
obtained from 192 (96 per cent) patients. 

The sample characteristics are shown in 
Table I. 


Social Class 
i 5% 
2 15 vo 
3 49% 
4 24% 
5 7 we 
. 
Importance of Religion 
Very important 5% 
Important 25% 
Fairly important 48% 
Not important 26% 
Referring Agency 
Self 68% 
Husband 5% 
GP 17% 
FPC/Hosp. Dr. 9% 
No. of Living Children 
1 13% 
2 53% 
3 23% 
44 1% 
Marriage 
Very happy 48.5% 
Happy 38% 
Fairly happy 13% 
Unhappy 0.5% 
Reasons given ' 


Patients were asked to give their reasons for 
being sterilized and these are shown in Table IT. 








Tase I 
No, of 
cases with 
No. of high score 
Reason given cases on GHQ 
‘Fear’ 5 4 (80%) 
‘Couldn’t cope’ with more 

children 28 13 (46%) 
Improved sex life 10 4 (40%) 
Medical 12 3 (25%) 

Wish to have no more children 
(sole reason) 56 13 (23%) 
Financial/Wish to work 27 5 (18%) 
The ‘pill’ 69 13 (18%) 
Age 25 3 (12%) 





306 


PSYCHIATRIC ASPECTS OF STERILIZATION: A PROSPECTIVE SURVEY 











Taste III 
% High GHQ 
ee Significance 
Score (No.) x? 3°F 
No. of living children: l 36 (9) 
2 26 (28) p = <0.05 
i 3 10 (5) 
4+ 25 (5) 
Sexual Satisfaction: V. Satis. 23 (12) 
Satis. 19 (17) p = <0.05 
F. Satis. 21 (6) 
Unsatis. 63 (10) 
Importance of Religion: V. Imp. 67 (6) 
Imp. 20 (8) p = <0,05 
F. Imp. 19 (18) 
Not Imp. 26 (14) 





The number of reasons expressed varied from 
one to four. Four of the 5 women mentioning 
‘fear’ described it in relation to pregnancy or 
abortion, one simply said ‘less fear’. This small 
group did not include any of those hoping for 
an improved sex life. Of those claiming that 
they ‘couldn’t cepe’ with more children, 3 
hoped for an improved sex life and 3 also 
complained of ‘fear’. 


Initial Assessment 
Psychiatric disturbance 

Of the sample 47 (25 per cent) women had 
scores of 12 or more on the GHQ. They differed 
from the rest only in relation to number of 
living children, sexual satisfaction and import- 
ance of religion. The relation of high GHQ score 
to the reason given for wanting to be sterilized 
is shown in Table IT. 

Forty-one of the 47 (87 per cent) agreed to be 
interviewed. Twenty-four (59 per cent) were 
diagnosed as suffering from depressive neurosis, 
10 (24 per cent) from anxiety neurosis, 6 
(15 per cent) from manic depressive psychosis— 
depressed type, and | as having no psychiatric 
illness. 


Two Months and One Year Assessment 
Co-operation was obtained from 79 per cent 
and 85 per cent of those sterilized at two months 
and one year respectively. 
The results are shown in Table IV. 


Psychiatric disturbance 

Of the 12 women having a score of 12 or 
more on the GHQ at two months, 10 had had a 
high score at initial assessment and all had been 
diagnosed at that time as suffering from 
neurotic illness; none who agreed to be inter- 
viewed (6) had suffered any worsening of their 
symptoms. Four of the 7 new cases agreed to be 
interviewed. All had suffered transient reactions 
to stress unrelated to sterilization and were 
within normal limits at interview. 

The 17 women who had developed new 
psychiatric disturbance at one year follow-up 
did not differ from the 157 co-operating at that 
time with respect to any of the social data 
collected, apart from the 7 who were divorced 
or separated at the time of initial referral, of 
whom 3 were new cases. Two of the 3 women 
who had suffered child death had developed 
high scores. 
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Taste IV 
Two months and one year assessments 
2 months l year 
Co-operation 
Whole group 79% 85% 
Initial high scoring group 72% 78% 
Marriage 
Better 25% 21% 
Worse One woman 1% 
Unchanged 74.5% 78% 
Sexual Satisfaction 
Better 35% 34% 
Worse 5% 8% 
Unchanged 60% 58% 
Regrets One woman 3% 
(Loss of libido) 
Wish to change original decision 0 1 woman 
GHQ Scores 
Proportion with high GHQ 12% 153% 
High score at initial assessment 7% 4% 
New scorer 5% 11% 
TABLE V suffered from neurotic illness: in one there was 
7 ° high no change in symptom scores, the other had 
ane % high improved. Of the 9 new scorers one had no 
initial GHO. psychiatric illness, one had had a transient 
assessment | year emotional disturbance related to her cohabitee’s 
prens sexual aversion to her following the operation 
A oe child 96 2 (which had resolved by the time of interview), 
Unsatisfyine sex life 63 38 one suffered from depressive psychosis, 5 from 
Religion very important 67 43 depressive neurosis and one from anxiety 
i neurosis. The symptoms were mild in all the 
ira gwen 80 0 women suffering from neurotic illness: 5 of 
AA cope. with more them gave a history of receiving psychotropic 
children 46 25 medication from their general practitioners 
Improved sex life 40 12 before referral for sterilization. None felt that 





The proportion of psychiatric disturbance at 
one year in those who had a high incidence of 
disturbance initially is shown in Table V. 

Only 11 of the 24 women with high GHQ 
scores at one year agreed to be interviewed; 
two of the 7 who also had initial high scores and 
9 of the 17 with new scores of 12 or more on the 
GHQ. The two women in the former group 


sterilization was responsible for the exacer- 
bation of symptoms. 


Discussion 


In this sample of 192 women consecutively 
placed on a waiting list for sterilization, 25 per 
cent were identified as psychiatric cases using 
the GHQ at the time of referral: a percentage 
similar to that reported in retrospective studies 
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by Sim (et al 1973) and Black and Sclare (1968). 
This degree of psychiatric disturbance is 
greater than that found in the general popu- 
lation using the same screening method and is 
more comparable to that found in general 
practice attenders (Goldberg et al, 1976). 

The psychiatric status of these women with 
high scores at initial assessment improved 
following sterilization and at follow-up after one 
year only 7 of them still had high scores, 
representing only 4 per cent of the co-operating 
sample. 

It has been suggested in several papers 
(Norris, 1964; Adams, 1964; Parker, 1967) that 
women under 30 years of age do less well than 
older women as far as satisfaction with the 
operation and psychological well-being are 
concerned; and that younger women present 
for reversal of the procedure (Winston, 1977). 
In this sample, in which nearly half of the 
women were under 30 years of age, psychiatric 
disturbance before or at one year after operation 
was unrelated to age. In Winston’s study women 
presenting for reversal were both young and had 
a high incidence of unhappy marriage. The 
latter would seem to be the more relevant factor 
in an unsuccessful outcome. 

A widely accepted guideline is that sterili- 
zation should be approached with caution in 
women with two children or less (Panigua et al, 
1964). In this sample those women with three or 
more living children had significantly less 
disturbance at the time of referral, only 10 per 
cent having. high GHQ scores. The most 
disturbed group of women contained those 25 
patients with only one child, 36 per cent having 
high GHQ scores. By one year after operation 
disturbance in this latter group had fallen to 
12 per cent, that is within the level of the whole 
group: it remained at the same level as initially 
in those with more children. 

By one year after operation some groups had 
disturbance rates higher than that of the whole 
group. These included women who had an 
unsatisfactory sex life, those who felt religion 
was very important to them and those who felt 
they couldn’t cope with more children. In all 
these there had been an improvement in the 
degree of psychiatric disturbance. 

New psychiatric disturbance developed in 
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5 per cent of women at two months and of those 
agreeing to interview none had suffered from 
any symptoms related to sterilization. Thus there 
was no evidence that in the short-term steriliz- 
ation is likely to be implicated in psychiatric 
morbidity. 

At one year 15 per cent of the co-operating 
sample had high GHQ scores, which is similar 
in amount to the rate of disturbance found in the 
random community sample of Goldberg (1976). 
New disturbance was recorded in 11 per cent of 
the co-operating sample and there seems to be 
no way in which this could have been predicted 
at the time of referral, on the basis of the data 
collected here. The only exception to this may 
be the 7 divorced women, 3 of whom developed 
new disturbance though only one of them 
expressed any regret about sterilization: the 
evidence is not conclusive because of the small 
numbers involved. 

Regret was very uncommon, 3 per cent 
expressing some feelings of regret but only one 
woman doubting her original decision. 

That only 46 per cent of women with high 
GHQ scores at one year were prepared to 
co-operate in a psychiatric interview demon- 
strates the difficulty in maintaining a represen- 
tative sample in prospective surveys and limits 
the conclusions which can be drawn from the 
clinical data. In only one case were new 
symptoms known to be related to sterilization. 
Probably therefore most of these women suffered 
symptoms of an affective illness, of which 
sterilization was not a precipitant. 

Benefits described by a large proportion of 
the group were experienced both in the short 
term and over the year after operation, about a 
quarter feeling that their marital relationship 
had improved and a third noting an improve- 
ment in their sex life. 

The present study provides no evidence that 
women who present for sterilization are liable 
except exceptionally to suffer any adverse 
psychological reaction as a result of the pro- 
cedure. Some of the social factors incriminated 
in the literature as bad prognostic indicators are 
associated with high degrees of disturbance at 
the time of referral; but in all these instances 
the amount of disturbance falls by one year 
after the operation. 
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New psychiatric disturbance found a year 
after sterilization is similar in amount to that 
found in a random community survey (Goldberg 
et al, 1976) and is not related to any of the 
groups of women said in the literature to be at 
risk apart from those who were divorced. 

There is no evidence that extra consideration 
at the time of referral for sterilization needs be 
given to any group apart from those who are 
divorced or separated and those younger 
women whose marriages are not stable. Cer- 
tainly there is no evidence to suggest that 
psychiatrists, social workers or others need then 
to be routinely involved. 
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Sexual and Marital Problems in a Psychiatric 
Out-Patient Population 


By MARION SWAN and LEONARD J. WILSON 


SUMMARY The study aimed to identify those patients referred to a 
psychiatric out-patient clinic who had sexual or marital difficulties 
and who could be offered help with these problems, although none of 
the patients had been referred primarily for sexual or marital therapy. 
The methods of assessment formed a series of filtering devices for 
screening the sample, and possible reasons for discrepancies in the 
results are discussed. Twelve per cent of the sample had sexual or 
marital problems and were offered treatment, and it is suggested that 
this proportion may be an underestimate of the ‘true’ frequency of 
such problems in the sample. Implications of this finding for the 
provision of treatment resources in the psychiatric out-patient setting 


are considered. 


The contents of professional journals in 
recent years reflect the increased interest of 
practitioners from a number of disciplines in the 
treatment of sexual dysfunction. Reports of 
therapeutic methods are complemented by 
reports of experience in therapeutic services 
designed specifically for the treatment of sexual 
problems (eg Bancroft and Coles, 1976). In 
establishing a new therapeutic facility, it is 
obviously relevant to estimate the probable 
demand on that facility, but the need for profes- 
sional services to deal with problems of sexual 
dysfunction is very difficult to estimate, prin- 
cipally because the frequency with which sexual 
difficulties occur in the general population is 
not known. 

Delvin (1975) has made the point that it 
would be difficult to obtain any ‘true’ figures 
relating to the prevalence of sexual problems. 
Nevertheless, some figures are provided in the 
literature. Riley (1975) reports on the frequency 
with which sexual difficulties occurred in a 
family practice sample of patients. In the United 
States, Levine and Yost (1976) have assessed 
the frequency of sexual dysfunction in a general 
gynaecological clinic. Masters and Johnson 
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(1970) make what they admit to be an informed 
guess that 50 per cent of all marriages are either 
currently sexually dysfunctional or are immi- 
nently so, but they do comment on the lack of 
significant statistical studies. 

In his survey of sexual behaviour in young 
people, Schofield (1968) noted that 57 per cent 
of the British subjects interviewed reported 
sexual problems of some sort. Sexual satisfaction 
amongst British wives was assessed in part of a 
study by Walker and Chester (1977), although 
any data on sexual dysfunction per se would 
have to be inferred from the results obtained in 
this survey. 

Many factors may contribute to the diffi- 
culties experienced in obtaining objective data 
on the problem. Unlike most physical problems 
and many psychological ones, sexual perfor- 
mance deficits may not be freely admitted; the 
influence of subcultural standards is likely to be 
evident in both the recognition of and admission 
to sexual difficulties. It is well recognised by 
practitioners that sexual dysfunction may not 
occur in isolation from disharmony in a couple’s 
general relationship, and the interaction effects 
have been elaborated by Wilson (1976). 
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Alternatively, because of the reluctance shown 
by many people to openly admit to and request 
help for sexual difficulties, requests for help may 
be ‘disguised’ by complaints of other problems, 
most notably those of a superficial physical 
nature (e.g. the ‘headache’ or ‘bad back’ syn- 
drome with which general practitioners often 
find themselves confronted). Thus, many sexual 
problems may not be presented for help, either 
because they are not identified as problems or 
because social acceptability precludes the 
reporting of them; those which are presented 
may be confused with or partially obscured by 
other relationship problems, or presentation of 
the problem may be effected in a set of symp- 
toms which serve as a ‘disguise’. This last point 
creates additional difficulties in attempts at 
survey, particularly where the raw data are 
records of diagnoses made at the time of the 
initial presentation. 


Method 


Aim of present study : The intention of the authors 
was to assess the need for: sexual/marital 
therapy facilities in an existing clinical popu- 
lation, viz. an adult psychiatric out-patient 
population; this group of patients was chosen 
because of the work setting and usual referral 
sources of the authors, whose clinical practice 
included behaviourally orientated marital 
therapy. It was hoped that from this group those 
patients with sexual and/or marital problems 
could be identified and the chances of making 
help available to them assessed. 

Recognition of the many difficulties en- 
countered in obtaining such information indi- 
cated the need for an approach which did not 
depend on exclusive or obscuring labels, and a 
problem-orientated approach to data gathering 
was adopted, rather than one which relied on 
diagnostic categories. 

Sample: Over a period of six months, succes- 
sive new referrals to a psychiatric out-patient 
clinic were examined; the clinic is in the 
psychiatric unit of a general hospital complex 
in a city in north east England, although the 
catchment population served is drawn from 
both urban and rural areas. In order that 
factors which might contaminate the results 
could be excluded, a series of rigid criteria were 
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set up as follows: to be included in the sample 
to be studied, patients had to be a) married and 
currently living with their spouses b) aged 
between 16 and 65 years c) without any known 
previous history of psychiatric treatment. 

From 349 referrals to the clinic during the 
period of the study, 79 patients fell into the 
categories established and were included in 
the survey. Although this may seem a relatively 
small proportion of the total referrals to the 
clinic, it merely reflects the tightness of the 
criteria for inclusion in the sample to be studied; 
many of the referrals fell above the age cut off 
or were re-referred after a gap in treatment, 
thus being excluded from the sample. The 
intention was to try to identify those patients 
who had sexual and/or marital problems but 
whose age or previous psychiatric history would 
not complicate assessment of the problem— 
ie the problem was a new one in terms of pre- 
sentation to the clinic. 

The resulting group of subjects comprised 63 
females and 16 males. The mean age of the 
group was 36.13 years (SD 11.23). Initial 
screening for possible sexual or marital diffi- 
culties was carried out by means of an estab- 
lished self-report problem-orientated question- 
naire, viz the Mooney Problem Check List— 
Adult Form (Gordon and Mooney, 1950). 
Responses to three sections of this questionnaire, 
the HF (Home and Family), C (Courtship) 
and S (Sex) sections, were examined; these 
sections contain problems which, in terms of 
their face value at least, refer to difficulties with- 
in the respondent’s sexual and marital relation- 
ship. Where a subject checked any problems in 
the HF, C or S categories of the Mooney, he 
or she was asked to complete a second question- 
naire, devised specifically for the purpose of the 
study and directly related to the presence or 
absence of sexual and/or marital difficulties as 
perceived by the respondent (Appendix); 
information obtained from this questionnaire 
was used also in the assessments of suitability for 
treatment, as indicated below. Subjects who 
indicated problems in this second questionnaire 
were interviewed jointly by both authors and 
asked to complete a further questionnaire 
(adapted from Knox, 1971) which requested 
details of the problems reported and informa- 
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tion about the subjects’ marital relationships. 
Suitability for treatment was assessed on the 
basis of the information obtained from the 
second questionnaire, the modified Knox 
questionnaire (which was adapted to seem more 
appropriate to a British population by anglicis- 
ing some of the language), the data derived 
from clinical interview and the presence or 
absence of symptoms indicative of marked 
psychiatric illness; psychiatric diagnosis was 
considered relevant because of the possible 
effects of a disorder (eg florid psychotic dis- 
turbance) on the formulation of the problems 
identified or co-operation in the treatment 
programme, although the authors have com- 
mented elsewhere (Swan and Wilson, 1978) 
that psychosis need not always represent an 
adequate criterion for exclusion from therapy. 
Physical bases of dysfunction were also excluded 
prior to any attempt at psychological treatment. 


Results 


The method of survey, employing question- 
naire data and clinical criteria, may be re- 
garded as a series of screening devices, produc- 
ing sets of successive filters or sieves. Figure | 
illustrates the effects of the first set of sieves. 


Fic. 1 
Ist Sieve 
Referrals to clinic 349 
| 
Exclusion criteria 
4 
Sample 79 
Exclusions from sample 
Problem-orientated sample 69 
Patients reporting problems 
on Mooney 50 


Seventy-nine subjects met the criteria for in- 
clusion, but 10 had to be excluded prior to 
administration of the Mooney Problem Check 
List; 3 refused to participate in the study, 4 
were unable to complete the questionnaire 
(illiterate) and 3 were so actively psychiatrically 
disturbed as to prevent them from participating 
in the assessment procedures at that time. 

Of the 69 subjects who completed the Mooney 
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Problem Check List, 50 (72.5 per cent) indi- 
cated problems in one or more of the three 
categories HF, C and S. These subjects were 
asked to complete the second questionnaire, 
and the results of this filtering device are illus- 
trated in Figure 2. 


Fic. 2 
2nd Sieve 
Mooney Problem Check List 50 


Second Questionnaire 
| 


Y 
Patients reporting sexual/marital problems 17 
| 
Request for help 


Patients wanting treatment 14 


Only a relatively small number of the 
patients identified for further screening by the 
Mooney actually admitted in the second 
questionnaire that they had sexual or marital 
difficulties (34 per cent). Three of these, how- 
ever, said that they would not want help if it 
were to be offered; two said that their partners 
would not co-operate in treatment, as they did 
not agree that the problem existed, while the 
third said she felt she ought to be capable of 
resolving the difficulties without professional 
help. 


Fie. 3 
3rd Sieve 
Patients requesting help l4 


Second Questionnaire 
Knox Questionnaire 
Clinical interview 


} 
i 





| 
Suitable for treatment Unsuitable for treatment 
8 6 


Figure 3 indicates that, of those 14 patients 
who asked for help, only 8 (7 females and 1 
male) were considered suitable at that point 
for sexual and/or marital therapy after question- 
naire and clinical interview data had been 
reviewed and provisional psychiatric diagnosis 
and current clinical state in each case were 
taken into account. Reasons for rejection or 
postponement of treatment in the other 6 
patients were mostly related to active psych- 
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iatric illness—-eg provisional diagnoses of psych- 
otic depression and schizophrenia, with these 
illnesses being regarded as of primary impor- 
tance in terms of treatment. The problems of the 
patients offered treatment ranged from vaginis- 
mus and loss of potency to the need for advice 
and help with contraception. 

The progressive filtering effect of the assess- 
ment procedures produced a group of patients, 
with sexual or marital problems and to whom 
help could be offered, which represented 11.6 per 
cent of the sample drawn from the referrals to 
the psychiatric out-patient clinic and asked to 
complete the assessment devices. 


Discussion 


The results obtained from the initial screening 
questionnaire (Mooney) show a much larger 
number of patients apparently having sexual 
and/or marital problems than that identified 
by the second questionnaire. This discrepancy 
is perhaps not too surprising with respect to the 
HF (Home and Family) category in the Mooney, 
as it includes items relevant to the extended 
family rather than merely the subject’s spouse; 
the second questionnaire used in the study was 
clearly specific to problems within the relation- 
ship between husband and wife. However, one 
might have expected a closer correspondence 
than was observed between the noted presence 
of problems in the C (Courtship) and particu- 
larly S (Sex) categories in the Mooney and a 
positive response to question | of the second 
questionnaire. A number of possible reasons may 
be suggested as explanations of this discrepancy. 
First, if the Mooney is assumed to be reliable, 
the failure of the second questionnaire to 
identify the same group of patients as having 
sexual and/or marital problems may be a 
function of the subject’s perceptions of them- 
selves; perhaps admitting to marriage-related 
problems in a check list does not necessarily 
imply categorisation of oneself as having a 
sexual or marital problem. A second possibility 
is quite simply that the directness of the second 
questionnaire was excessively threatening to 
many subjects. Thirdly, the Mooney may tap 
environmental aspects which ‘worry’ people, 
but not necessarily those features of their life 
situations which they would want to classify as 
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‘problems’, particularly in a clinical setting 
which is obviously orientated towards diagnos- 
tic classification. Finally, the discrepancy. may 
reflect the emphasis placed on prominence of 
problems; some subjects may have regarded 
the problems listed in the Mooney as subsidiary 
to or results of their ‘major’ problems, e.g. depres- 
sion, for which they were primarily referred. 

Nevertheless, unreliability in either question- 
naire seems likely to have underestimated rather 
than overestimated the frequency of sexual or 
marital difficulties in the population sampled. 
Even with the limitations of the measures 
employed, over eleven per cent of the psychiatric 
out-patient sample studied had sexual or marital 
problems, for the treatment of which they were 
not primarily referred and with which they 
could be offered help. This finding has impli- 
cations for therapeutic resources: although it 
would be unwise to suggest that the sample in 
this study could be considered as representative 
of the population nationally, it is evident that 
treatment facilities for sexual and marital 
problems should be available in a psychiatric 
out-patient clinic. ; 


APPENDIX 
Problem-oriented questionnaire 


You have already been kind enough to complete 
the questionnaire which forms the first part of a 
research project concerned with the personal prob- 
lems which people often face. It would be helpful if 
you could now answer the following questions, 
giving more details about specific types of problems 
sometimes experienced by people. Thank you. 


1. Do you feel you have a marital or sexual prob- 
lem? YES/NO 
If the answer to question | is YES, please go on 
to answer the questions below; if you answer NO 
to question 1, there is no need for you to answer 
any of the other questions in this list. 


2. If you have a marital or sexual problem, would 
you like help in trying to deal with it, if help 
could be made available? YES/NO 


3. Does the problem you have within your mar- 
riage cause you concern about the future of your 
marriage? YES/NO 
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4. If you would like help, please describe briefly the 
particular areas of difficulty with which you 
fee] help would be useful. 








5. Have you discussed these difficulties with your 
husband or wife? ° YES/NO 


6. Does your husband or wife agree that the same 
problems exist within your marriage? YES/NO 


7. Do you feel that your partner would co-operate 
in any programme of treatment which might be 
offeréd ? YES/NO 


“8. If the answer to question 7 is NO, why do you 
think this is so? Please indicate reasons briefly. 








9. Have you ever sought help with these problems 


before? YES/NO 

If yes, have you 

(a) discussed the problem with your family 

doctor YES/NO 

(b) received help from psychiatric services 
YES/NO 

(c) consulted a marriage guidance counsellor 
YES/NO 


(d) discussed the problem with your parish 
priest or other religious advisor YES/NO 


(e) discussed’ the problem with any other 
agency or people—please specify :— 
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10. If you have sought help before, what was the 
outcome ? Please describe briefly. 
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Sheltered Accommodation in the Community Mental Health 
Service in the 13th Arrondissement of Paris 


By JONATHAN CHICK 


SUMMARY The well-developed community psychiatric services in the 
13th Arrondissement use a large number of places in sheltered accom- 
modation. Reasons for this are explored. It may be that there are areas 
in the U.K. where the need for such accommodation is greater than the 
Department of Health and Social Security has estimated. 


The Department of Health and Social 
Security has reaffirmed its belief in community 
orientated care—‘We believe that the failures 
and problems are at the margins and that the 
basic concept remains valid’ (DHSS, 1975). 
One of the ‘problems at the margins’ to which 
critics have drawn attention is the provision of 
sheltered accommodation outside hospital 
(Fottrell and Majumder, 1975; British Medical 
Journal, 1974). The Department recognises 
deficiencies in this area and has attempted the 
difficult task of offering guidelines for the 
organization of services (DHSS, 1975; Broth- 
wood, 1973). The figure recommended for 
places in sheltered accommodation was 19 per 
100,000 population for an area of ‘low need’ 
and 30 per 100,000 population for an area of 
‘high need’, 

Fottrell and Majumder (1975), Mann and 
Cree (1976) and Christie Brown et al (1977) 
estimated the unmet need for facilities amongst 
long-stay patients, including sheltered accom- 
modation such as hostels and supervised 
lodgings. The survey by Christie Brown et al 
referred to a population from a geographically 
defined area, i.e. those long-stay patients whose 
addresses were given as Camden, London. Of 
those under retirement age, 100 were felt to 
need sheltered accommodation of some des- 
cription. The catchment population was 205,000 
and hence the unmet need for sheltered accom- 
modation at that point was 49 places per 
100,000. To obtain an estimate of the ‘total 
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requirement’ for sheltered accommodation for 
this district, we may add the number of places 
in such accommodation already occupied at 
that time by Camden residents under retirement 
age. This was about 6 per 100,000 (Ebringer, 
1977), bringing the ‘total requirement’ to 55 per 
100,000. 

This was an estimate based on assessment 
procedures which had not been validated 
against outcome at follow-up. A patient who 
gave a convincing description of how he would 
look after himself if, for example, he lived in a 
half-way house, might have been faced with 
difficulties he had not anticipated. Nevertheless, 
the estimate is nearly double that of the figure 
suggested by the DHSS, even for an area of high 
need. 

It is therefore of interest to comment on an 
existing community psychiatry service which 
operates with as many as 68 places in sheltered 
accommodation per 100,000 population, the 
Association de Santé Mentale in the 13th Arron- 
dissement in Paris. 


Community Services in the 
13th Arrondissement, Paris 


The Association de Santé Mentale in the 13th 
Arrondissement provides an example which is 
unique in Europe of the evolution of a com- 
prehensive sector psychiatry service. Its be- 
ginnings in 1954 in a side street clinic for 
alcoholics and its development into the 1960s 
have been described previously (Chick, 1967). 
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The project was unencumbered by existing 
facilities, being independent of the large 
asylums which hitherto served the area. 

-The catchment population is 164,000. The 
active members of, the population are chiefly 
manual and skilled manual workers, there being 
several heavy industries in the area. 

Comparisons throyghout this paper will be 
made with two English districts: the Camber- 
well district of London, and Salford, Manchester. 
Camberwell and Salford are largely working 
class areas in conurbations for which data on 
in-patient and out-patient: psychiatric services 
bappen to be available (Wing and Fryers, 
1976). 

The population of the 13th Arrondissement by 
age and sex groupings as a percentage of the 
total population is as follows: age 0-14: males 
8 per cent, females 7 per cent; age 15-64: 
males 35 per cent, females 36 per cent; age 65 


and over: males 5 per cent, females 9 per cent, 


(1976 census). Camberwell and Salford resemble 
each other in the age-structure of their popu- 
lations and differ from the 13th Arrondissement 
only in that they have a slightly greater per- 
centage of their population who are age 0-14 
(11 per cent and 12 per cent respectively) and a 
slightly lower percentage in the age-group 
15-64 (32 per cent and 31 per cent respectively). 

Two indices available for inception of adult 
psychiatric illness yield the same rates for the 
13th Arrondissement (1973) and for Salford 
(1974): annual new contact rate 10 per 1,000 
total population; annual first admission rate 
0.77 per 1,000 total population. In Camberwell 
both rates are higher: 16 per 1,000 total 
population and 1.43 per 1,000 total population 
respectively. 

For Camberwell and Salford, the figures 
represent new cases appearing on a case 
register and this includes referrals at casualty 
departments and general hospital wards as well 
as psychiatric in-patients and out-patients. The 
rate for the 13th Arrondissement only represents 
new in-patients and new out-patient contacts of 
the Association itself. It does not include ‘a 
number, probably small, of emergency contacts 
to the 24-hour service at a‘psychiatric hospital in 
the neighbouring Arrondissement or ward 
consultations made at local general hospitals. ifs 
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Figs. 1 and 2 compare the age-structure of the 
client population of the three services. The 
apparently higher contact rate for young 
females in Camberwell and Salford may be 
Partially due to the jnclusion of parasuicide: 
‘cases who, in the 13th Arrondissement, only 


appear as new psychiatric contacts if they 


attend a subsequent out-patient appointment of 
the Association or are transferred there from the 


“general hospital. 


Unfortunately, the diagnostic system used in 
the 13th Arrondissement (INSERM, 1968) and 
the International Classification of Diseases used 
in Wing, and Fryers (1976) differ widely, 
especially in their categorization of manic- 
depressive illness and schizophrenia, This makes 
comparison of diagnostic groups of little value, 
except when very broad groupings are used. 

Psychiatric services in Paris have been 
sectorized since the end of the 1960s and today 
the only non-private provision of services for the 
13th Arrondissément is that of the Association. 
During the process of sectorization, between 

4,000 
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1 Annual case load refers to total of new psychiatric 
contacts in the year stated plus the cases in psychiatric 
care on the relevant census day, that is the Jlst Dec- 
ember of the preceding year. _ 
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Fic 2.—Annual case load? Camberwell and Salford (1972) 
and 13th arrondissement (1976): Females (Age/sex specific 
rates per 100,000 population). 


1 See footnote to Fig 1. 


1969 and 1973, all patients belonging to the 
13th Arrondissement (620). hospitalized in the 
asylums which hitherto served the area had 
their care transferred to the Association. 

The services in the 13th Arrondissement are 
structured round an out-patient centre in the 
heart of the area, though the Association has a 
newly built hospital, providing one bed per 
1,000 total population, sited on the outskirts of 
Paris. Most of the staff have been specially 
recruited and trained in the practice of what has 
become known as community psychiatry; 
rehabilitation facilities are extensive and varied 
and there is a team devoted to intensive domi- 
ciliary nursing and family support. Despite the 
considerable investment in community care, 
new long-stay patients are accumulating in the 
Arrondissement as elsewhere, though at a rela- 
tively low rate. For example, on 31.12.74 the 
number of patients in hospital who had been in- 
patients for more than one year but less than five 
years (excluding those with a diagnosis of demen- 
tia or mental retardation) was equivalent to 18 
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per 100,000 total population. The corresponding 
figure for Salford on that date was 35/100,000 
and for Camberwell, 31/100,000 (Wing and 
Fryers, 1976). The figure for new long-stay 
beds for the under 65s suggested by the DHSS 
in its guidelines is close to the figures for the 
13th, i.e. 17 beds per 100,000 population. 

Sheltered accommodation in the 13th 
Arrondissement evolved gradually over ten years. 
By 1976, the total provision consisted of— 
a 36-bed facility aiming at short and medium- 
stay rehabilitation and a 23-bed longer stay 
hostel, both with 24-hour nursing provision; 
a long-term hostel with less nursing presence 
(27 beds); and 25 places in private lodgings 
(‘family placement’) supervised by community 
nurses. 

The broad diagnostic categories into which 
residents fall are as follows: Functional psy- 
chosis, 55 per cent; neurosis, non-psychotic 
depression and personality disorders, 25 per 
cent; dementia, 4 per cent; subnormality, 
9 per cent; other, 6 per cent. (patients admitted 
to sheltered accommodation in 1976 or in 
residence on 1.1.76, n = 194). Apte (1968) 
reported on 1,192 admissions in 1962/63 to 
39 English half-way houses; these admitted a 
slightly lower proportion of people with func- 
tional psychoses (46 per cent) than the sheltered 
accommodation in the 13th Arrondissement 
admits. Thirty-four per cent of these admissions 
were for people with neuroses and personality 
disorders; for other categories, the proportions 
were the same as in the 13th Arrondissement. 
Apte’s use of broad categories avoids some of the 
discrepancies between the French and the ICD 
classifications, but the comparison can only be a 
rough one. 

Thus, a total of 111 places in sheltered 
accommodation in the 13th Arrondissement is 
provided, equivalent to 68/100,000 total popu- 
lation, and higher than the estimated need 
produced from the Camden study. It is prob- 
able, but hard to prove from patient-movement 
statistics, that the development of these places 
has occurred in response to demand, rather 
than simply because of expanding concepts of 
what might be provided. At any rate, in recent 
years occupancy of these places (defined as the 
ratio of total patient-days occupied to total 
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possible patient-days for a given year) has run 
at over 90 per cent at a time when the hospital 
in-patient bed occupancy approached ‘100 per 
cent. There are, of course, numerous possible 
explanations why this service should have 
evolved in this way. Some of these will be 
examined, i 


1. Does the Association use hostel places for groups 
of patients which in the United Kingdom would not be 
so placed—for example, the elderly demented, 
who if requiring sheltered accommodation 
would, in the U.K., often be housed in local 
authority facilities for the elderly; or less distur- 
bed neurotic and personality disordered 
patients? The rough description given above of 
the diagnostic breakdown of residents in 
sheltered accommodation in the 13th Arron- 
dissement suggests, if anything, that these 
diagnoses are less frequent there than in English 
half-way houses. Furthermore, patients diag- 
nosed as demented were not only few in the 
hostels in the 13th Arrondissement, but had a 
shorter average length of stay than the average 
for all residents. Therefore, patients with 
dementia are not, as yet, filling these hostels.. 


2. Is the extensive provision of sheltered accom- 
modation necessitated by a particularly rigorous attempt 
to kesp long-term patients out of hospital? There is 
pressure on in-patient beds (the hospital’s bed 
occupancy runs at over 90 per cent) but despite 
this, new long-stay patients are accumulating in 
hospital (at the rate of 18/100,000 which, as 
already discussed, is similar to the rate suggested 
in the DHSS guidelines on planning psychiatric 
services). It would seem that places in sheltered 
accommodation in the 13th Arrondissement are 
not being substituted for new long-stay beds, but 
are supplementing them. 


3. Is sheltered accommodation used for short and 
medium-stay patients? It is true that the 36-bed 
unit aims to provide a short-stay rehabilitative 
setting and that one-third of its residents in a 
year have the diagnosis of neurosis or personality 
disorder. Mean length of stay is between three 
and four months. However, the other two 
hostels both contain mainly long-term residents 
(staying over one year), though there is a small 
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turnover; the majority of clients in the super- 
vised lodgings are also long-term. Sixty per cent 
of the residents in these last three facilities have 
the diagnosis of functional psychosis. 

Thus, the number of ‘long-stay places’ in 
sheltered accommodation is of the order of 75, 
that is, 46 per 100,000 total population. Some 22 
places per 100,000 population are being used as 
short or medium-stay hostel accommodation. 


4. Is there high need for sheltsred accommodation 
because of special conditions operating in the catchment 
population? It is unlikely that the overall pre- 
valence of mental illness is unusually high for an 
urban area. Overall new contact rate was 
similar to that of Salford and less than that of 
Camberwell. 


It is the present author’s impression that 
sectorization in Paris is at least as complete as 
in these two English districts for which case 
register data are available. Private facilities 
are generally used more in Paris than in 
London or Manchester, but the 13th Arron- 
dissement, like Camberwell and Salford, is a 
predominantly working-class district. Given that 
case registers can only provide an approximate 
estimate of the rate of psychiatric illness in a 
district, it is reasonable to conclude that the 
13th Arrondissement does not have an unusually 
high overall rate. 

Certain demographic characteristics could be 
important. Being single and widowed predicts to 
some extent those patients who acquire long- 
stay status in hospital (Babiker, 1977); hostel 
residents tend to be single and widowed (Apte, 


.1968). Thus, a catchment population containing 


a “large proportion of single, widowed and 
divorced individuals might have an increased 
demand for residential accommodation for the 
mentally ill. The proportion of the population 
who live alone might also relate to the demand 
for sheltered accommodation. Both indices are 
available from census figures. 


The 13th Arrondissement has a higher pro- 
portion ofits adult population who are single, 
widowed or divorced than Southwark (the 
census area including Camberwell) or Salford 
District (the census area including Salford): 
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the proportions are respectively 39 per cent 
(Paris, 1975 census), 24 per cent and 21 per cent 
(English.1971 census). The 13th Arrondissement 
also had a higher proportion of single-person 
households than either Southwark or Salford 
District: 45 per cent as opposed to 38 per cent 
and 35 per cent respectively. It may be, there- 
fore, that the relatively high use of sheltered 
accommodation in the 13th Arrondissement 
reflects social isolation in the population served. 


Discussion 


This has been a comparison not only of 
differing services but also of services in different 
countries; conclusions from comparisons of this 
kind can only be speculative. Despite the 
apparent similarity between community psych- 
iatry as it is conceived and practised in the 
13th Arrondissement and the broad aims set out 
in the DHSS guidelines for England, there may 
well be anomalies in either the patient popu- 
lation served or the services provided of which 
the author, despite personal experience working 
in the Association, is unaware. However, it does 
seem difficult to find an explanation for the 
discrepancy between the magnitude of provision 
of sheltered accommodation which has evolved 
in the 13th Arrondissement (64 per 100,000 total 
population with about 46 per 100,000 total 
population for longer term patients) and the 
figure recommended by the DHSS (30 per 
100,000 total population for an area of ‘high 
need’), This discrepancy is important, since the 
provision which the DHSS recommends for the 
new long-stay in hospital is the same as and not 
larger than the provision which the 13th 
Arrondissement makes. It is possible, of course, 
that the 13th is a ‘very high need area’ by 
virtue of the level of social isolation ‘in its 
population, for example. This is an interesting 
notion since Camden, the area of London in 
which the estimated need for sheltered accom- 
modation approaches that of the apparent need 
in the 13th Arrondissement, also has high rates of 
single, divorced and widowed in the adult 
population (47 per cent) and of single-person 
households (39 per cent) (1971 Census). Tenta- 
tively, it can be suggested that the DHSS 
guidelines may underestimate the need for 
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sheltered accommodation in certain areas— 
possibly those urban areas characterized by a 
high degree of social isolation. 

This paper has said nothing about the 
functions of sheltered accommodation. As Apte 
(1968) warned, increasing the number of 
places in sheltered accommodation without 
continually examining their function might 
lead to a diffuse profusion of aimless small 
institutions. If the projected number of places 
in a particular area is to be increased, this 
should only be decided after identification of 
the type of need and the type of service to be 
provided. 
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Nurse Therapists in Psychiatry: Developments, 
Controversies and Implications 


By J. BIRD, I. M. MARKS and P. LINDLEY 


SUMMARY This paper concerns a new clinical role for psychiatric 
nurses—as case managers for selected adult neurotics with behaviour 
problems. The role involves unusual autonomy. The selection and 
training procedures are unusually rigorous and focus on general 
cas€-management as much as behavioural skills. The number of 
service posts offered these therapists is rising. These developments 
have wide implications for other personnel, particularly in respect of 
authority and responsibility boundaries, selection and training pro- 


cedures, and team structure. 


“Much psychiatric treatment today sees the patient as 
an active participant ... not a passive object for the 
exercise of medical skill. This means that the nurse... 
is the key therapeutic figure”. D.H.S.S. 1968. 


As long as ten years ago the Department of 
Health encouraged the view that expansions 
in the clinical roles of psychiatric nurses should 
and would be made. Pressure to do so was 
coming from several sources and continues 
to-day. 

(a) Pressure of demand for services: this has 
now so far outstripped supply (Russell, 1973) 
that the bulk of psychiatric patients can no 
longer realistically expect to have a psychiatrist 
as main therapist (Birley, 1973). Where 
therapies require both close individual attention 
and special skills (e.g. behavioural or dynamic 
psychotherapy) the demand pressures are 
particularly severe. 

(b) Pressure for more democracy in man- 
agement. The range of issues in which it is 
accepted that a psychiatrist’s view must, by 
definition, take priority is increasingly narrow. 
Non-medical workers of many kinds now expect 
a real say in patient management. 

(c) Pressure to economize: medical training 
up to finals costs approximately £40,000, being 
fifteen times the average national per capita 
income (Observer, 24 July, 1977), whereas 
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nursing training costs approximately £4,400, 
being less than twice the average national per 
capita income (Nursing Mirror, 27 July, 1976). 
With salary differences to consider as well, 
Governments are naturally interested in using 
non-medical staff to satisfy the demand for 
therapists. 

(d) Pressure to expand community services 
(Bennett, 1978) at the expense of institutional 
services. In community-based therapy more 
numerous and more mobile manpower is 
needed, and nurses, who already have a strong 
foothold, are obvious candidates for many 
roles. 

(e) Pressure specifically from dissatisfied 
nurses: (Royal College of Nursing, 1976): many 
traditional nurse roles have been taken over by 
social workers, occupational therapists, and 
domestic supervisors; junior nurses often see 
their job as little more than issuing medicines 
and being vaguely supportive; senior nurses, 
since the Salmon report (Ministry of Health, 
1966), are generally confined to administration 
or teaching and many are as frustrated as their 
juniors. 

(f) Pressure to follow a wider trend, outside 
the orthodox services, in which an increasing 
variety of people are acquiring psychiatric 
therapist status (Sobey, 1970): the growth of 
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the counselling and encounter movements and 
the demands for formal recognition of lay 
therapists exemplify this trend. 

Central authorities have not responded to 
these pressures with any structured programme 
of role or career development. This vagueness 
has not prevented changes but has ensured that 
they are for the most part ill-defined and 
inconsistently applied. The one new role that 
has been more clearly and generally established, 
that of community psychiatric nurse, is based on 
doubtful assumptions (Hawks, 1975). Other 
changes reflect local mixtures of democracy and 
personal empire building: decision-making pro- 
cesses are no longer clear; dissatisfaction and 
inefficiency are a common result (Wing, 1973). 

Research studies are available, however, on 
which a planned development programme could 
be based. The various options in terms of 
choice of personnel, mode of work, degree of 
specialization and level of autonomy have been 
considered (McPheeters, 1969; British Medical 
Journal, 1978). Nurses using clinical judgment 
in several well-defined new roles have been 
carefully scrutinized with promising results. 
Examples are the nurse as surrogate junior 
psychiatrist on long-stay wards (Whitehead and 
Fannon, 1971), as preliminary decision maker 
in general practice (Moore et al, 1971), as 
co-practitioner in primary care (Scherer et al, 
1977), and as assessor and manager of self- 
poisoning cases (Catalan, 1978; Hawton, 1978). 
The role reviewed here, namely the nurse as 
case manager for selected adult neurotics with 
behaviour problems, belongs to this list. Unlike 
the others it is now starting to be given a wider 
trial in the service at large, and its implications 
therefore merit close attention. 

Only nurse therapists certificated by the 
Joint Board of Clinical Nursing Studies (1975) 
are considered. The comments, unless otherwise 
stated, concern. the role and its training as 
developed at the Maudsley Hospital, London. 
Similar work goes on at Graylingwell Hospital, 
Chichester, and at Moorhaven Hospital, Ivy- 
bridge, Devon, and is planned elsewhere. 
Rather different nurse behaviour specialist 
roles have been developed in Scotland under 
the auspices of the Committee for Clinical 
Nursing Studies—for example ‘ward programme 


manager’ and ‘nurse consultant’ (Barker, P. and 
Hunter, M. (1978), Royal Dundee Liff Hospital, 
personal communication). 


The Role 


The nurse-therapists considered here work 
literally as case managers rather than as 
technicians or assistants. Thus they regularly 
report and discuss management, but only seek 
supervision as such if the case, or aspects of the 
case, lie outside their sphere of competence. 
This sphere is, however, clearly defined—they 
confine themselves as far as possible to patients 
who have a main diagnosis of phobic, obses- 
sional, sexual, social or habit disorder, have 
been referred by a physician, and meet other 
screening criteria (see under ‘Patients’). They 
are explicitly trained to identify and refer 
medical issues, such as drugs or major signs of 
psychotic, depressive or organic illness to the 
responsible physician, but in all other respects 
they handle assessment, planning, treatment, 
evaluation, follow-up and documentation them- 
selves. In this management they focus on 
observable behaviour and often use the 
‘Behaviour Therapy’ well-described elsewhere 
(e.g. Chesser, 1976). The emphasis, however, on 
flexibility, pragmatism and interpersonal skill, 
rather than on any exclusively behavioural 
model, makes the title “Behavioural Psycho- 
therapy’ more appropriate. Nurse-therapists 
therefore, are acting, as auxiliary physicians, 
i.e. physicians with strict field limitations 
(B.M.J., 1978). When, in 1972, the Department 
of Health set up the operational research that 
led to this role, a lesser level of autonomy was 
envisaged. Under the direction of one of the 
authors (I.M.M.) five nurses were selected 
and trained, but it emerged that in service 
placements outside the teaching centre there 
would be very few psychiatrists or psychologists 
able to offer close supervision. Training stan- 
dards were therefore raised and, for example, 
case selection skills were incorporated. 

Studies so far suggest that nurses in this new 
role are clinically effective and that their results 
compare well, albeit assessed retrospectively, 
with those of psychiatrists and psychologists 
doing similar work (Marks et al, 1975, 1978), 
that their major selection and management 
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decisions match those of psychiatrists (Marks 
et al, 1977), and that they are cost-effective 
even just in terms of tangible benefits (Ginsberg 
and Marks, 1977). 

Although these studies have used multiple 
and concrete measures, there is clearly a need 
for more controlled work with greater numbers, 
over a longer period. Such studies are now in 
progress. 


The Therapists 

Nurse-therapists are registered mental nurses 
who have successfully come through a com- 
petitive and rigorous additional selection and 
training process (see also below). The crucial 
selection point, as in medicine, is the offer of 
training: nurses apply in large numbers, and 
batches of short-listed candidates go through a 
day-long set of tests which simulate both the 
learning and practising of behavioural psycho- 
therapy. Thus, for example, they watch video- 
taped case illustrations about which they 
answer multiple choice questionnaires, and 
they make oral and written reports following 
explicit guidelines. They also interview role- 
played ‘patients’ both before and after a brief 
session of interview skills training. These and 
other more conventional tests are all scored by 
several observers. 

Those selected for training are predominantly 
male (70 per cent), as are the original applicants. 
Their average age is 25. Only two, one at the 
Maudsley, one at Graylingwell have failed to 
complete the training that follows. Some twenty- 
five qualified nurse-therapists are now at work 
around the country in health centres, com- 
munity teams, teaching hospitals and large 
mental hospitals, three of them as Clinical 
Nursing Officers. Eighteen more are in training. 
They have the support of the Royal College of 
Nursing (1976) in their search for better career 
prospects, 


The Training 
The training is as much concerned with 
general management skills as it is with 
behavioural skills. As in clinical medicine, it is a 
full-time apprenticeship relying mainly on 
guided practice. There are many parallels with 
behavioural treatment itself. A formal syllabus 
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is laid down by the Joint Board of Clinical 
Nursing Studies (1975), but at the Maudsley an 
additional detailed handbook of clinical adminis- 
tration has been introduced. The course leads-to 
certification after eighteen months, though at 
the Maudsley intensive training is completed 
within twelve months, after which trainees are 
seconded to outside posts with reduced super- 
vision. Evaluation is by continuous assessment, 
and includes a variety of rating scales applied 
regularly to each trainee, scored not only by the 
supervisors but by the trainee himself. 

The general skills directly trained include 
interviewing skill, problem-orientated record 
keeping and correspondence, case load planning, 
ethics, liaison, and recognition of limits of 
competence. The last item includes criteria not 
only for case selection but also for seeking 
supervision if, for example, medication or signs 
of formal mental illness become an issue. 

The behavioural skills trained are those now 
familiar from many other descriptions (e.g. 
Chesser, 1976). Certain general principles are 
applied in all cases (Table I), and within this 
framework trainees learn how to select, and 
experiment with, available treatment tech- 
niques (Table IT). 

The training methods include demon- 
stration, both live and on videotape, role 
rehearsal, closed-circuit television monitoring 
and feedback, and prompting by ear micro- 
phone. Guidance and control are progressively 
eased as practice continues. There are parallel 
lectures, seminars and reading lists. In the 
first twelve months each trainee screens some 
thirty cases and completes treatment on about 
fifteen. 

Would-be training centres have to meet 
stringent criteria laid down by the Joint Board: 
these include a supervisor-trainee ratio of about 


TABLE I 
General principles of behavioural psychotherapy 





Detailed behavioural analysis 
Explicit negotiation and planning 
Plentiful real-life practice 

Multiple concrete evaluations 
Flexibility based on those evaluations 


Moe ON 
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Tase II 
Problem categories and associated techniques 





Behaviour problem 


Group of techniques 


Specific techniques 














Anxiety-based 
(phobic avoidance or escape, and 
compulsive rituals or reassurance 
seeking) 


cognitive self-management 


Unwanted habits aversion 
(sexual deviation, tics, occupational 


cramps, stammering, enuresis, and 


exposure to feared situation 


in vivo exposure 
fantasy exposure 
graded exposure 


response prevention 
flooding 


paradoxical intention 
self-reassurance 
self-reward 


physical aversion 
fantasy aversion 


eating disorders) substitution of new or neutral behaviour cue exposure 
fantasy practice 
habit reversal 
in vivo practice 
Defects of repertoire skill training modelling 
(sexual dysfunction and social skill graduated practice 
problems) role rehearsal 
contingent rewards social rewards 





token rewards 
self-managed rewards 





one to three, and good back-up by way of 
counsultant advice, libraries, audio-visual equip- 
ment, and a reliable supply of appropriate 
cases. Courses can be run by either psych- 
jatrists or psychologists together with nurse 
tutors. Centres have to submit to regular 
review. 


Patients, Treatment and Outcome 


About 12 per cent of a typical out-patient 
population have a primary diagnosis appro- 
priate for behavioural psychotherapy (Hare, 
1969). At the training centre, currently some 
240 such cases are screened annually, about 
70 per cent being referred directly by GP’s. At 
screening, additional selection criteria are used 
(see Table ITT). 

A large proportion of treated cases have 
chronic and/or multiple problems which have 
caused serious emotional and practical impact. 
Many have failed to respond to other therapy. 

At screening, some 20 per cent are excluded 


Tase HI 
Criteria for selecting patients 





1. Presence of phobic, obsessional, sexual social or 
habit disorder 


2, Behaviour problem(s) overt current, repetitive, 
and of at least 6 months standing 


3. Psychosis and/or severe depression absent 


4. Major organic syndromes, including mental 
handicap, absent 


5. Ageover 16 


6. The patient understands and accepts the type of 
treatment offered 








on criteria other than diagnosis (usually items 
2 or 3 of Table III); 80 per cent are offered 
treatment, and of these 14 per cent refuse and a 
further 24 per cent drop out before an adequate 
trial is completed. These figures compare well 
with those for dynamic psychotherapy (Bento- 
vim, 1965) and drug therapy (Blackwell, 1976). 
Treatment programmes typically are short 
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(4-6 weeks}, intensive (8-12 sessions plus 
considerable homework by the patient), and 
out-patient-based (90 per cent). Family and 
friends are often actively involved and domi- 
ciliary visits made. Outcome is measured 
concretely on a variety of scales (see Marks et al, 
1977 and 1978), and the general pattern of 
results compares favourably with that of other 
therapists doing similar work (see Marks et al, 
1977 and 1978). 

The case history that follows illustrates how 
these therapists can successfully handle chronic 
and complex. problems by flexible and prag- 
matic management. It is based directly on 
routine therapist records. 


Mrs A age 30, housewife. Referred by her general prac- 
titioner directly to a nurse therapist working in his health 
centre because excess washing had made the patient’s 
psoriasis untreatable. The therapist first obtained a full 
history. Compulsive rituals involving washing, cleaning, 
tidying, checking and counting, and compulsive thoughts 
about possible illness in the family had been going on for 
Il years and had grown so as to disrupt all domestic 
routines and most social activities. Guilt over an abortion 
appeared to have been the initial trigger. Most behaviours 
were repeated 6 times, or in multiples of 6, this being the 
number of family members. Elaborate precautions were 
taken against any association with the number 7. There 
was hoarding of certain items. Avoidance had also become 
a feature—-Mrs A would persuade other family members 
to take over domestic tasks so that her own rituals and 
fears would be reduced. In addition to her fears she 
had become mildly depressed about the problem and its 
severe impact on the lives of herself and her family. 

In her psychiatric history there had been treatment 
5 years previously, with psychotherapy and chemotherapy 
when depressed after childbirth. This had had no effect 
on the obsessions. In the medical history there was 
psoriasis since age 5 and an abortion at age 19. 

In the patient’s personal and family history the notable 
features were as follows: her father was strict and mother 
mildly obsessional; she developed obsessional and 
attention-seeking traits; at 16 she began an affair with a 
married man, and this led to the abortion at 19 which 
broke up both the affair and her relations with her 
parents. Her subsequent sexual and marital history was 
unremarkable apart from the obsessions. 

The therapist next took pains to describe the principles 
of treatment, particularly the need to combine deliberate 
exposure (to contamination, etc) with a ban on rituals. 
Mrs A was sceptical and reluctant, so the therapist decided 
to illustrate the treatment principles with an incident 
from Mrs A’s own history (a friend had repeatedly fed 
one of Mrs A’s children from an unsterilized cup and 
social pressures had prevented Mrs A from interfering; 
after initial distress Mrs A had become more relaxed 
about cups). The therapist then demonstrated some small 
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contamination exercises and persuaded Mrs A to follow 
suit. These manoeuvres by the therapist enabled Mrs A to 
commit herself to a full programme. 

The next step was detailed planning. The husband was 
involved as a co-therapist and home visits were made. 
Concrete problem definitions were negotiated, such as:— 

“Excessive handwashing and bathing due to fear of 
contaminating others with germs causing interference 
with domestic work”. 

and a list of narrowly defined behavioural targets was 
agreed, such as 

“To prepare and serve meals regularly for all the 
family”. 

The patient and her husband were taught how to 
measure the severity of the problems and the progress of 
treatment by repeatedly recording scores on a variety of 
scales—e.g. of time spent on rituals, distress caused by 
rituals, frequency of urges to wash, progress towards each 
target, global severity of each problem, mood, social 
adjustment etc. 

Treatment itself consisted of daily contamination 
exercises (such as grubbing in the dustbin), sticking to 
negotiated time limits for domestic routines (such as 
dressing, cooking, bathing), and refraining from rituals. 
Once agreed, all these commitments were set down in 
detail on paper in the style of a contractual undertaking. 
The therapist gave the husband a major role in prompting, 
modelling, recording, and rewarding tasks; when the 
patient showed resentment of her husband’s role, the 
therapist organised a reciprocal (anti-smoking) programme 
for him, with the wife as cotherapist. When the patient 
wavered the therapist added artificial prompts in the form 
of ‘cue cards’ posted. round the house and tape-recorded 
therapist instructions to be carried about in a cassette 
machine. In consultation with the GP the patient was 
weaned off tranquillizers. 

Active treatment lasted three weeks and involved seven 
personal sessions with the therapist. After that all con- 
tractual rules were abandoned, but daily ratings were 
continued for one week. and repeated again at follow-up. 
The results are illustrated by the main problem severity 
scores (Fig 1). Within three weeks of starting treatment all 
rituals were grossly reduced, but some ruminations 
persisted, particularly concerning the number 7. Measures 
of mood and domestic and social life showed marked 
improvement. The psoriasis improved. Follow-up lasted 
two years, and the pattern of improvement was con- 
sistently maintained, 


Controversies and Implications 


If this particular model of nurse therapy were 
to be expanded into a nation-wide service, 
somewhere between one and two thousand 
therapists would be required. This figure is 
derived from the knowledge that each therapist, 
using present methods, processes about 50 
referrals a year, of whom some 25 complete a 
treatment programme. If therapists only operate 
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within psychiatric teams, one per district 
suffices—hence the lower projected total; if 
they operate in health centres the referral rate 
per unit of population is higher, since many 
patients are seen who, despite having serious 
problems and consuming considerable health 
and social resources, do not attend psychiatric 
clinics. Experience to date is that a therapist 
can service ten to fifteen GP’s, hence the 
projected figure of two thousand nation-wide. 
A nation-wide expansion, in either setting, 
would provoke a rethinking of the roles, 
responsibilities and training of many other 
workers. Thus it is no surprise that anxiety and 
suspicion have already been expressed: one 
Professor of Psychiatry has likened nurse- 
therapists to lorry drivers trying to fly aero- 
planes (Goldberg, 1977); a branch of the 
British Psychological Society set up an inquiry 
(R. H. Curtis, 1977, personal communication), 
and even senior nurses have been cautious 
(Darcy, 1978). 

The controversial issues, and the more 
rational of the arguments that surround them, 
can be summarized under the headings that 


follow. 


The choice of nurses 
It has been argued that nurses are ill-equipped 


by training, tradition or intellect to take on the 
role. Their prime function is supposed to be care 
as opposed to treatment. Why not use existing 
therapists i.e. psychiatrists and psychologists? 
If other groups are to be offered extra training 
and status, why nurses rather than, say, social 
workers or occupational therapists? If large 
numbers of nurses are to become therapists, 
who will be left to give basic care? If only small 
numbers do so, will they not be seen as elitist 
and provoke destructive jealousies among other 
nurses? Will patients not be likely to object to 
having a nurse as main therapist ? 

In reply it has been argued that the concept 
of care is vague and the distinction from 
treatment dubious; that psychiatrists and 
psychologists are too scarce and too expensive; 
that although social workers, occupational 
therapists and others might indeed do as well 
as nurses in such roles they are less numerous 
and already have well-defined jobs to get on 
with; that the projected number of therapists 
of this particular type which a national network 
would require is tiny compared to the 40,000 
psychiatric nurses who would remain in more 
orthodox roles. Accusations of elitism by other 
nurses have tended to fade rapidly once 
personal contact with a serving nurse-therapist 
has been established. Acceptability to patients 
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has proved to be only a paper issue: the thera- 
pist’s status is always explained, yet patients 
have hardly ever objected or even shown 
surprise. 


The case manager model 


It has been argued that to be a case manager 
requires a grasp of possibilities and a flexibility 
of response that can only, supposedly, come 
from wide and deep academic knowledge; thus 
nurses are seen as unsuitable. It has been further 
argued that even if academic deficiencies were 
acceptable it must still be true that the higher 
the final autonomy the longer and more 
expensive must be the apprenticeship. Why not 
opt for technician or assistant status—surely 
this is not only safer and cheaper but also will 
fit better into the currently fashionable team 
approach ? 

It reply it has been pointed out that the 
value of academic knowledge in purely clinical 
work is unproven and that anyway such 
deficiencies can be offset by clear definition of 
limitations; that training time and cost, even for 
the high autonomy role, is grossly less than that 
for psychologists or psychiatrists and could 
probably be reduced further with improved 
methods; that technicians or assistants would 
need more supervision after training than is 
available even in hospital teams, let alone in 
primary care settings—thus this lower auto- 
nomy would grossly restrict service applications ; 
that case manager status fits well with teamwork 
if delegation with consultation is the guiding 
principle rather than consensus management. 
The fashion for consensus has already been 
widely criticized (Wing, 1973; Hill, 1978). 

An expanded use of case managers may raise 
wider issues. Numbers of other non-medical 
staff may wish to become case managers 
themselves. If case manager status were to be 
available, after suitable training, to a range of 
non-medical workers in a range of specialized 
therapy modes, a radically different service 
delivery structure could develop. Case man- 
agers from various disciplines might become the 
top tier of two-tier teams. Cases could be 
allocated to the manager with the most relevant 
skills. The psychiatrist could have his own case 
load, like the others, but remain primus inter 
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pares by virtue of special authority in medical 
matters and in decisions such as allocation, 
admission and discharge. 

Such a development of the case manager 
model would clearly require major investment 
in planning and training. It might well be 
looked upon as a second best system because of 
the widespread but untested assumption that 
the ideal case manager is always a psychiatrist. 
The system would, however, lend itself to 
continuity of management in multiple settings 
according to the changing requirements of each 
case and thus aid the integration of institu- 
tional, community and primary care. Certainly 
if psychiatric case managers were to be widely 
employed in primary care teams the pattern and 
numbers of referrals to psychiatric units would 
radically change. The patient, in any setting, 
would know more clearly and consistently just 
who was his primary professional helper. 


. 


Ethics and responsibility 

Surely, it is said, the supervising doctor is 
running serious risk in delegating case manager 
status to a non-doctor of any brand. If the case 
manager is likely to be using ethically hazardous 
procedures, such as aversion or sexual instruc- 
tion, the risks may be unacceptable. 

This argument is oversimplified. One 
assumption it makes is that the doctor’s responsi- 
bility in a psychiatric case will always be global. 
Another assumption is that when delegating 
management authority, however properly, 
responsibility cannot be delegated at the same 
time, or at least not in comparable amount. 
Psychiatrists tend to endorse these assumptions, 
presumably because of the link between 
perceived responsibility and actual authority. 

Discussion, however, with the legal depart- 
ments of the Royal College of Nursing, the 
British Medical Association and the Medical 
Defence Union produces divided, and, in some 
cases uncertain opinion on these issues. There 
is some common ground in the view that 
courts would look at each case on its merits and 
in apportioning responsibility would be strongly 
influenced by opinion within the profession, at 
the time, as to what were proper and acceptable 
practices and spheres of authority. Such 
opinion is naturally subject to change. Clari- 
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fication is certainly needed but may have to 
wait for a test case. 


On the issue of the ethical hazards of be- 
havioural treatments, it can only be said that 
explicit, detailed and conservative guidelines 
are taught during training, and that there is no 
objective reason for supposing that nurses, 
particularly a group selected on the basis of 
work record, will behave better or worse than 
doctors in this respect. 


The impact on clinical psychologists 


Many clinical psychologists would prefer to 
restrict behavioural work to members of their 
own group. They feel that their training, 
especially in. its emphasis on the scientific 
approach and on theories of conditioning and 
learning, and in its freedom from allegiance to 
the supposed medical model, makes them 
specially suitable. Many resent what they see as 
demeaning constraints imposed on them by the 
medical establishment and in particular do not 
wish to be primarily psychometricians. Some 
even advocate a separate and autonomous 
psychologist-run service for cases which they see 
as purely psychological (Eysenck, 1975). Thus 
nurse-therapists are unwelcome for many reasons 
—-they are seen as medically oriented, academic- 
ally naive and a block to progress towards 
clinical independence for psychologists. 


There are many counter-arguments. It has 
yet to be demonstrated that depth of knowledge 
about conditioning and learning theories or the 
scientific method correlates with degree of 
success in behavioural management. Further- 
more, the idea that most doctors espouse a 
simple model, let alone an organic, patho- 
genetic one, for most disorders is clearly untrue, 
even in general medicine. The idea of a separate 
service, run by psychologists, appears to be 
based on a Cartesian dualism that is even less 
realistic. If psychologists are specially keen on 
the role described here, the demand for thera- 
pists is more than big enough for them to take 
it up, alongside nurses. There are other tasks, 
however, to which they are clearly more suited 
than nurses. These include clinical research, 
teaching, and the planning, supervision and 
evaluation of services, not just for neurotic 


behaviour problems but also for chronic 
psychotics and for the mentally handicapped. 


The quality of the evidence 


Critics question the wisdom of continuing to 
train and employ increasing numbers of nurse- 
therapists when no study is available in which 
their effectiveness is directly compared with 
that of other therapists doing similar work, 

In reply it has been pointed out that to be 
definitive such a study would require large 
numbers of patients and therapists, random but 
matching allocation, blind evaluation, and long 
follow-up. This not only represents a large 
investment of time, money and facilities but 
would actually be impossible without 
continuing to train and employ nurse-therapists. 
For these reasons, such studies have only 
recently started. 

When pressure for changing service arrange- 
ments is great and delay is likely to lead to low 
morale and waste of resources, then the proper 
question is not how to set up a definitive study 
but what level of inadequate evidence to act on. 
The available studies seem a sufficient basis for 
further development. 


Conclusions 


The advent of nurse-therapists could have 
far-reaching impact. This would stem more 
from their case manager role than from the 
behavioural methods they use. If the controlled 
evaluation studies now under way prove 
favourable, current questioning of orthodox 
authority structures and modes of work is likely 
to increase. The training in general case 
management skills developed for nurse- 
therapists may become a model for the higher 
training of other staff who want more respon- 
sibility. Related changes in the training of 
psychiatrists might follow, particularly in respect 
of interviewing skill, data handling, liaison, and 
clinical evaluation. 
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Assessment Procedures Used in Studies on Long-Stay Patients: 


A Survey of Papers Published in the British Journal of Psychiatry 


By JOHN N. HALL 


SUMMARY Every article published in the British Journal of Psychiatry 
between 1945 and 1974 was reviewed that provided original inform- 
ation derived from the direct assessment of long-stay patients. The 
225 articles were examined for details of assessment practice and 
characteristics of the patients studied. Most studies used a very 
restricted range of assessment methods, with rating scales, used most 
frequently. Many used wholly unstandardized methods, and the 
description of patient characteristics was inadequate. A number of 
improvements in assessment practice are suggested. 


For many years the formal assessment of 
psychiatric patients has relied on a range of 
questionnaire, rating-scale, and test techniques. 
The overwhelming majority of these standard 
assessment procedures have been developed for 
use with acute patients. Less attention has been 
paid to the development of techniques specific- 
ally for long-stay patients. The only recent 
general review of assessment procedures with 
chronic patients has been written by Orme 
(1970), who himself says ‘there is undoubtedly 
an absence of any large body of systematised 
data to which the clinical psychologist can refer 
in the assessment of the long-stay patient’. 

The methodological requirements of assess- 
ment procedures are the same for chronic as for 
more acute patients, and are outlined in texts on 
assessment procedure, such as Cronbach (1970) 
and the earlier Guilford (1954). Although these 
texts are readily available, it is possible that they 
have not affected clinical or research practice. 
The evidence of Heilizer’s (1960) survey of the 
use of chlorpromazine, for example, suggests that 
a large volume of research may exist in a given 
field, yet very few articles (37 out of 500/600 
studies in Heilizer’s study) will meet even 
minimal criteria of methodological accepta- 


bility. The present paper accordingly des- 
cribes a review of assessment practice described 
in published articles on long-stay psychiatric 
patients, with the specific aim of (a) establishing 
the methods of assessment commonly used, (b) 
examining the methodological standard of the 
methods used. 


Method 


This review is based on one publication, the 
British Journal of Psychiatry (or the Journal of 
Mental Science before 1963), covering the years 
1945 to 1974. It is received by the majority 
of British psychiatrists who, with clinical psycho- 
logists, would have initially submitted their 
articles with psychiatric content to it. A pre- 
liminary search of the journal indicated that 
only 72 per cent of articles which actually used 
long-stay patients as subjects could be so 
identified from the index, so every original 
article published in the journal between 1945 
and 1974 was checked. 

Articles were only included in the review if 
they provided original information derived from 
the direct assessment of long-stay patients. Stay 
in hospital had to be either stated explicitly, 
or inferred from the text. Review articles, sur- 
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Taste I 
Analysis of 225 articles referring to long-stay patients 














5-year period 1945- 1950- 1955- 1960- 1965- 1970- Total 
of publication 1949 1954 1959 1964 1969 1974 * 
Country of origin UK Other UK Other UK Other UK Other UK Other UK Other 
Drug studies l 0 2 0 33 3 4l 9 13 5 5 1 103 
Other treatments 5 l 4 l 7 1 2 2 10 2 6 4 55 
Psychological studies 0 0 4 0 l 4 5 6 7 3 3 l 34 
Physical studies 0 0 4 l 1 1 7 0 6 2 2 9 33 
Total 6 1 14 2 42 9 55 17 3% 12 1 15 225 





veys of large groups of patients based on indirect 
assessment, and descriptions of treatment pro- 
cedures were not included; 225 articles met 
these criteria, and were analysed in detail, as 
shown in Table I by 5-year period of publi- 
cation, country of origin of the article, and 
principal content or aim of each article. Forty 
four of the non-British studies were from the 
United States or Canada, and 12 from other 
countries, mostly European or English-speaking 
countries. Since diagnostic and assessment 
practice in Britain differs from that in the United 
States, the British studies of therapeutic rele- 
vance were reviewed separately from the non- 
British studies. 

Sixty-seven articles were not concerned 
primarily with treatment or management but 
with specific attributes or functions of long-stay 
patients, and were reviewed separately. Thirty- 
four of these studies were designated ‘psycho- 
logical’, as they were concerned with the investi- 
gation of functions such as cognitive disturbance 
or comprehension. Thirty-three were ‘physical’, 
concerned with medical, biochemical, or physio- 
logical functions or states e.g. histopathology of 
the testes. 

Assessment methods were allocated to ten 
main categories: (1) clinical psychiatric: reports 
in purely clinical terms of observations based on 
psychiatric interview, with no evidence of any 
systematic grading system; (2) ad-hoc psych- 
jiatric: some form of unpublished systematic 
grading or categorisation based on psych- 
iatric observation; (3) standard psychiatric: a 
published scale or technique based on psych- 
iatric’ observation; (4) modified standard 
psychiatric: a modified version of a standard 


psychiatric scale or technique; (5) nurses’ 
notes: reports in purely clinical terms of obser- 
vations based on ward behaviour, with no 
evidence of any systematic grading system; 
(6) ad-hoc nursing: some form of unpublished 
systematic grading or categorisation based on 
nursing observation; (7) standard nursing: a 
published scale or technique based on nursing 
observation; (8) modified standard nursing: a 
modified version of a standard nursing scale or 
technique; (9) standard psychological : a pub- 
lished psychological test or questionnaire pro- 
cedure; (10) special: psychological: any form of 
specially designed performance or personality 
test.. Note was taken of any other measures not 
included in the preceding categories. 


Results 


Assessment methodology in 129 British therapeutic 
articles 

Table II indicates the relative frequency of 
use of the eight most widely used categories of 
assessment, which accounted for 88 per cent of 
all assessment procedures carried out. Of the 
129 studies, 67 (52 per cent) used only one 


Taste II 
Use of forms of assessment in 129 British therapeutic studies 














Form of assessment Frequency 
Ad-hoc psychiatric scale 48 
Standard nursing scale 37 
Standard psychiatric scale 26 
Clinical psychiatric report 22 
Ad-hoc nursing scale 16 


Modified standard nursing scale 13 
Special psychological tests 
Nurses notes 
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category of assessment, 51 (39 per cent) used 
two categories, and 11 (9 per cent) used three 
or more categories. Ad-hoc psychiatric scales, 
the, most frequently used category, were used 
on their own on 48 per cent of the occasions 
they were used. Standard nursing scales, the 
next most frequently used category, were used 
with a standard psychiatric scale on 30 per 
cent of the occasions they were used. 

Of all studies 29 per cent used either a clinical 
psychiatric or ad-hoc psychiatric assessment 
alone. Either nurses’ notes or an ad-hoc nursing 
assessment was used in 6 per cent of the studies 
and 7 per cent of the studies used a combination 
of one of these two nursing methods together 
with one of these two psychiatric methods. Thus 
a substantial proportion (42 per cent) of the 
studies relied on assessment procedures which 
lacked any form of standardisation or other 
information on reliability. 

The ad-hoc psychiatric assessments were not 
always fully described; they included 26 single- 
item systematic grading schemes, and 13 multi- 
item scales, the longest scale containing 300 
items. Thirteen of the 26 single item scales were 
bipolar items with the improvement-deterior- 
ation points non-symmetrically distributed 
about the neutral or no-change point. In every 
case there was a bias towards more improvement 
than deterioration points (y? = 42.58, df = 
= 4, P <.001), the most extreme example 
being an 8-point scale with five improvement 
points and two deterioration points. This may 
well have induced an improvement ‘set’ in the 
raters, apart from the statistical limitations of 
relatively poor discrimination of levels of 
deterioration. Nineteen of the 39 ad-hoc scales 
used a 5-point format, and 10 used a 4-point 
format: only three scales had unipolar items. 
Standard psychiatric scales were used on 27 
occasions and modified standard psychiatric 
scales were used on four occasions. Wing's 
(1961) psychiatric rating scale, used on 13 
occasions, was the most frequently used scale. 

Ten ad-hoc nursing scales were described, 
seven of which were multi-item scales (the 
longest containing 23 items) and three scales 
were composed of single items. The number of 
points per item ranged between three and 
seven, with no. one format predominating. 


Standard nursing scales were used on 47 
occasions, and were used in a modified form on 
13 occasions. The two most frequently used 
scales were those of Wing (1961) and Baker 
and Thorpe (1956), and 14 other scales were 
mentioned. When scales were used in a modified 
form there were no examples of any carefully 
explained rationale for the modification of the 
original scale apart from phrases such as 
‘adapted freely from ...’. 

The standard psychological tests were all 
commonly used measures of ability. Most of the 
special psychological tests were simply dexterity 
or ability tests, but a few were relatively complex 
such as a motor performance test requiring the 
drawing of 12 parallel lines. Other assessment 
techniques were used on only seven occasions: 
there were two uses of some form of social 
grading, three uses of work productivity, and 
two uses of a ‘work record’ (of unspecified form). 


Assessment methodology in 29 foreign therapeutic 
studies 


The foreign studies were analysed using the 
same categories of assessment method as in the 
British studies. The use of different methods 
indicated a broadly similar approach to 
assessment as in the British studies, the rank 
order correlation between the frequency of use 
in the two sets of studies being +0.78 (P <.01). 
Seventeen studies (59 per cent) used one method 
alone, and ten studies (34 per cent) used two 
methods. Standard nursing scales were the most 
frequently used method (used on 10 occasions), 
and ad-hoc psychiatric scales were used on six 
occasions. Thirty-four per cent of the studies 
used wholly unstandardised assessment pro- 
cedures. The specific standard scales used 
tended to be of mainly American origin, but 
no one scale was noticeably preferred. 


Assessment methodology in 67 non-therapeutic studies 
Although both the ‘psychological’ and 
‘physical’ studies were not intended to provide 
assessment information relating to therapeutic 
procedures, both groups of studies included 
articles using clinical assessment procedures. The 
34 psychological studies presented data which 
included the use of seven different standard 
psychological tests (with Wechsler tests used 
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most frequently) in 20 studies and the use of 
six nursing scales and three psychiatric scales. 
Some of the psychological studies in addition 
mentioned selection criteria for subjects indi- 
cating very thorough pre-assessment, though 
data from such pre-assessment were not included 
(for example, Wynne 1963). Of the 33 physical 
studies, 28 assessed only the biochemical, physio- 
logical, pathological, or medical function con- 
cerned. In the five studies using some additional 
assessment, two standard psychiatric scales, two 
nursing scales and two standard psychological 
tests were used. 


Method of use of assessment procedures 


The studies reviewed were concerned pri- 
marily with either treatment. effectiveness or 
specific attributes of chronic patients. Assessment 
procedures were accordingly a means to an 
end, but the approach to both validity and 
reliability of the studies is interesting. In none 
of the studies which used standard scales was 
there any discussion of validity, although a 
number of studies effectively produced validat- 
ing information for some standard measure. 
Reliability of any measure, both standard and 
non-standard, was considered in only 15 of the 
225 studies. Inter-rater reliability was the most 
frequent form of reliability reported. In addition 
to these 15 studies, a further five studies men- 
tioned the use of multiple raters so that pre- 
sumably inter-rater reliability could have been 
checked, but no reliability data were reported. 


Characteristics of patients used in the studies 


Of all the 225 studies, the two most frequently 
reported characteristics of patients used as 
subjects for the studies were age and length of 
stay (or length of illness). These were reported 
either as the criteria used to select subjects, or 
as the characteristics of the group finally 
selected. 

Of the 129 British therapeutic studies, 16 
gave no details of either age or chronicity, 15 
gave details of age only, and 13 gave details of 
chronicity only. Thus 44 (34 per cent) of the 
studies provided no information about either 
age or chronicity. Because of the grossly skewed 
nature of some of the age and chronicity dis- 
tributions, the ranges and means of the two 
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characteristics were not consistent between dif- 
ferent studies. For example, four studies gave 
mean; and ranges respectively of patients’ 
ages of 47 and 22-66, 36 and 22-69, 56 and 
33-79, and 65 and 31-83; thus in the first two 
and last two examples the ranges were similar 
but the means widely different. Hence the 
range of scores is not a satisfactory measure of 
the dispersion of ages or chronicity in studies of 
this type. Of the remaining 85 studies, only 41 
gave a measure of both central tendency 
(usually the mean) and dispersion (usually the 
range) for both characteristics. Only seven 
studies (5 per cent) gave at least a mean and 
distribution-related measure of dispersion (the 
standard deviation in every case) for both 
characteristics. 


The range of ages of patients used in the 
individual studies was considerable. The maxi- 
mum ages of patients used in the separate 
British therapeutic studies ranged from 39 to 
83. There was a similar variation in the chroni- 
city of patients studied. The minimum 
chronicity of patients in the individual British 
studies ranged between two weeks and eight 
years, while the maximum chronicity ranged 
between 14 and 531 years. A separate analysis 
of the selection criteria used for these two 
characteristics was made. A maximum age of 
60 was the most frequently chosen age criterion, 
and a minimum chronicity of two years was the 
commonest chronicity criterion. In eight studies 
separate characteristics were reported for both 
sexes, where the study had used a mixed-sex 
group of subjects presumably selected by the 
same criteria. Female patients were without 
exception older than male patients by an 
average of 7.4 years (sign test for paired obser- 
vations, z = 2.83, P <.01), but no sex difference 
with respect to chronicity was found. 


Most studies either called all patients ‘chronic’ 
or ‘long-stay’ or called all patients ‘schizo- 
phrenic’ without any evidence that the diagnosis 
had been verified. Twenty-seven of the British 
therapeutic studies stated the proportion of 
patients who were schizophrenic, which varied 
from .38 to .97 in individual studies. Only five 
of these 27 studies gave full details of diagnosis 
for all patients, the most frequent other diag- 
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noses being mental handicap, depression, and 
personality disorder. 


Discussion 


The review has demonstrated the very res- 
tricted range of assessment procedures used with 
long-stay patients. Only about | in 10 of the 
studies used more than two different forms of 
assessment, and rating scales formed the great 
majority of the standard procedures used. Of 
the British therapeutic studies 42 per cent used 
only unstandardised assessments, with the result 
that the studies cannot be repeated and the 
findings checked. 

The level of awareness of the general prin- 
ciples of assessment design and practice is not 
high. For example, of thé ad-hoc psychiatric 
ratings, half of the single-item examples were 
constructed using a bipolar form of item with 
the response points of the item non-symmetrical- 
ly distributed. A number of standard nursing 
scales were modified with no rationale given for 
the modification. Less than | in 10 of the 
studies paid attention to any form of reliability, 
and none of the studies discussed the validity of 
the assessments used. 

The description of the subjects used in the 
studies is inadequate. Only 1 in 20 of the British 
therapeutic studies gave both means and a 
distribution-related measure of dispersion for 
both age and chronicity. Individual studies 
included patients covering a wide range on both 
these variables, indicating that a separate 
analysis of their effect might be of some value. 
The diagnostic information provided by most 
studies was inadequate. 

A number of reviewers have outlined pro- 
cedures which could lead to research carrying 
greater clinical implications. Sartorius (1977) 
has stressed the need for ‘internationally agreed 
measures and systems of observation and classifi- 
cation of proven reliability and validity (which) 
‘is equally present at the national and organi- 
sationally smaller levels’. Those remarks are 
just as relevant to the care of the chronic 
mentally ill as to other groups. Cash (1973) has 
outlined eight procedures which would yield 
research findings of greater reliability, 
generality, and utility. Among these procedures 
are: better knowledge of sex differences; better 


knowledge of chronicity effects; better know- 
ledge of effects of specifically psychiatric criteria 
such as diagnosis; and the use of a wider range 
of measurement procedures. 

Even if data as to reliability of the measure 
are given at the beginning of a study, it is 
necessary to check the reliability again later in 
the study, as raters’ reliability varies depending 
on whether they believe their accuracy is 
being checked (Romanczyk et al, 1973). Par- 
ticularly with chronic patients, any assessment 
of a person is implicitly an assessment of the 
setting in which the person is observed. There 
may be interaction effects between the patients 
and the real situations they inhabit which con- 
found a simple interpretation of rating data 
(Mariotto and Paul, 1975). 

The present review suggests a number of basic 
requirements of a patient assessment procedure 
used in studies of long-stay patients (and 
indeed in studies of other patient groups). 


1. Wherever possible, more than one type of 
assessment method should be used. 


2. Standard assessment methods should be 
used wherever possible. 


3. Modifications to standard assessment 
methods should not be made without 
explicitly stating the rationale for such 
changes and details of the modification 
should be published. 


4. Where the use of a standard assessment 
method effectively yields information in- 
dicating correlational or discriminative 
validity, or sensitivity to change, such 
validation should be made explicit. 


5. When ad-hoc scales are designed with 
bipolar items, a non-symmetric distribution 
of points about the neutral or no-change 
point should not be made without explicitly 
stating the rationale for such changes. 


6. The reliability of any assessment method 
should not be assumed, but should be 
positively demonstrated during the study 
which is reported. 


7. When reporting characteristics of patients, 
a clear distinction should be made be- 
tween the criteria used to select the subjects, 
and the group of subjects finally selected. 


JOHN N. HALL 


8. A measure of central tendency (which will 
usually be a mean) and a measure of 
dispersion (which should be distribution- 
related) should be reported for both the 
ages and chronicity of subjects. 

9. When there is a wide range of age or 

chronicity a separate analysis of age or 

chronicity effects should be considered 
or allowed for by appropriate statistical 
techniques. 

Separate results should be presented for 

each sex where groups include both men 

and women. 

11. When studies include patients with more 

~ than one diagnosis, separate results should 
be presented for each group of patients 
with a diagnosis that occurs more than a 
few times. 


10. 
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Statistical Errors in Papers in the 
British Journal of Psychiatry 


By SUSAN J. WHITE 


SUMMARY In the 12 months from July 1977 to June 1978, out of 168 
papers in the British Journal of Psychiatry, 139 (83 per cent) presented 
numerical results. A total of 63 papers contained statistical errors and 
at least one drew unsupportable conclusions. In many cases the errors 
- were not considered to be severe, but they were often sufficient to raise 
doubts about some inferences. It is suggested that more consultation 
of investigators with medical statisticians, a basic training in statistical 
methods in the preclinical years, and more extensive statistical 


refereeing are needed. 


It is now widely accepted that statistical 
methods have an important role in the inter- 
pretation and communication of medical re- 
search. findings. This is reflected in the high 
proportion of articles in the British Journal of 
Psychiatry which are essentially statistical in 
their presentation. To serve any useful purpose, 
however, statistical analyses must be valid, and 
correctly undertaken. An inappropriate analysis 
can lead to wrong conclusions and may also 
lend a false respectability to the conclusions in 
the eyes of an unwary reader. 


A paper fails in its task of informing if there is 
insufficient detail for a critical assessment of its 
findings. Thus, as well as using appropriate 
statistical techniques, it is important that the 
author should describe fully what has been done. 
In addition, the interpretation of the statistical 
analysis should take into account any limitations 
of the techniques employed. 


Few of the authors of articles in the British 
Journal of Psychiatry are statisticians and it is 
not the practice of the Journal to submit all 
papers for statistical refereeing. It is therefore 
perhaps inevitable that some published papers 
will contain errors of commission or omission. 
A study has been carried out to discover the 
frequency of such errors. The results of the study 
are discussed here and it is hoped that the points 


336 


raised may be of help to other researchers 


preparing their work for publication. 


Methods 


The 12 issues of the British Journal of 
Psychiatry from July 1977 to June 1978 were 
chosen for scrutiny. I defined five error cate- 
gories and made these as objective as possible. 
The categories are listed in Table I and are 
described more fully in the Results section and 
Appendix, They are based on errors defined in 
a similar study of the British Medical Journal 
(Gore et al, 1977), together with other, related, 
errors. Although design considerations are 
highly relevant to the value of a study, criticisms 
of the choice of design were thought to be 
beyond the scope of this paper and so were not 
included. 

Assessment of errors by one statistician must 
be subjective. Different statisticians will not 
agree on the relative importance of different 
types of error, nor on the extent to which a 
paper has committed a particular error. To be 
as fair as possible to the authors, only instances 
where there was no reasonable doubt on the 
commission of an error were included. Thus the 
error rates may have been underestimated. 

It was noted if an author was from a statistical 
department, or if statistical help with a paper 
was acknowledged. 


patient sleep 


\ Sinequan 


brand * Trade Mark 


the sleep-producing 
antidepressant 


Relieves sleep disturbance due to depression 
while alleviating the underlying depression 
itself. Improves the quality and quantity of 
sleep patients experience fewer 
awakenings .. feel more rested in 
the morning. Obviates the need 

for hypnotics 


Indications: depression with or without anxiety Contra-indications pack of 100. bt Sing capsules (F 5 133) pack of 60, £592 
glaucoma, unnary retentbon, hypersensitivity to the drug Side References: | et xh ial Meeting of Massachuset 
effects: dry mouth and drowsine are most commonly reported Medical Save j vM t th June dst 1972 2 Modern 
Precautions: Sinequan may interact with other compounds eg Medicine (G1) | 1 

monoamine oxdase inhibitors. not recommended in pregnant y oF further u 
in children under 12 years of aqe Packs and Basic NHS. Cost 

10 mg capsules (PL 57/5032). pack of 100, £266, 25 mg capsule PFIZER LIMITED 
(PL 57/5033). pack of 100, £378, 50 mg capsules (PL 57/9034) SANDWICH . KENT 


formation on request! 





ies 


„where apathy and withdrawal 
sash e the picture... 


ite, 1974, 9, 1521 


Stelazine 


. trifluoperazine , 
in schizophrenia 





SUSAN J. WHITE 


i Results 

of the 168 papers in the period considered, 
139 (83 per cent) presented numerical results 
and 103 of these also contained some analysis. 
Errors in the categories selected occurred in 63 
papers (45 per cent of 139). There were 47 
papers (34 per cent of 139) with’major errors, 
these being defined as errors’ which“ could 
potentially affect at least’ one conclusion. Only 


-STABLE I 
Numbers of papers with errors, according to error category, 
out af 139 presenting numerical data 








Number 
insub- Total 


Error category category number* 





1s- Randomization and 





selection of controls ni 
ve(a)° Descriptionof method — 424. 
_(b) Definition of strata iH 
ee es 18 
~ 2... Data description 
(a) Measures of location 3 
{b}. Measures of dispersion 16 
. 18 
3. Student’s t-test ie es 
{a) Normality = : 8: 
: (b) Equality of variances 3 
(c) Independence of 
observations f 2 
(a) More than two groups 4 
; 13 
4 PEE s 
(a) Null hypothesis 4 
(b) Small numbers 4 
(c) Independence of 
observations: = 5 
12 
5. Other analysis. 
““(a) Null hypothesis, ` 2 
(b) Description of method 18 
(c) Description of statistic 10 
(d) Statement of results 10 
(e) Significance level 2 
(£) Applicability of method 10 
(g)" Adequacy of analysis 10 
At least one of categories above . 63 








» ‘Papers committing an error in at least one sub- 
category. 
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öne paper was found to:draw conclusions which 
were definitely unsupported; but the findings of 
several other authors could not be usefully 
assessed because there was doubt as to their 
methods of analysis. 


I. Randomization and selection of controls 


There were 49 studies in which the main 
comparison was between two or more groups 
of subjects. Nine of these. were randomized 
trials, 10 used individual: matching of subjects 
with. controls and. 25 chose. control groups. in 
some. other or undefined way. The remaining 
5 were comparisons between: groups of patients 
defined, for example, according to diagnosis. 
For all these types of study. it is. important, to 
describe how the groups were chosen, so that. 
the method of analysis may be scrutinized and 
possible biases assessed. 

An aspect of group selection which affects the 
analysis is stratification. In a randomized trial,, 
stratified allocation .means..that there isa 
separate randomized sequence for subjects. in 
each stratum, for example. males and females; 
here the aim is to balance.the numbers of males 
and females in each group, Ina study comparing 
two matched groups, the. aim of stratification is 
similarly to balance the groups with respect to 
a factor such as sex. Pair matching is a particular 
case where there are numerous strata, one for 
each subject-control pair. Stratification should 
nearly always be allowed for in an analysis, or 
its usefulness is lost. (See 3 (c), 4 (c) and 5 (f) 
below). ' l 

Table I shows that 12 papers failed to 
describe the group selection method adequately. 
Six were randomized studies, out of 9 such 
studies, although in 5 it could be deduced that 
single randomization subject. to equal total 
numbers had probably been used. However, in 
those 5 studies there was no description of the 
groups formed by randomization to show 
whether balance with respect to any relevant 
factors had been achieved. The other 6 studies 
with inadequate description’ of methods. used 
matched control groups but failed to state how 
the matching was carried out. A further error: 
of omission ‘lies-in not defining the matching 
criteria. In addition to the 10 studies with 
paired subjects and controls, there were'a further: 
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7 where some .other or undefined matching 
procedure was used. The criteria were in- 
adequately explained in 11 (65 per cent) of 
these. These were serious omissions if the 
matching was relevant to the variable under 
.study, since the similarity or otherwise of the 
groups could not be assessed by the reader. 


2. Data description 

The data cannot usually be given in full, 
and so are described by summary statistics. 
Commonly two statistics aré quoted: a measure 
of location or ‘centre’ of the distribution of 
sample values, and a measure of dispersion or 
‘spread’. Both are needed to indicate the form 
of a distribution, and sometimes other inform- 
ation, for example, on skewness, is helpful. With 
ordinal and skewed data, the’ median is a more 
informative measure of location than is the 
mean (Appendix, Example 2). Three papers 
committed comparatively ‘minor errors here. 
There were 16 papers containing errors con- 
nected with measures of dispersion. Twelve 
failed to give any measure, where one would 
have been informative (e.g. 3 (b) below), and 
4 used an inappropriate statistic, such as the 
range instead of the standard deviation. 


3. Students t-test 


A total of 35 papers used the t-test and a 
further 4 probably also did so but failed to name 
the test (these 4 are included in’5 (b) below). 
Perhaps because it is such a well-known method, 
some researchers are careless in its application 
and do not check that the assumptions under- 
lying the test are even approximately satisfied. 
Errors of the types listed below were committed 
in 13 papers (37 per cent of $5), and there were 
several other papers where errors were sus- 
pected but could not be proved. 


(a) Normality 

One assumption of the t-test is that the 
distribution of the sample means is normal., 
The test is still satisfactory (‘robust’) for 
moderate departures from normality, but in 
sroall samples with skewed distributions it is 
preferable to transform the data or to use a 
non-parametric test (Example 3 (a) below). 
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Few authors indicated that they had considered 
this question: in Table I it is seen that in 8 
studies the authors should probably have taken 
account of non-normality. 


(b) Equality of variances : 

For the unpaired t-test the variances. of 
observations in the two samples should be 
equal, although some difference may be 
acceptable if the samples are large and of 
approximately the same size. In other cases 
(3 papers) a different test should be used. 


(c) Independence of observations 

Within each sample the observations must be 
statistically independent of one another. Also 
the observations in one sample must be in- 
dependent of those in the other sample. If the 
data are paired between the two samples, as for 
example when each member of the subject 
group has been matched with one control, an 
unpaired t-test should not be used (Example 
3 (c) below). At least 2 papers disregarded 
pairing. l 
(d) More than two groups 

Where there are more than two groups it is 
inadvisable to use repeated t-tests: between each 
possible pair, as this increases the likelihood of 
finding a significant difference by chance 
(Example 3 (d)). There were 4 papers where 
repeated t-tests had been carried’ out, but these 
were minor errors as in these particular cases, no 
misleading conclusions had been drawn. 


4. Chi-squared lest 

A chi- -squared test was used i in 48 papers and 
probably in three others. There are three main 
errors which may be distinguished and 12 
papers (25 per cent of #8) committed at least 
one of these. 


(a) Null hypothesis 

Since many different hypotheses may be 
tested with a chi-squared statistic, the particular 
null hypothesis should be indicated. Few authors 
stated the hypothesis explicitly, but it could be 
deduced in all except four papers. In those 
papers the test was without meaning and hence 
some conclusions were unsupported. 
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(b) Small numbers 


Chi-squared tests are approximate and a 
continuity correction may be needed if the 
numbers are small. In a 2x2 table with small 
numbers (sample size less than:20, or less than 
40 with at least one expected value less than 
five) Yates’ continuity correction or the Fisher 
Exact test are appropriate: Four papers quoted 
an uncorrected Chi-squared value based on 
small numbers, although in three no conclusion 
would have changed had a correction been 
applied. 


(c) Independence of observations 


If the groups are matched the analysis should 
take account of this. Four -papers definitely 
disregarded questions of independence and a 
further one probably did so. 


5. Other errors 


_ Further techniques used in 65 papers (63 per 
cent of 103), included the Mann-Whitney 
U-test, the Kolmogorov-Smirnov test, the 
Fisher Exact test, the sign test, analysis of 
variance and its non-parametric counterparts, 
and some multivariate’ methods. These are 
considered here together with the t and Chi- 
squared tests, according to features which are 
common: to most of them. Some error was 
committed in 43 papers. 


(a) Null hypothesis 


In addition to those in 4 (a) above, there 
were two papers where the null hypothesis was 
not clearly stated. 


(b) Description of method 


The particular method used should be stated 
so that the validity of using it may be assessed. 
Lesser known techniques should be described in 
more detail. Eighteen papers failedon one. or 
other of these counts. 


(c) Description of statistic 

It is not sufficient to quote a mean value e.g. 
‘14.9+2.3’ without. stating whether the latter 
figure refers to the standard deviation or the 
standard error of the mean. There were 10 
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papers where description of this or another 
statistic was lacking. 
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(d) Statement of results 


All data which are needed to justify the 
conclusions should be presented. Ten papers did ` 
not do this. 


(e) Significance level 

The meaning of a significance level (or 
P-value) was misinterpreted by two authors. 
The P-value does ‘not give the probability that 
there is no difference, but rather the probability 
of the observed outcome, if the null hypothesis i is 
true. Another related error is in the inter- 
pretation of a large number of significance tests 
on one’set of data, such as the examination of a 
large number of correlations. At least some 
statistically significant effects may be expected 
to occur by chance. Few authors commented on 
this but“ none appeared to have drawn ill- 
founded conclusions. 


(f) Applicability of method 

The appropriate method depends on the 
question being asked and: the.form of the data. 
Nominal and ordinal data require non-para- 
metric methods, and pairing or matching 
should be taken into account. In addition to 
those mentioned in sections 3 and 4 above, 10 
authors used an inappropriate method. 


(g) Adequacy of analysis 

This question is partly subjective but when a 
particular inference is drawn it is generally 
preferable to present some statistical evidence 
to support it. Further analysis should have been 
done by 10 authors. 


6.. Statistical help 


A total of 23 papers appeared: to have 
involved some statistical collaboration (17. per 
cent of 139), but only 16 (70 per cent of 23) were 
free from errors. This is slightly higher than the 
error-free proportion in other papers (52 per 
cent of 116), but the:difference is not significant 
(x? = 2.47;.1 df; P >0.10). 
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Discussion 

This study has shown that papers recently 
published in the Journal contain a considerable 
number of statistical errors. The proportion of 
papers found to have committed some error 

. (45 per cent of 139) is similar to that found in a 
survey of the British Medical Journal (53 per 
cent of 62; Gore et al, 1977). The two journals 
publish different types of paper and the error 
criteria in the two studies are not identical, but 
it.is of interest that these results are similar. 

The. seriousness of: many of the errors is 
difficult to gauge. Often the conclusions may 
have been correct and it may be argued that in 
these cases the errors are not severe. This is fair 
enough if the reader can judge that the con- 
clusions in question are justified in spite of 
statistical errors but there may not be enough 
information to enable this to be done: In such 
circumstances the particular conclusions are 
without scientific validity. 

Remedies suggested have included more 
consultation with medical statisticians (Gore et 
al, 1977) and elementary instruction in statistical 
methods during preclinical training (British 
Medical Journal, 1977). The former may not 
seem to be totally effective from the results 
presented above but the reason for this finding 
could be that statisticians are not always 
closely involved throughout the study or when 
the report is being prepared for publication. It 
seems reasonable that more consultation would 
improve the quality of papers. The second 
suggestion is also a sound one, as with some 
exposure to statistical methods the student will 
be more aware of what is needed when she/he 
later comes to carry out research. 

A further possibility is of more extensive 
statistical refereeing of papers submitted to the 
Journal. This would at least prevent the worst 
errors from appearing in print and need not 
unduly delay publication. Such refereeing would 
need to be applied to the majority of papers, 
since errors are perpetrated with the simpler 
methods aswell as with the more complicated 
ones. 

This paper has not examined questions of the 
design and power of studies, but has concen- 
trated: on the communication of the results. If an 
author describes his or her study adequately, the 
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readers can draw their own conclusions on its 
value. In some cases the author may be able to 
assist the interpretation by giving additional 
information, for example. confidence intervals 
for the size of an effect, and this should be done 
where possible (British Medical Journal, 1978). 
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APPENDIX 


Examples of Some Types of Error. 
1. Selection of control group 


‘The 11 patients were matched for age, sex cand 
social class with 14 healthy controls from the staff of 
the hospital’. . 

A statement of this type poses many questions, 
such as why were there three more controls, than 
patients, how was the matching achieved and how 
close was the age matching. 


2. Data description 


Much of the measurement in psychiatric research is 
ordinal in nature. For example, patients may be 
assessed for ‘global severity’ of their illness and given 
scores on a 10-point scale; the score values rank the 
patients in order of increasing severity, but do not in 
general provide scales where equal intervals are of 
identical value. Therefore, iť is not appropriate in 
such cases to use means and- standard deviations, as 
they give equal weight to equally spaced intervals. 

The statistic which is best used. to. describe the 
centre of such a set of scores is the median, since it is 
not affected by the actual values of scores above it or 
below it, so long as their number remains the same. 
Again, to measure dispersion, a statistic such as the 
semi-interquartile range is appropriate. - 


SUSAN J, WHITE 


3. Student’s t-test 
(a) Normality 

Ordinal data require a non-parametric test such as 
the Mann-Whitney U-test (Armitage, 1974). Interval 
data with. a- skewed distribution can sometimes be 
made more nearly normal by applying a log trans- 
formation to the values, and an example of this is 
given by Gore et al (1977). 


(b) Equality of variances 

‘The. researcher may expect in advance that the 
variances in the two samples will differ-or this may be 
discovered after. the data: have been collected. In 
either case Student’s t-test should-not be used without 
question as it assumes equal variances, The alter- 
natives are to use a different form. of t-test with the 
Satterthwaite or Welch approximation to the degrees 
of freedom (Winer, 1971), orto use a non-parametric 
test (Armitage, 1974)... « wees 

: Fhe (artificial) example in Table IL-illustrates the 
=: importance of the equal variance assumption. (N.B.— 
This-is a purely illustrative example, and such small 
numbers. of observations..would: not. give definitive 
conclusions). An ordinary t-test (erroneously) gives 
t = 1.91, with 10 degrees. of freedom, which is not 
significant. However, the Satterthwaite approxi- 
mation allowing for unequal variances give a result 
significant at the 5 per cent level. Student’s t-test 
tends to give too few significant results when the 


a > Taare Il . 
Comparison of two means, unequal variances 





i Plasma values of X 





Group A Group B- 





17.1 24.9% 
19.3 23.7 
16.0 25.2 
17.9 26.3 
27.5 

21.7 

23.2 

25.1 


Bae a EE cas Me 
Mean 20.98 25.03 Difference = 4:05 
Variance 16.73 1.14 





Variance of difference (unpooled) = 
16.73/8 + 1.14/4 = 2.38 

Satterthwaite test: t = 4,05/y (2.38) = 2.63; 9 df; 
P <0.05. 
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larger. sample has the larger variance, as in this 
example. and too many when the larger sample has 
the smaller variance, ; n'i 


(c) Independence of observations 


If the individuals in the two samples have been 
matched with respect to some variable, it is in-' 
efficient to ignore this in the analysis; ‘Table III gives 
(artificial) results from a study where each subject was 
paired with a similar.(in some:defined sense) control, 
An. alternative example would be self-pairing, where 
the same subjects are measured on two separate 
occasions, If the two. results are correlated, as. they. 
will be if the pairing is effective, the variance is. less 
than it would be in the absence of pairing. Analysing 
such data as though the samples were independent is 
a serious error, as. differences. that are actually 
significant may be. found non-significant, and 
confidence intervals will be too wide. In Table. III, 


o TAB IH 














Comparison of means of paired samples 
Test scores l 
Pair number Subjects Controls Di ference 
1 6 8 ~2 
2 29 17 12 
3 20- 16 4.: 
4 16 10 6 
5 10 5 5 
6 8 7 l 
7 9 10 -1 
8 18 15 3 
9 VW 44 5 
10 oe ll 4 
Mean “180. 11.3 3.7 
Variance 48.67... 16.46 15.57 





Test for zero mean difference: . 
t = 3.7/4/(1.56) = 3.0; 9 df; P <0.05. 





the estimated variance of the mean difference is 1.56, 
compared with 6.51 for the variance of the difference 
in mean values when pairing is ignored, and this is 
crucial to the significance of the result. 


(d) More than two groups. 


If 5 groups are being compared, there are 10 
possible comparisons between pairs of means, and 
with 10 groups there are 45. If there are no real 
differences, the probability of at least one being (by 
chance) statistically. significant at the 5 per cent level 
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can be considerably greater than 0.05. Thus the 
likelihood .of erroneous. claims is increased. The 
appropriate procedures for dealing with this problem 
are known as multiple comparisons methods (Armi- 
tage, 1974). 


- 4. Chi-squared test 

(a) Null hypothesis 

Suppose that 40 patients are randomly assigned to 

treatments A and B, 20 to each treatment. In the 
treatment A group 3 fail to complete treatment, and 
of the remainder 10 improve and 7 do not. In the 
treatment B group the appropriate numbers are 7, 
12 and‘1 respectively. It is meaningless to make a 
statement such as ‘the patients on treatment B did 
better than those on treatment A (y? = 4.22; 1 df; 
P <0.05)’. There are various different comparisons 
between the groups which can be made using a 
chi-squared test, such as comparing the numbers 
improved out of all those who started treatment, or 
comparing the numbers improved out of all those who 
completed treatment. These clearly give different 
answers. 


{b} Small numbers 


Gore et al (1977) give an example of a situation 
where a correction for continuity is critical. Con- 
tinuity corrections (and the Fisher Exact test) are 
slightly conservative, that is, they err on the side of 
caution in producing significant results. 


(c) Independence of observations 


In the example in 4 (a) above, suppose that there 
are initially 20 pairs of patients, matched in some 
way, and that one member of each pair is randomly 
assigned to A and one to B. It is an error to ignore this 
pairing in the subsequent analysis. Table IV shows 
how the results should be presented, to give the results 
for each pair. Thus there are (e.g.) 6 pairs where the 
member on A improved, but the member on B either 
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Taste IV 
Presentation of paired results in a 2 x 2 table 





Treatment B 


Improved Other Total 


Improved 4 6 10 
Treatment A 
Other 8 2 10 


Total 12 8 20° 


McNemar’s test with continuity correction: 


U = 1/V/14 = 0.27; P >0.10 (NS). 





did not improve or failed to complete treatment. The 
appropriate test between A and B for thè proportion 
who improved out of those who started treatment is 
McNemar’s test (Armitage, 1974). It proceeds by 
considering only the fourteen pairs with disparate 
outcomes. Under the null hypothesis of no difference 
between treatments, it would-be expected that there 
would be 7 pairs with each of the outcomes (improved 
on A, other on B} and (other on A, improved on B). 
The distribution 6:8 does not give evidence to reject 
this null hypothesis (P > 0.10). 


5. Other analysis 
(a) Null hypothesis 


Suppose that two groups of volunteers are each 
injected with a different drug, and the value of some 
variable is recorded at the start and after 6 five- 
minute intervals. Different null hypotheses include 
(1) there is no difference between the groups at 
30 minutes (2) there is no difference at any of the 
7 time points (3) the response in each group may be 
represented by a straight line, and the slopes are the 
same. The particular null hypothesis should be 
stated exactly. 


Susan J. White, M.A., M.Sc., MRC Statistical Research and Services Unit, University College Hospital Medical 


School, 115 Gower Street, London WC1E 6AS 
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A Better Outlook for Schizophrenics Living in 
Extended Families : 


By M. FAKHR EL-ISLAM 


SUMMARY Cases of schizophrenia and schizophreniform attacks 
living in extended families have been compared to cases with similar 
diagnoses in nuclear families. Both diagnostic groups living in extended 
families presented earlier; they had lower rates of withdrawal symp- - 
toms and higher rates of behavioural disturbances and subjective 
suffering. Inter-generational conflict was a significantly more common 
precipitating factor in patients living in extended families; this was 


therapeutically 


utilized to induce family support. Patients from 


_ extended families had a lower tendency to deteriorate into withdrawn, 


affectively blunted residual states. 


The part played by culturally determined 
family: relationships in. the genesis, detection, 
patterning, management and outcome of 
psychiatric disorders has aroused the interest of 
investigators all over the world. Siebel (1972) 
and Waxler (1977) noted that a deviant 
complies with what society expects of him and is 
therefore reintegrated in traditional societies 
and alienated in Western. societies. If this 
argument is reduced to the family level, family 
expectations could play a decisive role in the 
outcome of disorders such as schizophrenia. 
The effects of family relationships on the course 
of schizophrenia have been recently reviewed by 
Vaughan and Leff (1976). However, previous 
studies have dealt mainly with nuclear families. 

In addition to involving a larger number of 
persons, relationships in the extended family 
provide the opportunity for interaction between 
members of three generations, whose adherence 
to traditional norms and modes of thinking, 
feeling and judgement vary a great deal. In 
Qatar, the majority of indigenous Qataris still 
live in extended families. However, the rapid 
increase in wealth with the discovery of oil has 
made it possible for some young members of 
extended families to leave the family quarters 
and to own new pieces of land, on which houses 
could be built and to which roads and other 


343 


services could be extended, The result was the 
separation of some nuclear families out of the 
extended family. 

In spite of this recently introduced geo- 
graphical separation, ‘most nuclear families 
consider themselves emanations of the extended 
families in which they were brought up. They 
maintain ties with their parent families, with 
whom they consult on issues related to arrange- 
ment of marriages, management of business or 
property, buffering in disputes and mediation in 
securing various benefits. Cousin marriage is 
still the rule among Qataris, whether they live in 
nuclear families or extended families, 

The present study compares schizophrenic 
patients living in extended families with those 
living in nuclear families. 


Case Material and Method 


The study included male patients aged 20-35 
years, suffering from schizophrenia (ICD 295.0- 
3) or from schizophreniform attacks (ICD 
295-4) for the first time in their lives. They were 
diagnosed and treated at the only psychiatric 
out-patient clinic in Qatar (population 200,000) 
and in its related in-patient unit, during the 
years 1972 to 1977. The study excluded patients 
with a history of abuse of alcohol or of drugs 
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acting on the central nervous system and those 
with clinical evidence of epilepsy or sub- 
normality. 

Schizophreniform, attacks arise in immediate 
connection with mental stress and are associ- 
ated with mental confusion, manifest as clouded 
‘awareness of time, place and persons and 
impaired registration of recent events. They 
formed a separate diagnostic group because of 
their better prognosis, akin to the prognosis of 
schizophreniform states (Langfeldt, 1939) and 
of the transient psychoses. (Jilek and Jilek-Aall, 
1970). Only one case of schizophrenia or 
schizophreniform attack per family has been 
included in the study. 

Only indigenous Qatari patients were in- 
cluded, i.e.» patients who were Qatari by 
parentage, birth and. residence, because schizo- 
phrenic disorders in immigrants are likely. to 
involve «different socio-cultural factors. The 
duration of symptoms prior to presentation for 
medical attention was recorded and factors 
precipitating illness (if any) were elicited. A 
particular note was made of inter-generational 
conflict as a precipitating factor; this is the 
struggle between members of the older and 
younger gener. ations, e.g. in relation to attitudes’ 
towards family relationships, methods of marri- 
age and/or education (El-Islam, 1976). The 
presentation of patients was classified into three 
groups, according to the patients’ chief symp- 
toms.. > 

(a) Patients may present for treatment 
because of the development of dis- 
ordered behaviour, i.e. overtly abnormal 
actions which are both inappropriate 
according to the family norms and 
unusual -against the patients’ back- 
ground, e.g. restlessness, excitement, or 
bizarre or socially embarrassing be- 
haviour, 

Other patients present on account of 
their subjective suffering from somatic 
symptoms of tension, insomnia, poor 
concentration or feeling muddled. 

Still others’? main symptoms consist of 
withdrawal of affective relationships 
from other members of the family or 
friends, with whom interaction becomes 
definitely reduced. 


(b) 


(6) 
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The three modes of presentation were based 
on loss of contact with external reality (autism), 
with or without delusions and/or hallucinations. 

The cases were followed up for between one 
and seven years (average 4.2 years). Patients 
were considered to have deteriorated when they 
developed withdrawal and affective blunting 
that persisted for more than six months and 
grossly impaired their relationships with all 
members of the family to whom they used to be 
close. ‘Fhese parameters. were compared for 
patients. living -in extended families. Another 
comparison. was.carried out.between nuclear 


„and extended family cases within each of the 


major tribes. Within. each tribe, cousin marriage 
is still the rule and has been the respected 
tradition for several generations. 


Results 

Table I shows the similarity between patients 
from nuclear and extended families in mean age, 
mean duration of follow-up and rate of parental 
cousin marriage. The two groups had similar 
distributions of the diagnostic ‘categories, ie, 
schizophrenia and schizophreniform attack: 
However, patients from extended families had a 
larger representation’ of cases with less’ than’a 
month’s history of symptoms (Po <0.03) and 
cases whose ‘illness was precipitated by inter- 
generational conflict (P <0.02) but they had a 
lower tendency to present with affective 
withdrawal (P <0.01) and a lower tendency to 
deteriorate into withdrawn blunted states 
(P <0.02). The lower tendency of extended 
family cases to deteriorate remained significant 
(P <0.05) when cases with one month’s or 
more history were separated out. 

When extended family cases are compared to 
nuclear family cases within’ the same tribe, the 
same trends hold (Table my 


Discussion 

Relatives’ expressed emotion, e.g. hostility or 
over-involvement may have adverse effects on 
the course of schizophrenia (Brown et al, 1972). 
On the other hand, persistent attempts by 
several family members to express interest.in and 
establish relationships to the patient seem to 
antagonize the tendency. to withdrawal and 


BRITISH JOURNAL OF PSYCHIATRY, OCTOBER 1979 XXV 









between Camcolit and ‘slow 
fference in their rates of absor 


er study? demonstrated that patients who had been y 
re ng their daily dose of lithium carbonate in the form of LS 
a controlled-release’ preparation could be changed to the 

Same daily dose of lithium carbonate in the form of 
Camcolit 400 without significant change in plasma 










i x RETI see Le RY s 
lithium levels or clinical condition. EES X 
Be AER RE 
1 Tyrer S- Hullin, R.P. Birch, NJ. and Goodwin, J.C. A “og 
(1976) Psychological Medicine, 6, 51-58. iS 
2. Hullin, R.P. (1977), British Medical Journal. 4, 1349 Sue SOF 
se Oe 
‘Camcolit’ isa Registered Trade Mark. OSS 
Full prescribing information is available on request. x ESE PE 
pe A æ E ae 
_ Norgine Limited. 59-62 High Holborn, London WEW BEB ALD AP QE eer 








PRESCRIBING INFORMATION Presentation White, scored, uncoated tablets marked ‘JANSSEN’ on one side and § on the other ; each contains 
2mg pimozide. Pale green, scored, uncoated tablets marked ‘JANSSEN’ on one side and $ on the other; each contains 4mg pimozide. Uses Orap is an 
antipsychotic of the diphenyl butyl piperidine series and is indicated for the treatment of acute or nic schizophrenia, particularly hallucinations. 
delusions, thought disorders, apathetic and withdrawn symptomatology. Acutely agitated, aggressive hyperactive patients may require higher doses of 
pimozide (10-20mg daily) for effective symptom control. Dosage and administration Orap is intended for oral administration to both adults and 
children as a single daily dose. Adu/ts: Normally a starting dose of 2-4mg is required with maintenance dosage up to 10mg daily as a single dose 
For the treatment of acutely agitated schizophrenic patients or patients resistant to therapy, initial daily doses of up to 20mg can be administered 
Once control of symptoms is achieved, dosage should be reduced to the lowest effective maintenance dose. Children: For children over 12 years 
of age dosage should normally be 1-3mg daily. Clinical experience in young children is limited and therefore Orap should be used at the physician's 
discretion in children under 12 years of age. Contra-indications Although no teratological changes have been observed in experimental animals 
the drug should not be administered to pregnant women. Warnings Endogenous depression. pre-existing Parkinson's disease and epilepsy may be 
aggravated. Overdosage There is no specific antidote to an overdose af pimozide. Cases should be treated symptomatically, A suicide attempt with 
100mg pimozide produced only slight tremor. Side-effects Extra-pyramidal effects may occur at higher dosage levels. Occasional skin rashes have 
been reported. Glycosuria has been reported following Orap administration, but it has not been established whether this effect was drug related 
Pharmaceutical precautions Nil. Legal category POM Package quantities Orap Tablets each containing 2mg pimozide are supplied in packs 

"o gpu Nan ipe umowie are sunniied in a pack of 250. Further information Nil. Product licence 














Help him pick up 


the pieces again 


EXTENSIVE M.R.C. STUDY 
SUPPORTS CLINICAL BENEFITS 
OF ONCE DAILY ORAL PIMOZIDE* 


A major long term trial in continuation therapy of discharged 
schizophrenics concludes that once daily ORAP (pimozide) was 

not only as effective as depot injections of fluphenazine 

but also associated with fewer unwanted effects. 

Importantly for the schizophrenic in society, patients on 
pimozide were significantly more favourably rated 

on aspects of sociability, use of leisure, 

warmth of personal relationships, 
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< TABLE I 
< Characteristic of patients studied 3 

Patients living ii Patients living in 

extended families 8 nuclear families. 
Total number 155. AHS TEE 
Mean age of onset 26.2 years ~ 24,7 years 3 
Mean follow-up period . 4.35-years 4.0 years... 
Parental cousin marriage: ~ : 139:(90°%) 104 (89%) o. 
Under one month history +; : 104 (67%): 63 (54%). 
One month or more history 533 Y) SA6): 
Precipitated by Erara conflict i I2 Yi es AIALA) 
Presoatation by: EP asa BeBe. nate, 

. (a) Disordered beanie 50 (32%) 31 (26%) 

(b) Subjective suffering 73 (47%) 38 (33%) 

(c) Affective withdrawal eae me “32 (21%). -: AB (41%). | 
Diagnosis: e te E wart ik ng rg) ge ; Hi 
<: Schizophrenia: ee! gt Du 137 (BB°%).0. © 101 (86%) ies 
: Schizophreniform attack _ : 7 ; -I8 (8 a . 16 (4%) e 


Deterioration during igllowsip © 





pan E Toe 38 (32%) 





























Whole group a i l ae 
Patients with one: e month's. or more Buey aeS E = 13¢ (25 va 7 24 (44%) 00" 
pTI Tase H ' 7 
Charades 4 patients belonging to one tribe =" 
Patients ving i in Patients livingin. - 
A , P eest. E extended families, „__ nuclear families 
Total number UT ahol BERTIN Win i = nR ur fee Ys Sarre! 
Mean age of onset ee ee z ee 25.6 years >) 26.3 years 
Mean follow up period de DE 4.5 years 4.2 years: 
Parental cousin marriage 31 (89%) co 20 (87%) > 
Under one month history... » ' 21 (60%). toa AD (BY) Seal 
One month or more history 14. (40%) o Sev 12 (52%), 
Precipitated by inter-generational conflict 823%) en HITY) ag 
Presentation by: : ; j l : $ 
(a) Disordered behaviour 12 (34%) 7 (30%). 
ib) Subjective suffering.. i 17 (49%) 7 (30%) 0° 
(c) Affective withdrawal 6 (17%) 5 9 (40%) 
Diagnosis: E Be j : 
Schizophrenia : 31 (89%) - 20 (87%) 
‘Schizophreniform attack At% 3 (13%) 


Deterioration during follow up: 


Whole group : 720% 8 (35% gs 
Patients with one month’sor more history ~ 3 (1%) 3 (42 fA So 
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affective blunting inherent in schizophrenic 
illness. The likelihood of having interested 
family members is greater for patients living in 
extended. families than for patients living in 
nuclear families, not only because of the larger 
number of members of extended families but 
also because extended family members are 
emotionally more committed to each other’s 
well being and this is one reason why they do 
not separate out into nuclear families. It could 
also account for the lower proportion of exten- 
ded family schizophrenic patients presenting 
with affective withdrawal and their lower 
tendency to deteriorate into withdrawn, blunted 
states. 


The tendency to earlier presentation for 
medical attention among extended family cases 
confirms their better family care and may be 
another factor in the success of treatment and 
better outcome. Only one schizophrenic case 
per family has been studied, in order to avoid 
false reinforcement of same family effects that 
would ensue if we add up a number of patients 
from the same family. Such false multiplication 
would have boosted the results of extended 
family cases more than nuclear family cases 
because the larger extended family is more 
likely to have several patients than the smaller 
nuclear family. 


However, the tendency of extended family 
schizophrenics to present early cannot be solely 
responsible for their better outcome, for by 
comparing the deterioration rates in cases with 
one month’s or more history in both kinds of 
family, the significantly lower tendency to 
deterioration is still obvious in extended family 
cases. Patients living in smaller (i.e. nuclear) 
families start off with fewer close relationships 
than those living in larger (i.e. extended) 
families and therefore it could be argued that 
nuclear family cases qualify more readily for 
the criterion of deterioration employed in this 
study. 


The capacity of the family to relate to a 
schizophrenic member varies according to 
previous experience or encounter with similar 
conditions. This encounter is more likely in the 
large extended family than in the nuclear 
family. The family experience with a case 
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running a benign course could be instru- 
mental in bringing about a favourable outcome 
of a subsequent case by creating optimistic 
expectations and enthusiasm in dealing with and 
relating to the patient. This explanation of the 
prognostic value of the course of schizophrenia 
in the family is the environmental! counterpart of 
the genetic explanation, postulating genetic 
factors of varying strength in various families. It 
is interesting that within the same tribe, the 
difference between schizophrenics living in 
extended and nuclear families still obtains. If 
the genetic family loading was solely responsible 
for the outcome, such a difference should not 
exist within the same tribe that has been follow- 
ing the tradition of intra-tribal cousin marriage 
for several generations. 


The presence of inter-generational conflict 
was therapeutically utilized to arouse the 
interest of other family members who are 
involved in the multi-faceted conflict :situation. 
The generated interaction and discussion proved 
helpful to other. family..members, who were 
potential conflict victims and whose efforts 
synergized with the patient’s. Therefore, the 
excess of inter-generational conflict in extended 
family patients does not offer a great dis- 
advantage. It seems more amenable to thera- 
peutic manipulation to the patient’s advantage 
than some other precipitating factors such as 
love failure, business loss or other. disappoint- 
ments that were relatively over-represented in 
nuclear family patients. 
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` Schneider’s First Rank Symptoms: their Prevalence and 
Diagnostic Implications in an Asian Population 


By R. CHANDRASENA and A. RODRIGO 


SUMMARY In an in-patient population in Sri Lanka, only those 
receiving a diagnosis of schizophrenia had Schneider’s First Rank 
Symptoms. Among 65 males and 104 females, the prevalence of FRS was 
25.4 per cent. Those patients with FRS in the first episode are likely to 
develop more during subsequent episodes. An attempt is made to 
explain the findings on a cultural basis. 


Schneider described 11 First Rank Symptoms 
(FRS) pathognomonic of schizophrenia in the 
absence of organic brain dysfunction (Schneider, 
1959), and Taylor (1972) said that these symp- 
toms were associated with poor prognosis. The 
CATEGO programme (Wing et al, 1974) is 
biased heavily towards a diagnosis of schizo- 
phrenia in the presence of FRS. However, the 
pathognomonic status of FRS has been ques- 
tioned by many authors (Carpenter and Strauss, 
1972; Carpenter and Strauss, 1973; Newmark 
et al, 1976) and-other studies have shown that 
FRS have no prognostic implications (Carpenter 
and Strauss, 1972; Hawk and Carpenter, 1975). 
Kendell et al (1979) showed that FRS are 
relatively poor predictors of social outcome. In 
the past, in a majority of patients the diagnosis 
of schizophrenia was associated with a uniformly 
downhill course. (Kraepelin, 1919; Mayer- 
Gross, 1938; Langfeldt, 1960; Langfeldt, 1969) 
and more recent follow-up studies show that 
only about 27 per cent of schizophrenic patients 
in Western countries are symptom free at 2 year 
follow-up (Sartorius et al, 1977). Although the 
widespread acceptance of Schneider’s FRS 
supports their utility, it is important to avoid an 
unwarranted certainty about diagnosis since a 
complex matrix of psychosocial pressures may be 
unleashed which themselves can preclude a 
return to health (Waxler, 1974). 

There have been no publications regarding 
the prevalence of FRS in Asian patients except 
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for the International Pilot Study of Schizo- 
phrenia (World Health Organization, 1973), 
which using the 7th revision of the Present State 
Examination established the prevalence of 8 of 
the 11 FRS (Carpenter and Strauss, 1974). This 
prospective study attempts. to evaluate the 
prevalence of all 11 FRS and their prognostic 
implications in a psychiatric in-patient. popu- 
lation in Sri Lanka. 


Population and Method 


All admissions to a General Hospital 
Psychiatry Unit in Sri Lanka over a period of 
two years falling within the category ‘psychotics’ 
(IPPS/WHO, 1973) were independently inter- 
viewed by a British-trained consultant psych- 
iatrist and a Lecturer in Psychiatry. Diagnostic 
criteria used were those in ICD~8 and PSE 
style routine questions were asked to establish 
the presence of FRS. The patients were inter- 
viewed before starting on medication and all 
symptoms during the patients’ stay in hospital 
and those present during the month prior 
to admission were rated as either: absent 
(0), probably present (1), or, definitely present 
2). 


A third British-trained consultant psychiatrist 
reviewed those with a symptom rating of | and 
if all three interviewers rated as 1 the symptoms 
were taken to be present for final analysis or 
otherwise they were rated as absent. Mellor’s 







70) “definitions: of the FRS was closely 
red to during the ratings, 


Results 


Uf the total sample, 65 males and 104 females 
- obtained a diagnosis of schizophrenia and FRS 
were found only among these patients. The 
mean age of the sample was 28,9 years (range 
16-60 years). and 45 males and. 35 females were 
in their first episodes, while 30 males and 59 
females had had more than one episode. The 
mean duration of the present episode was 5.7 
months. (range 5-18 months}: The overall 
prevalence of the FRS was 43 (25:4 per cent), in 
the first episode it was 22 (27.5 per cent), and in 
repeat episodes it was 21 (23.5 per cent) (7? .15, 
df 1, NS). There was no significant difference in 
age, sex and duration of episodes in those with 
and those without FRS. The mean number of 
FRS per patient was 1.6 during first episodes and 
2.9 during repeat episodes. l 
-Thirty-five patients--had -catatonic features 
such as mutism; of severe motor retardation, 
often, with waxy flexibility, and had to be 
treated with medication and ECT before any 
meaningful interview was possible, They then 
often had little recollection of their FRS, and 
the overall incidence of FRS rose to 32.1 per 
cent when these patients were removed from the 
sample (34.9 per cent in first episodes and 


Taare I 
‘Distribution of individual FRS 








First 
episode Relapses 

Voices arguing 15 15 
External influences playing ... 

upon the body’. 4 9 
Thought broadcasting 7 4 
Made acts 3 5 
Thought withdrawal 2 4 
Thought insertion 2 5 
Voices commenting l 6 
Thought echo l 5 
Made impulses l 2 
Made feelings 0 3 
Delusional perception 0 2 


BAECS SAGO ERE ene ae 
Total 36 
(tl 28, n, = 11, n, = 11df 20 NS) 





S 
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29.6 per cent in repeat episodes). The distrie 
bution of individual FRS is shown in the Table: 


. 


Discussion a 

Prevalence of FRS only among those diag- ` 
nosed as schizophrenics is probably due to the 
use of ICD-8 which incorporates most FRS into 
the category schizophrenia (295.0-295.9). Wing 
(1971) showed that the diagnoses ‘made by 
psychiatrists are to some degree dependent on 
their early training institution, and as: the 
diagnosticians: were British trained it is likely 
that the guidelines. in the British Glossary 
(General Register Office, 1968), which-are very 
similar to ICD-8, had an influence as well. o 0 


Mellor (1970):in UK found that.71.7 per cent - 


of his sample of schizophrenics’ had FRS, while 
Marshall and Silverstein (1978) found that iwan 
American sample only 24 per cent had FRS. 
This range is apparent in the IPPS.as well— 
Moscow 31 per cent, India48 percent and UK 
76 per cent (Carpenter and Strauss, 1974). 
A higher prevalence of catatonic schizophrenics 
in a sample would lower the prevalence of FRS 
as it is difficult to establish. phenomenology in 
such acutely ill patients in states of stupor. It has 
been shown that. catatonic schizophrenics. are 
more..prevalent in. South East. Asia when 
compared to the West, in the IPPS (India 44 per. 
cent and UK 4 per cent). Neki (1973) in India 
made the same observation. However, when the 
catatonics were deleted from this sample there 
was no significant rise in the prevalence of FRS 
(x? df NS) o 
The low prevalence rate of FRS in Sri Lanka 
is to be expected if the diagnostic criteria used 
are broader than those used in Western 
countries, specially in the UK. This, however, 
appears to be a unlikely explanation as the 
diagnosticians were. British-trained and) the 
criteria used were those in ICD-8 which are 
identical to those in the British Glossary. A more 
likely. reason is cultural beliefs. which ‘explain’ 
these otherwise disturbing experiences. Most of 
Schneider’s FRS are ego-boundary disturbances 
and in ‘possession states’ (Wijesinghe, 1976) 
passivity phenomena are not considered: ab- 


normal by the members of traditional societies. = 


Thus, they rarely seek Western treatment but 
traditional remedies and amidst these ‘dis- 
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association states’ there may be some schizo- 
phrenics as well. Further, as 60-80 per cent 
Sri Lankans seek traditional remedies before 
accepting Western treatment (Department of 
* Health Service, 1966) it is possible that many 
short-lasting acute schizophrenic episodes where 
FRS are common (Mellor, 1970) are never 
seen by a Western. psychiatrist. The mean 
duration of present episode of 5.7 months 
before admission supports this view. 

The difference in the distribution of indivi- 
dual FRS first and repeat episodes (see Table) 
suggests that those patients with FRS in the 
first episode are likely to develop more FRS 
during subsequent episodes. As this sample 
probably consisted of those patients who did not 
respond to traditional therapies, and as main- 
tenance of drug therapy for long periods is often 
not possible due to poor patient compliance and 
the non-availability of depot medication, this 
difference is to be expected, 


. 


Conclusion 


In view of the low prevalence, the value of 
FRS in routine clinical diagnosis of schizo- 
phrenia in Sri Lanka is limited. Nevertheless, 
their presence not only lends strong support for 
a diagnosis of schizophrenia, but identifies a 
group that is likely to develop further FRS. 
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‘Clinical Significance of Plasma Drug and Prolactin Levels 


“During Acute Chlorpromazine Treatment: A Replication Study 


By TAMARA KOLAKOWSKA, MICHAEL ORR, MICHAEL GELDER, 
MANUELA HEGGIE, DAVID WILES and MICHAEL FRANKLIN 


SUMMARY Nineteen patients with acute psychoses, the majority 
schizophrenics, were studied in the course of chlorpromazine (CPZ) 
treatment. Plasma levels of the drug, plasma prolactin (PRL), extra- 
pyramidal side-effects (EPS) and changes in mental state were moni- 
tored weekly, as in our earlier study. The results confirm some of our 
previous findings: (a) plasma CPZ levels vary widely among patients 
and correlate poorly with daily doses of CPZ; (b) increased plasma 
PRL is associated with higher plasma CPZ levels and is more common 
among the patients who develop EPS; and (c) none of these three 
variables differ between groups of patients with good and poor treat- 
ment outcome. However we did not confirm our previous finding of a 
significant association between EPS and higher plasma CPZ, nor did 
we find that the ratio of CPZ-sulphoxide to CPZ differed between the 


improved patients and the rest. 


The hypothesis that neuroleptics exert their 
antipsychotic action by blocking dopamine 
(DA) receptors (see reviews by Carlsson, 1978; 
Mathysse, 1977; van Praag, 1977) has led to 
interest in the effects of these drugs on plasma 
prolactin (PRL), the release of which is under 
the control of dopaminergic neurones. Plasma 
PRL rises during neuroleptic treatment and the 
simple form of the hypothesis suggests that the 
therapeutic effects of these drugs should be 
related to this increase. However, in a study of 
17 psychotic patients receiving short-term treat- 
ment with chlorpromazine (CPZ) we found no 
differences ‘in plasma CPZ or PRL levels be- 
tween the subjects who improved and the rest 
(Wiles et al, 1976). Plasma CPZ and PRL varied 
widely between patients, showed a significant 
positive inter-correlation and were both posi- 
tively associated with extrapyramidal symptoms 
(EPS), another index of DA receptor blockade. 

There are few studies concerned with the 
relationship between therapeutic effects of 
neuroleptics and plasma PRL elevation. Our 


failure to relate the two was confirmed recently 
by Gruen et al (1978) while Meltzer and Fang 
(1976) found a correlation only among a sub- 
group of male patients. Our failure to find an 
association between improvement and plasma 
drug level supports the findings of several 
investigators (Curry et al, 1970; MacKay et al, 
1974; Sakalis et al, 1972) but is in contrast to 
some other reports (e.g. Rivera-Calimlim et al, 
1974 and 1976). Our finding of a correlation be- 
tween plasma concentrations of drug and PRL 
has been confirmed recently by Sachar (1978) 
and Siris et al (1978), while the association of 


“EPS to higher drug level'is in keeping with the 


report of Hansen et Larsen (1974). We have 
found no reports on the relationship between 
EPS and plasma PRL and ‘no investigations con- 
cerned with all the four variables, i.e. improve- 
ment, EPS, plasma PRL and drug concen- 
trations. The uncertain state of the literature 
on these questions prompted us to repeat our 
previous investigation on chlorpromazine and 
we report our findings here. 
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Subjects and:Methods 

. Nineteen recently admitted patients were 
studied during treatment. The criteria‘ for 
selection, the plan of investigation, the methods 
of cliniéal assessment and the assays of the drug 
and PRL are those described by Wiles et al 
(1976). Thirteen patients had a diagnosis 
(according to thé Research Djagnostic Criteria 
of Spitzer et al, -1975) of schizophrenia, three of 
mania, three of schizo-affective psychosis and 
one of a paranoid reaction. Dosage, chosen by 
the patient’s psychiatrist on the basis of his 
clinical judgment, ranged from 200-600 mg per 
day. Benzhexol was prescribed only when 
Parkinsonian side-effects appeared. In 15 
patients, no other medication was prescribed 
except for occasional nitrazepam. In the- other 
four; lithium carbonate, started long before 
admission, was continued. Apart: from one 
patient who refused further treatment. after a 
week,: patients were studied for at least-three 
weeks of CPZ administration. ,Blood samples 
were collected weekly, immediately before and 
two hours after the: morning dose of CPZ, 
and are referred to, subsequently as the pre- 
dose samples and 2-hour samples respectively. 

‘At the initial assessment a-full psychiatric 
interview was carried out and the prognostic 
index of Stephens si al,(1966) was completed. 
Ratings were made of mental state on the Brief 
Psychiatric Rating Scale (BPRS) of Overall and 
Gorham (1962) and of the extrapyramidal side- 
effects using a scale modified: from that of Simp- 
son and Angus (1970). Ratings were repeated on 
each day on- which blood samples were taken. 
Overall: improvement was assessed on a 4-point, 
scale. At the end of treatment, patients whose 
total BPRS score decreased by at least 50 per 
cent and whose global score was 3 (asympto- 
matic) or 2 (satisfactory improvement with some 
residual symptoms),.were categorised as im- 
proved. 

Plasma PRL was measured by a pedi 
double antibody radioimmunoassay. based on 
the method of McNeilly and Hagen (1974). 
Human PRL antibody-(Code P.15/10/76) and 
iodinated prolactin were provided by P. Lowry 
and R. Edwards respectively: (St Bartholomew’s 
Hospital, London). .The> range .of normal 
plasma PRL values in control subjects was 3-11 
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ng/ml in men and 414 ng/ml in women. 
Intra-assay and inter-assay variations were 
2.9 per cent and 12.8 per cent respectively. 
Plasma drug level was determined by the gas 
chromatographic method of Curry (1968) as ° 
modified by MacKay et al (1974). The intra-, 
assay co-efficient of variation (CV) for plasma 
concentrations, ranging from 10-100 ng/ml 
was 10.6 per cent for CPZ and 13.8 per cent for 
CPZ sulphoxide (CPZ SO), The inter-assay CV 
for a plasma pool containing CPZ and CPZ SO 
at 50 ng/ml was 7.1 per cent for CPZ and ‘12.8 
per cent for CPZ SO. The electron capture 
detector had a lower limit of detection for CPZ 
of 0.5 ng and for CPZ SO of 1 ng. 


Non-parametric statistics were used: the 
Mann-Whitney U-test for the difference be- 
tween groups; the Spearman co-efficient for the 
correlation between variables and the chi square 
test with Yates’ correction or the Fisher Exact 
Probability Test for :the diferentes in distri- 
bution of hg variables, 





BPRS SCORE 
N i 





BPRS SCORE 





SYMPTOMS 


Fic. 1—Mean BPRS symptom scores in (a): improved 

(upper graph N = 13) and (b) unimproved patients 

(lower-graph N-= 6). Continuous line = before treat- 

ment; broken line = after treatment. Symptoms are 

numbered 1-16 in keeping with the original BPRS 

scales, We have added: 17—elation; 18—psychomotor 
excitation. - 
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Results 

Clinical changes 

Thirteen patients improved in the course of 
_ CPZ treatment and were discharged. In the 
remaining six, response to treatment was poor. 
The groups did not differ significantly in BPRS 
score at the first assessment, nor in regard to 
scores on the prognostic index, diagnosis, dura- 
tion of illness, number of previous episodes, or 
presence of first-rank symptoms. Twelve of the 
19 patients developed extrapyramidal ‘ symp- 
toms. 


Plasma CPZ levels 


The average of plasma CPZ levels over the 
period of treatment differed considerably among 
the 19 patients (figure 2): 4-49 ng/ml in pre- 
dose samples and 9-79 ng/ml at 2—hours. There 
was also a wide range of CPZ levels in subjects 
receiving the same daily dose of CPZ. Even 
when CPZ levels were calculated per 100 mg 
daily dose of the drug, they still varied more than 
10-fold (1.0-10.9 ng/ml in pre-dose samples and 
1.8-21.4 ng/ml in 2-hour samples). Patients 
receiving 600 mg/day of CPZ did not have 
higher plasma levels than patients treated with 
400 mg/day. Both CPZ levels and the ratio of 
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CPZ DOSE(mg/day) 
Fic. 2.—Mean plasma CPZ levels at 2 hours and 
daily CPZ dose. 


PLASMA, DRUG AND PROLACTIN DURING CHLORPROMAZINE TREATMENT 


CPZ level to daily dose were higher in women 
than in men (Table Ia), and in samples taken 
at 2 hours this difference was significant 
(P <.05). 

In individual patients, plasma CPZ levels 
rose after the morning CPZ dose and tended to 
follow alterations of the daily dose. While the 
dose of CPZ was unchanged, plasma CPZ levels 
either fluctuated around a mean value or 
tended to decline as treatment progressed. When 
benzhexol was given to three patients, no con- 
sistent change in plasma CPZ levels followed. 
Neither CPZ dose nor plasma CPZ level dif- 
fered between the 12 patients who developed 
EPS and the rest (Table Ib). Although EPS 
were rather more’ common in subjects with 
plasma CPZ above 20 ng/ml in the 2-hour 
samples, the difference was not significant. Five 
men who developed EPS had low CPZ levels, 
while two women remained free from these 
side-effects in the presence of plasma CPZ well 
above 20 ng/ml. CPZ levels did not differ 
between patients who improved and the rest, 
and the dose was actually higher in the latter 
(Table Ic). Seven of the 13 patients who im- 
proved had low CPZ levels (under 10 ng/ml in 
pre-dose samples and under 20 ng/ml at 2- 
hours) while relatively high levels were found in 
three of the six who did not show any response to 
treatment (greater than 20 ng/ml and greater 
than 40 ng/ml in pre-dose and 2-hour samples 
respectively). : 

CPZ SO was detected in all patients. The 
average ratio of plasma CPZ SO to CPZ varied 
considerably between patients: from 0.13 to 11] 
in pre-dose samples and from 0.28 to 1.4 at 2 
hours, In all but two the ratio was consistently 
higher at 2-hours than in pre-dose samples. The 
ratio was unrelated to CPZ dose, to CPZ plasma 
level, or to the ratio of CPZ level to dose. It did 
not differ between the patients who improved 
and those who did not. 


Plasma prolactin 

Mean plasma prolactin (PRL) levels were 
raised (i.e. above 15 ng/ml) in 12 patients. In 
the remaining seven, who were all men, PRL 
levels were within the normal range. 

While the dose of CPZ remained constant, 
PRL varied as much’ as 2-fold, the range being 
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TABLE I 
Plasma CPZ and PRL levels (mean + SD) in patients grouped according to sex (a), presence of EPS (b) and improvement (c) 




















CPZ -CPZ level PRL level CPZ level/100 mg 
dose’ (ng/ml) (ng/ml) dose (ng/ml) * 
Group N (mg/day) pre-dose 2h pre-dose 2h _Predose ` 2h 
a) Men 7 4084149 14412 23414 18+13 18413 3.34+2.3 6.543.7 
Women 12 4074117 23413 39414* 29415 444+20* 6.543.2 13.145.7* 
Plasma PRL Improved 
(ng/ml) Yes No 
; j >30 <30 
b) EPS 12 437498 19414 35425 26417. 34429 6* 6 .7 5 
No EPS 7 3574+180 18+12 32419 16+ 7 1849 — 6 6 l 
i PRL 
elevated EPS 
: Yes No Yes No 
c) Improved © 13 369-+4136 17+13 37 +30 17412 22418 6 7* 7 6 
Not 6 492+ 92 19412 32412 30415 40422 6 - 5 l 
* P< 0.05 


greater, both in absolute values. and as a per- 
centage of the mean, in subjects whose plasma 
PRL was raised. In spite of this variability, PRL 
levels at the end of the first week of treatment 
predicted whether PRL would be within or 
above the normal range in subsequent weeks. In 
some -patients PRL levels decreased in the 
second and third weeks of treatment. Plasma 
PRL rose consistently after the morning dose of 
CPZ in only three patients. In seven patients 
PRL levels followed changes in plasma CPZ. 
Average PRL levels ranged from 8 to 5] ng/ 
ml in the pre-dose samples and from 10 to 66 
ng/ml at 2-hours. These differences between 
patients can be related to ‘several factors:— 

(i) Plasma PRL levels, like CPZ levels, 
were higher in women than in men 
(Table Ia) both in the pre-dose (P 
<.05) and 2-hour (P <.01) samples. 
Levels were above the normal range:in 
all seven women but in only five of the 
12 men (P <.05). ; ; 

(ii) PRL levels, although not related to the 
whole range of CPZ doses were pro- 
portional to CPZ dose up to 500 mg/ 
day. (Above this dosage level, PRL 
levels did not increase further). 


(iii) Figure 3, which shows the correlation 
between plasma CPZ and PRL levels 
in samples taken 2 hours after the dose, 
suggests that a plasma CPZ concen- 
tration of 20 ng/ml may be critical. All 
but one patient with plasma CPZ 
greater than this had raised PRL, while 
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Fia. 3.—Correlation between plasma levels of prolactin 
(PRL) and chlorpromazine (CPZ) in 18 subjects, 
Points represent individual mean levels from 2-hour 
samples. Horizontal dotted line shows upper limit of 
normal range for plasma PRL. Vertical dotted line 
shows CPZ level critical for PRL elevation. 
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all but one with lower CPZ had PRL 
within the normal range (P < 0.025). 
The correlation for the complete 
group of subjects was weak though 
significant (Spearman rho 0.52; P 


< 0.05). The scatter diagram (Figure 3) | 
shows that within a sub-group of 14. 


subjects PRL ocncentrations correlated 
- well with those of CPZ (rho 0.88; P 
- <.01) while those of the remaining four 
patients did not. Three of these four (two 
women aged 19 and 28 and one man 
aged 27) had high PRL levels despite 


low plasma CPZ concentrations, while: 


the fourth, a man of 28, had low plasma 
PRL in the presence of high plasma CPZ. 
Figure 4 shows, in more detail, the 
plasma PRL and CPZ concentrations of 
two contrasting patients. 


Extrapyramidal symptoms (EPS) were and 
more often among patients with higher plasma 
PRL: they were present in all six patients with 
mean 2-hour PRL levels of 30 ng/ml or above, 
but in only six of 12 patients with PRL below 
this level (P <0.05). All those who developed 
Ere in the presence of low plasma PRL were 


PLASMA PROLACTIN (ng/mi) 





30 r 

PLASMA CPZ (ng/ml) . 

Fra. 4.—Correlations between plasma CPZ and PRL 

levels in two contrasting patients. Q-pre-dose; @-2-hour 
levels. 
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men. PRL concentrations in 2-hour samples 
from’ patients with EPS were twice as those 
from the rest, but this difference was not signifi- 
cant because of the large scatter of PRL values 
in the group with EPS (Table Ib). 

Plasma PRL was increased in six of the 13 
patients who responded to treatment and in all 
six who did not. PRL levels did not differ 
significantly between those who improved and 
the rest. There was no difference in plasma CPZ 
or PRL findings between the four patients 
receiving lithium and the remainder. 


Discussion 

In setting out to repeat our previous investi- 
gation, we have collected a group of patients 
who are closely similar to the earlier group, as 
judged by the clinical variables and by the 
doses of CPZ (Table II). We confirmed, our 
previous findings with two exceptions. The wide 
range of plasma CPZ levels, even among the 
patients taking similar doses, repeats our pre- 
vious results, and it is consistent with other 
reports. In both our studies, plasma PRL levels 
were higher in women than in men and this 
also is in keeping with the results of other 
investigators (recently de Rivera et al, 1976; 
Lindholm et al, 1978). In each investigation 
EPS appeared in all but one of the patients who 
had high plasma PRL and also in some men 
who had PRL levels within normal range. Some 
dissociation of the two responses seemnis con- 
sistent with the experimental evidence that the 
mechanism of neuroleptic effects on dopamine 
turnover differs between the two pathways in- 
volved in these: responses (Moore and Gudel- 
sky, 1977). 

Our previous finding of significant inter- 
subject correlations between plasma PRL and 
CPZ levels was also confirmed but the relation- 
ship was weaker than in the first irivestigation, 
the range of differences between subjects being 
larger than we had found before. In both 
studies, some subjects showed poor correlation 
between changes in plasma PRL and CPZ 
throughout treatment. This may be because 
their CPZ concentrations remained outside the 
range which produces a graded PRL response, 
i.e. was either too low to affect PRL release or 
above the level which has already produced a 
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Tase II l 
A comparison of our two studies : characteristics of the patients and list of findings 





Number of patients 

Age (mean and range) ' 
CPZ dose, mg/day (mean and range) 
Improved es 

EPS 


PLASMA CPZ 
within subjects: 
relation to CPZ dose 
levels 2-h > pre-dose ` 
between subjects: 
variability of therapeutic levels 
relation to dose 


Wiles et al, Present 
1976 study 
17 19 o 
31 (21-60) 34 (19—64). 
385 (150-600) 404 (200-600) 
10 of 17 13 of 19 
8 of 15 - 12 of 19 
ya ya 


yes yes 


over ten-fold 


over ten-fold 


poor poor 
levels higher in women NS zero h.—NS 
: 2-h—p < 0.05 
EPS related to higher 2-h. levels p <0.01 NS 
improved/not no difference no difference 
CPS SO/CPZ ratio 
ratio 2-h > pre-dose = % 14 of 16* 16 of 17* 
higher in unimproved ae ' p<0.05 - NS 
PLASMA PRL LEVELS 
Elevated average level: 
women ‘ all 7 all7 
men 5 of 10 5 of 12 
Within subjects: i 
. relation to CPZ dose poor poor 
2-h >pre-dose 2 of 17 3 of 17**. 
Between subjects: : 
variability at therapeutic doses over ten-fold six-fold 
relation to CPZ dose poor poor 
higher in women | 
pre-dose P <0.05 P <0.01 
2-hour P <0.01 P <0.05 
correlation to CPZ level 
re-dose P <0.01 NS 
-hour P <0.05 P <0.05 
EPS more common in patients with higher 2-h levels NS P < 0.05 
Improved/not . levels I = NI levels I < NI 


a $ 


* No data in 1 subject 


maximal, response. A recent report that PRL 
levels change progressively only within a narrow 
range of neuroleptic doses (Gruen et al, 1978) 
lends some support to this idea. In this investi- 
gation, as in the previous, we found no dif- 
ferences in plasma CPZ, plasma PRL or EPS 
between the group of patients who improved 
and .of those who did not. At first, this might 
appear to contradict the hypothesis that the 


** Insufficient data in 2 subjects’ 


antipsychotic effects of neuroleptics are related 
to their antidopaminergic effects. However, 
further eyidence for this. association has .been 
published recently (Johnstone et al, 1978), and 
we believe that our findings may have’ another 
explanation. Our groups of patients—and those 
which others have studied—probably contain 
patients who differ considerably in their prog- 
nosis. If subjects who improve in response to 
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neuroleptics are examined in a group which 
also contains patients who either are capable of 
improving without any treatment, or who have a 
paor prognosis whatever neuroleptic treatment 
' is given, then correlations between indices of 
drug activity and improvement will not be 
observed. We are at present examining one 
method of separating the drug responsive 
patients from the rest. 

Finally, we failed to replicate other findings 
of the first investigation. We did not find higher 
ratio of CPZ SO to CPZ in patients who did 
not improve. Nor did we find that EPS was 
associated significantly with higher CPZ levels. 
At the least, this indicates that the level of 
plasma CPZ at which EPS appears is more 
variable than we had supposed from the earlier 
study. 
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Familial Basal Ganglia Calcification 


and Schizophreniform Psychosis E 


By A. F. FRANCIS 


Schizophreniform psychoses have long been 
associated with a wide variety of clinical 
conditions affecting the basal ganglia (Davison 
and Bagley, 1969) ; amongst such disorders have 
been post-encephalitic psychosis (Fairweather, 
1947), hepato-lenticular degeneration (Beard, 
1959) and Huntington’s chorea (Heathfield, 
1967). Kalamboukis and Molling (1962) 
reported calcification of the basal ganglia in a 
single male schizophrenic and paranoid hallu- 
cinatory psychoses have been noted in other 
cases of striopallidodentate calcification 
(Lòwenthal and Bruyn, 1968); however, an 
association between familial basal ganglia 
calcification and schizophreniform symptoma- 
tology has not been recorded. ' 


Case Histories 


Case III, first brought to our notice the 
possibility that there might be a genetic 
component to her illness in view of the large 
number of relatives suffering from psychiatric 
disorder. The discovery of basal ganglia 
calcification in this case led to an examination 
of case histories of her relatives for similar 
radiological and clinical findings. 

Case I, (T.H.) was admitted to the county 





Ky BS _sSchizophrenrform Prychosts (not x-rayed} 
@ BB schizophrenform Psychous & Basal Nucleus Caicification 
fl æ Bami Nucleus Calcification onty 
[Æ Basal Nucleus Catcrfication & Mental Handicap 


Fic 1.—Pedigree pattern of familial basal nucleus cal- 
cification and schizophreniform psychosis. 


asylum in 1908, when 41 years of age, suffering 
from an acute psychotic illness characterized by 
persecutory delusions, aggressive behaviour and 
auditory and visual hallucinosis. The clinical 
notes throughout 1909 and 1910 record his 
continued incarceration in the annexe of the 
asylum and periodically noted the presence of 
auditory hallucinations and persecutory delu- 
sions. Finally, after a short illness suggestive of 
severe gastroenteritis, the patient succumbed in 
1911, the cause of death being recorded as 
‘General Paralysis of the Insane’. 

Case I,. Little is known of T.H.’s wife, but 
there is certainly no recorded history of mental 
disorder. The children of the couple were 
subsequently adopted (Generation IT). 

Cases II,, II, both males, were killed in the 
Great War and nothing is recorded of their 
mental states. ` . sab 

Case Il, In 1955 A.H., a 53-year-old 
spinster, was admitted to the same hospital as 
her. father in a, deluded psychotic state. An 
initial diagnosis of depressive psychosis was 
made, but the patient did not respond to ECT. 
Over succeeding years, the clinical picture 
shifted into a chronically withdrawn and 
apathetic state, with occasional bizarre per- 


` secutory delusions noted. At 55, she developed 


coarse involuntary movements of the head and 


.. trunk and Parkinsonian facies: and gait, which 


increased in severity. A skull x-ray following a 
head injury, when the patient was aged 65, 
showed bilateral calcification in the basal 
ganglia. The patient died in hospital aged 70; 
no post mortem was performed. 

Cases II, II,, both males, died in their 60’s 
with no history of psychiatric disorder. 

Case II, (mother of Generation III). E.H. 
had no history of admission to the local psych- 
iatric unit; neither is there any evidence that 
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she or her husband suffered from any mental 
disorder.’ She died -aged 58 from: lobar pneu- 
monia; no skull x-ray or recorded post mortem 
examination of the.brain is available. 

Case III (agéd 44) first presented with bizarre 
hypochondriacal and hysterical symptoms when 
21-years-old. Ten years later, he presented with 
typical schizophrenic symptoms, including 
primary delusions, auditory hallucinations, 
thought disorder and affective flattening. A skull 
x-ray showed bilateral calcifications of the basal 
ganglia., |. > l ; 

Case III,. “Interestingly, this 42-year-old 
„male has shown no signs of mental disorder, but 
bilateral calcifiċation of the basal ganglia was 
noted on skull x-ray. ' ` 

Case III;. A 40-year-old female with no 
history of mental disorder or radiological 
evidence of intracranial calcification. - 

Case III,. This. 36-year-old female experi- 
enced a brief episode of hypomania following 
caesarian section; the symptoms included 
elevation of mood and pressure of speech, 
followed by moderate depression necessitating 
tricyclic medication. Skull x-ray at that time 
was normal and recovery from the episode was 
complete. en, 

Case III; (aged 35) presented. at the age of 
21 with an acute onset psychosis with per- 
secutory delusions, passivity experiences, third 
person auditory hallucinations and perceptual 
disturbances. Skull x-ray showed bilateral 
calcification of the basal ganglia. Further 
psychotic episodes and a schizophrenic defect 
state have been noted subsequently, as well as 
unusual susceptibility to extrapyramidal side- 
effects of phenothiazines. 

Case III, (mother of IV,, IV,). This 32-year- 
old housewife presented with an acute psychosis 
characterized by persecutory delusions, delu- 
sional percepts, somatic passivity experiences 
and disorders of the possession of thought. Skull 
x-ray showed bilateral calcification of the basal 
ganglia. She also experienced unusual sensitivity 
to the-unwanted effects of phenothiazines. 

Case III, (aged 31), presented with puerperal 
psychosis of a manic-depressive type. As in Case 
II, skull x-ray was normal. 

Case III, (twin to III,), did not consent to 
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skull x-ray. There is no: history of mental 


“disorder. 


Case III, (aged 27), presented at 18 years 
with a brief paranoid psychosis -remitting .on 
phenothiazines; her subsequent behaviour has * 
been more reminiscent of personality disorder 
than psychosis. Skull x-ray showed bilateral 
calcification of the basal ganglia. 

` Case III. No information available. 

Case IV, (aged 13). Foetal distress was noted 
following prolonged labour and caesarean 
section. Slow motor and speech development 
necessitated speech therapy and special school- 
ing. Skull x-ray at 11 years was normal, but a 
repeat film shows extensive bilateral calfication 
of the basal ganglia. , 

Case IV, (aged 9). Again birth difficulties 

and slow motor and speech development were 
noted. From 18 months, several grand mal 
attacks occurred. A skull x-ray when eight-years- 
old was normal, but a recent repeat film shows 
faint bilateral calcification in the basal ganglia. 
' Cases II, IIIs II, III, III, IV, IV, all 
had normal serum calcium and phosphate 
levels and no evidence for’ skeletal abnorm- 
alities suggestive of hypo or pseudo-hypo- 
parathyroidism. 

Parathyroid hormone levels which are raised 
in pseudo-hypoparathyroidism (Barwich, 1976) 
were normal in Cases IIT,, ITI, 111g, IV, IV}. 

In affected members, the radiological appear- 
ance is essentially similar, with calcification 
restricted to the corpus striatum. It is of note 
that Case II; showed a progressive extra- 
pyramidal disorder and that Cases III, III, 
TII,, III, have all been observed to have 
extrapyramidal symptoms, viz. Parkinsonian 
facies and tremor, which were attributed to 
phenothiazine medication. 


Discussion 
In this family, there appears to be an asso- 
ciation between calcification of the basal 
ganglia and schizophreniform psychosis, There 


` i$ evidence to suggest that the calcification is 


first apparent on X-ray at puberty (Cases IV,, 
IV,). 


There may be a spectrum of clinical pre- 
sentation dependent on the process’ of cal- 
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cification, with Cases IV,, IV, resembling the 
infantile syndrome described by Babbit et al 
(1969), whereas slower calcification would 
regult in schizophreniform psychosis and extra- 
* pyramidal symptoms presenting in adulthood. 


* A variety of psychic changes including 
schizophrenic symptoms have been noted in 
individual cases of basal ganglia calcification 
(Kalamboukis and Molling, 1962). However, 
the familial cases noted by Schlafroth (1958) 
appeared to suffer from a progressive organic 
psychosyndrome, rather than a psychotic illness 
closely resembling schizophrenia, as noted in this 
study. It is of interest that the two members of the 
family who had puerperal psychosis of a manic 
depressive type had no radiological evidence 
of intracranial calcification (Cases ITI, I). 


The pedigree pattern appears to be an X- 
linked dominant mode of inheritance, 
resembling the’ postulated genetic transmission 
in familial pseudo-hypoparathyroidism in which 
calcification of the basal ganglia can also occur 
(Aurbach, 1971). The absence of biochemical 
or clinical features suggestive of parathyroid 
dysfunction make such an abnormality unlikely 
in this family. It is probable that a number of 
genetically determined forms of basal ganglia 
calcification account for the widely differing 
clinical presentation recorded in the literature. 


A. F. Francis, 


FAMILIAL BASAL GANGLIA CALCIFICATION AND SCHIZOPHRENIFORM PSYCHOSIS 
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Hypercalcaemia-Induced Psychopathology in 


Malignant Diseases 


By A. WEIZMAN, M. ELDAR, Y. SHOENFELD, M. HIRSCHORN, 
H. WIJSENBEEK and J. PINKHAS 


SUMMARY Seven out of twelve patients with malignancy and hyper- 


calcaemia had associated 
rations disappeared wh 
treatment. 


Hypercalcaemia, while commonly found in 
certain malignant diseases, such as mam 
carcinoma, oat cell carcinoma of the lung and 
others (Muggia and Heinemann, 1970; Jessiman 
et al, 1963) and relatively rare in lympho- 
proliferative disorders (Moses and Spencer, 
1963; Canellos, 1974), is often associated with 
psychiatric disturbances (Whybrow and Hor- 
witz, 1975; Sachar, 1975; Rasmussen, 1968; 
Smythies and Corbett, 1976; Karpati and 
Frame, 1964; Petersen, 1968). We are aware of 
relatively few reports of hypercalcaemia-induced 
psychiatric symptoms in malignant diseases 
(Lipowski, 1972; Senescue, 1963) and their 
emergence often raises the question of a reactive 
dépression or cerebral metastases. 


Patients and Methods 


Twelve patients aged 29 to 82 years (mean 
60.2+16.3), seven males and five females with 
malignant diseases and hypercalcaemia were 
studied, all in-patients and examined by a 
consulting psychiatric team. Patients with a 
past history of psychiatric disorders, involvement 
of the central nervous system (CNS) by‘malig- 
nancy, or any other disease disruptive of CNS 
function were excluded from this study. Whole 
blood samples were drawn in the morning, in 
fasting condition and collected in dry test 
tubes, préviously washed in sulphochromic acid 
and afterwards in distilled water. The serum 
calcium and phosphate were measured: by the 
twelve channel auto-analyser (normal ranges 
9.5—10.5 mg/dl (2.37—2.62 SIU) and 2.4— 
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psychiatric symptoms. The mental aber- 
en the calcium levels returned to normal after 


4.2 mg/dl (0.77——1.35 SIU), respectively. The 
psychiatric status was classified according to the 
following diagnoses: (1) no psychiatric symp- 
toms; (2) mild affective disturbances (anxiety, 
depression, anxiety~depressive syndrome); (3) 
severe depression; (4) paranoid psychosis; 
(5) acute organic brain syndrome. 

Seven out of the twelve patients studied had 
psychiatric symptoms (Table I). Their mean 
serum calcium (14.3+0.8 mg/dl) was sig- 
nificantly higher than that of the other five 
patients in whom no mental disturbances were 
detected (12.4+1.5 mg/dl) (P <0.05). In all 
seven patients the psychopathology disappeared 
when following treatment, the serum calcium 
level returned to normal levels, within 2 to 6 
days (Table I), 


Illustrative Case Reports 
Patient No, 1. Admission examination of a 28-year-old 
male clerk complaining of tension, anxiety, depression, 
anorexia, anhedonia, and concentration and memory 
disturbances revealed lymphadenopathy in the left 
supraclavicular and right inguinal ions. The serum 
calcium and phosphate were 14.5 mg/dl (3.62 SIU) and 
2.9 mg/dl (0.93 SIU) respectively. The chest x-ray 
revealed enlargement of the mediastinum, X-ray and 
isotopic bone surveys were normal. A lymph node biopsy 
revealed Hodgkin’s disease, mixed cellularity type. 
Treatment consisted of intravenous saline and furosemide. 
The mental symptoms partially resolved when the 
calcium was lowered to 11.5 mg/dl (2.87 SIU), and 
disappeared when the calcium returned to normal. 
The patient was successfully treated with radiation and 
chemotherapy, his condition was satisfactory and during a 
follow-up period of three years he remained normo- 

calcemic and free of psychiatric symptoms. 





normal (days). 


Patient No. 2. On admission, a 60-year-old male with a 
history of progressive weight loss lasting for six months, 
was noted to have bilateral axillary and supraclavicular 
adenopathy, and an acute organic brain syndrome 
(impairment of orientation, memory and intellectual 
function, such as comprehension, calculation, knowledge 
and judgement, with lability of affect). The serum calcium 
and phosphate were 14.3 mg/dl (3.57 SIU) and 2.9 mg/dl 
_ (0.93 SIU) respectively. Skull X-rays, EEG and brain scan 
were normal. An axillary lymph node biopsy revealed 
Hodgkin’s disease, lymphocytic depletion type., The 
hypercalcaemia did not respond to intravenous saline 
and furosemide and the patient’s mental condition 
deteriorated. Therefore, combined chemotherapy con- 
sisting of nitrogen mustard, ‘Oncovin’ (vincristine), 
prednisone and procarbazine (MOPP) was started. Six 
days later the calcium dropped to 10.5 mg/dl (2.62 SIU), 
with a dramatic disappearance of the acute organic brain 
syndrome. 

Patient No. 3. A 68-year-old female with known gener- 
alized bone metastases from a breast carcinoma was 
admitted with anorexia, „weight, loss, constipation, severe 
anxiety, paranoid delusions, auditory hallucinations and 
an acute confusional state. Physical examination revealed 
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TABLE I 
Hypercalcaemia and psychiatric symptoms 
Malignant disease Maximal Psychiatric symptoms 
Pt. Age Calcium Level 
. No. years Sex Type Months* (mg/dl) (SIU) Type Weeks* Days** 
l 28 M Hodgkin’s lymphoma 3 14.5 3.62 Anxiety, depression l 2-4 
2 6l M_-Hodgkin’s lymphoma ` 4 14.3 3.57 Acute paranoid 
. , psychosis 2 2 
3 68 F Carcinoma ofbreast 3 13.0 3.25 Acute organic brain 
2 syndrome 2: 2 
4 60 M Non-Hodgkin’s 
: lymphoma 6° ..,, “14. 8 3.70 Depression 3 6 
5 71 M Carcinoma of lung 2 14.1 3.52 Acute organic brain 
syndrome 3 
6 68 F „Malignant melanoma at 15.6 3.90, Severe depression . 5- 
7 63 M Carcinoma of lung 4 13.8 3.45 Acute organic brain 
syndrome 4, 3 
8 . 29 F Carcinoma of breast 8 15.0 3.75 = 
9 82 M Carcinoma of larynx: g: 11.3 2.85 — 
10 71 F Carcinomaofcervix = 5 12.2 3.05 — 
me 6l M Multiple myeloma 18 . 11.1 2.77 — 
12 54 F , Mixed mesodermal , 
tumour 6 12.3 3.07. — ; 
M—Male * Clinically manifested. 
F —Female ** Disappearance of psychiatric symptóms upon return of calcium levels to 


bilateral mastectomy and hepatosplenomegaly. Fundo- 
scopy, neurological exammations, skull x-rays, EEG and 
brain scan were normal. The serum calcium and phosphate 
were 13.0 mg/dl_(3.25 SIU) and 2.6 mg/dl (0.84 SIU) 
respectively, and the alkaline phosphatase 89 IU/L 
‘(normal up to 85 IU/L). Following a 48 hours treatment 
with intravenous saline, furosemide and prednisone, the 
serum calcium dropped to 12.0 mg/dl (3.0 SIU) with a 
decrease in the paranoid delusions and hallucinations. 
When the calcium returned to norma! levels, the acute 
psychotic state disappeared. 

ı Patient No. 8. A 29-year-old woman was admitted for 
weakness, and constipation. She underwent right mastec- 
tomy for mammary carcinoma 8 months earlier, and was 
treated with 4 courses of cobalt irradiation. The physical 
examination was unremarkable except for the mastectomy 
scar and a slight lymphoedema of the right hand. The 
serum calcium and phosphate were 13.0 mg/dl (3.25 STU) 
and 2.9 mg/dl (9.35 SIU), respectively. Despite intra- 
venous saline and furosemide, the calcium level rose to 
15.0 mg/dl (3.75 SIU) during the next 5 days. No mental 
deterioration was noted. Following treatment with 
corticosteroids and irradiation, the serum calcium gradu- 
ally returned to normal levels. 
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Discussion - 


In seven of our patients with malignancy and 
hypercalcaemia associated psychiatric symp- 
toms were present, similar to those described 
by others, including mild affective disorders: 
depression, anxiety and tension (Rasmussen, 
1968; Smythies and Corbett, 1976), as well as 
acute psychosis, severe depression, cognitive 
dysfunction and acute organic brain syndrome 
(Karpati and Frame, 1964; Petersen, 1968; 
Agras and Oliveau, 1964). 


Petersen (1968) noted a linear correlation of 
the psychiatric symptoms (depression, anxiety 
and organic mental syndrome) with hyper- 
calcaemia in patients- with hyperparathy- 
roidism. Our data did not show the existence of 
a similar correlation among our patients. In 
fact, patient 1 had relatively mild symptoms 
when the calcium was 14.5 mg/dl, while patient 
3 had an acute organic brain syndrome with a 
calcium level of 13.0 mg/dl and patient 8 had no 
psychiatric symptoms despite a calcium level 
of 15.0 mg/dl. Other factors such as age, type of 
malignancy, rate of increase of the calcium 
levels, premorbid personality and emotional 
reaction to malignancy may influence the 
induction and severity of the psychiatric 
symptoms. 

Symptoms of hypercalcaemia such as anorexia, 


muscles weakness, weight loss, etc. may be, 


confused with or may aggravate the symptoms 
of depression or anxiety, especially when the 
rise in the calcium level is gradual (Martin, 
1976). Often the anxiety, depression, paranoid 
states and cognitive dysfunction due to hyper- 
calcaemia are ascribed to emotional reactions 
to the basic disease (Lipowski, 1972; Senescue, 
1963), or to cerebral metastases. In fact, patient 
Number 1 was suspected to suffer from a 
psychogenic anxiety-depressive syndrome re- 
active to malignancy until hypercalcaemia was 
found. Early diagnosis of hypercalcaemia can 
prevent unnecessary and potentially harmful 
treatment with antidepressive, anxiolytic or 
antipsychotic drugs which can further depress 
the cognitive state of the patient. 


Hypercalcaemia with or without psychiatric 
complications is not an ominous sign, since in 
eleven of our twelve patients the calcium 


dropped to normal following treatment. The 
reduction of the serum ‘calcium ‘to’ normal 
levels was effective in alleviating the psychiatric 
symptoms in six out of our seven patients, thus 
suggesting a causal relationship with the hyper- ` 
calcaemia and the latter must be always 
considered in differential diagnosis. 
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THE HYPERVENTILATION SYNDROME 


The tension/hyperventilation state is a common 
cause ‘of psychosomatic symptoms particularly in 
general hospital practice. This physiological response 
1s the normal accompaniment of states of arousal, 
particularly those that may lead to intense muscular 
activity; but, given that modern man rarely resolves 
his passions by intense muscular activity, he may 
persist in a physiologically inappropriate state for 
long periods of time. 

The ache and discomfort associated with tense 
muscles is a commonplace, well understood experi- 
ence. Although the clinical importance of hyper- 
ventilation has been known for many decades, doctors 
have been very resistant to incorporating the know- 
ledge into their clinical practice. Rice (1950) found 
that 10.7 per cent of the patients whom he saw in a 
general medical clinic were suffering predominantly 
from a hyperventilation syndrome. McKell and 
Sullivan (1947) in a gastroenterological practice 
found the syndrome in 5.8 per cent of their patients. 
Most doctors associate hyperventilation with carpo- 
pedal spasm, paraesthesiae and disturbances of 
consciousness, all manifestations of gross hypocapnia. 
There is, however, a multitude of symptoms associated 
with moderate hypocapnia, amongst which the most 
common are excessive fatigue, palpitations, chest 
pains, sweating and ‘lightheadedness’, 

Hypocapnia leads to a reduction of the cerebral 
circulation and this produces impairment of cerebral 
function. The effect is compounded by the reduced 
availability of the oxygen of oxyhaemoglobin in 
regions of low pCO, (Bohr effect). Cellular function 
is also disturbed by intracellular changes in pH due to 
reduced pCO,. Muscular tension is heightened by the 
generally increased irritability of nerve and muscle 
consequent upon the reduced ionization of calcium 
with raised pH. Hyperventilation increases sym- 
pathetic arousal which in turn adds to the state of 
distress, 

The individuals who readily produce symptoms 
with hyperventilation, usually have a low basal 
pCO, due to a habit of hyperventilation even under 
normal unstressed circumstances. In whatever way 
the habit becomes established, after a while the 
individual adapts to lower levels of pCO, which will 


then become the norm for him. At these lower levels 
the buffering systems of the body are not working at 
their optimum and cannot cope with a relatively 
minor decrease in pCO, which can then give rise to 
symptoms. , ‘ 

There are two main components in the aetiology of 
a hyperventilation syndrome, the persistent bad 
habit of hyperventilation, and any underlying 
psychological distress which promotes ‘episodic 
hyperventilation. The extent of either component in 
individual series can be partly determined by 
referral bias and the orientation of the receiving 
doctor. Thus a respiratory physiologist (Lum, 1975) 
sees mainly patients who have developed a bad habit 
of breathing and a psychiatrist (Burns in Burns and 
Howell, 1969) sees many more patients with under- 
lying depressive and other illnesses. 

Diagnosis is based on the clinical history, informed 
by a knowledge of the manifestations of mild hypo- 
capnia. A relative may have observed frequent 
sighing of which the patient is unaware, and at 
interview the patient will often hyperventilate in an 
obvious fashion. In cases of doubt, voluntary hyper- 
ventilation will usually reproduce the patient’s 
physical syndrome. 

Treatment is based on the use of a relaxation 
technique, either through progressive muscular 
relaxation or with hypnosis/autohypnosis. Both 
techniques pay attention to breathing, and this 
approach may be all that is needed to help the patient 
to breathe normally. In a resistant case specific 
attention to breathing is necessary. A useful approach 
is to slow respiration by training the patient to 
breathe out passively without muscular effort and to 
insert a short rest period after each respiratory cycle. 
Another complementary technique is to train the 
patient to breathe more from the abdomen, thus 
avoiding the use of the accessory muscles of respiration 
around the thorax. A simple feedback system that can 
be very helpful is provided by placing one of the 
patient’s hands on his chest and the other on his 
abdomen and to instruct him to move the thoracic 
less than the abdominal hand. 

Where a cause for psychological distress is apparent 
this needs to be tackled with the usual psychiatric 
armamentarium. If the syndrome is a reflection of an 
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underlying depression it is very unlikely that the 
therapist will be able to relax the patient by the 
above techniques. (In a distressed patient, the ability 
to relax can provide a helpful diagnostic test to 
. distinguish the more depressed from the more 
anxious). Even when considerable psychological 
distress is apparent this often proves to be secondary 
to the hyperventilation state and the distress dissi- 
pates with attention to the breathing. The relaxation 
process also contains a number of powerful psycho- 
logical factors in addition to the retraining process. 
The patient relaxes in the presence of the therapist, 
which may help him to overcome a degree of, social 
phobia commonly present in these patients. The 
patient is allowed to be dependent in the therapeutic 
situation and often carries with him''a powerful 
fantasy of the therapist’s presence which may assist 
him outside the therapeutic situation. = 

The patient must be encouraged to practise 
relaxation every day and warned that it may be somé 
months before his respiratory apparatus adjusts to 
functioning at normal levels of pCO). 


: 
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COMMENTS ’ ‘ 


When the syndrome is largely due to a bad habit 
the great majority of patients become asymptomatic 
after treatment, often feeling dramatically better 
after years of suffering (Lum, 1975). When the 
syndrome is secondary to some other primary distur- 
bance the prognosis is more related to that of the 
primary disturbance. p 
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"Reading about. 


The Therapeutic Community 


Reading about therapeutic communities can be an 
exciting experience because of a sense of pioneering 
change and challenge in the face of establishment 
opposition. Survival is often difficult and adminis- 
trative values of those who control the purse strings 
can threaten their very existence. There is also an 
aura of justice and freedom where injustice has 
prevailed. This air of excitement and enthusiasm 
permeates the writings of Martin (1962) in Adventure 
in Psychiatry and continues in Shoenberg’s (1972) 
updating of the Claybury experience. It features in 
Wilmer’s (1958) vivid account of practical achieve- 
ments in the Oakland Naval Hospital Receiving 
Ward, Foudraine’s (1974) conscientious efforts to 
change the social organization of a unit for schizo- 
phrenics receiving private treatment in a clinic in 
Virginia and Mandelbrote’s (1958, 1964) descrip- 
tions of change in mental hospitals ın Gloucester and 
Oxford. It also characterizes Maxwell Jones’ writings 
(1968) with their autobiographical flavour and ‘living 
learning experience’, and Clark’s (1964, 1974) 
presentation of administrative and social therapy with 
its emphasis on patient freedom, activity and respon- 
sibility. Yet it is the very cult-like nature of the 
therapeutic community which can be its undoing, 
raising expectations and hampering the independence 
and difference which it aims to tolerate. : 


-The term therapeutic community was first used by 
Main in an article in the Bulletin of the Menninger Clinic 
(1946) which also included contributions by Bion and 
Foulkes and others working at the Northfield Military 
Hospital. Main writes ‘the Northfield experiment was 
designed to use a hospital not as an organization run 
by doctors in’ the interests of their own greater 
technical efficiency, but as a community with the 
immediate aim of resocialization of the neurotic 
individual for life in ordinary society’. It was an 
attempt to use psychoanalysis and group psycho- 
therapy in an organizational setting, which would 


t An occasional feature in the Book Section where 
contributors give their personal choice of important, 
memorable or informative literature. 
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by Bertram Mandelbrote 


promote emotional growth and social learning in a 
positive way without the handicapping effects of 
institutional dependence. The process required a 
radical change of approach by the professional staff 
and an expectation of involvement and responsibility 
on the part of the patient, quite different from the 
Passive expectation of care which was so much part 
of the expectation of the individual who had labelled 
himself or been labelled as being ill. As a tribute to 
Main a collection of papers written over the period 
1946-67 by members of the Cassel Hospital was 
edited by Elizabeth Barnes and published in Psycho- 
social Nursing (1968) outlining these changes and 
including Main’s original article. 

Work with disabled Army personnel also acted as a 
stimulus to Maxwell Jones when faced with the 
problem of investigating and treating patients with 
cardiac neurosis. Large group meetings of patients 
and staff were first introduced as a way of sharing 
experiences and altering attitudes. In retrospect Jones 
(1953) says.this was the beginning of the notion of a 
therapeutic .community. This approach was de- 
veloped further at Belmont Hospital (1952) in 
relation to people with work problems and per- 
sonality difficulties. Later, Jones’ experience with 
neurotic and personality disordered individuals was 
extended to the treatment of a range of problems in 
mental hospitals, first at Dingleton Hospital in 
Scotland (1968) and later in the U.S.A. in Oregon 
and Colorado. Of his many books listed in the 
references, Social Psychiatry in Practice (1968), is 
probably the best introduction for a reader new to 
these ideas. Jones’ interest has extended to con- 
sidering the place of therapeutic community tech- 
niques in schools and in the community at large, 
themes described in the Motivation of the Therapeutic 
Community (1976). 

Alongside the developments described by: Main 
and Jones are the interesting studies of mental 
hospitals by sociologists. Among the best is Stanton 
and Schwartz’s (1954) book on The Mental Hospital. 
They discuss the effects of the social organization of 
the institution on 'the behaviour. of schizophrenic 
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patients at Chestnut Lodge, Maryland—a private 
clinic for psychoanalytic treatment. The study of the 
other twenty-three hours reveals the damaging and 
disabling effects which are less evident to the thera- 
. pist? Caudill (1958) entered a neurosis unit initially 
as a patient and recorded his experiences there. 
Belknap (1956) described the social organization of a 
large State Hospital in Texas, highlighting its 
impersonal and harmful effects and the way the 
employee culture contributed to patient chronicity. 
These investigations and writings lent credence to the 
belief that many institutional settings, far from being 
therapeutic, contribute to the incapacity of the 
patient. Goffman’s (1968) vitriohe writings in his 
series of essays on the social situation of patients and 
other inmates, although highly emotive, call for 
serious reappraisal of the social organization of 
institutions and raise doubts about the time people 
should spend in such settings. : 

The themes underlying the ethos of a mental 
hospital have ranged from the humane tolerant 
concepts of the moral era to the pessimism and 
disillusionment of aetiological preoccupations with 
heredity and incurable pathology and the custodial 
pattern adopted as a consequence. Bell, T. P. Rees 
(1957) and Macmillan were early exponents in 
Great Britain of the return to moral era concepts, 
eventuating in what is now called the therapeutic 
community approach—open doors, liberal regimes, 
breaking down of hierarchies, improvement of 
communication and the classification of patients on 
social behavioural lines with emphasis on humane 
treatment, work therapy and habit training. Clark 
(1965) draws a useful distinction between the 
therapeutic community approach and the therapeutic 
community proper with its large group meetings and 
patient involvement ın responsibility and decision 
making. In his books (1964, 1974) and review 
article (1977) he outlines the historical development 
of hospital organization and presents in a thoughtful 
and ‘questioning way therapeutic community con- 
cepts, achievements, failures and evaluation. 

Various efforts have been made to analyse different 
components of the therapeutic community and 
evaluate effects. Techniques are difficult and concepts 
challenged (Zeitlyn, 1967). In Ego and Milieu 
(1962) John and Elaine Cummings present one of 
the few attempts to provide a theoretical framework 
for assessing the principles of psychotherapeutic and 
psychosocial treatment in a therapeutic community. 
Studies of power-sharing (Rubinstein and Lasswell, 
1966) and essays on large groups (Kreeger, 1975) 
provide new ways of analysing certain aspects of 
interaction in the therapeutic community. Rapoport 
(1960) commenting on the Belmont experiment 
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discusses the problem of combining treatment and 
rehabilitation in the same setting. He outlines four 
fundamental themes (1) democratization, (2) perm- 
issiveness, (3) reality confrontation, (4) communalism, 
which are discussed critically by Morrice (1979) as to 
their current applicability. Problems of orthodoxy and 
coming to terms with differences raise the question 
whether innovation and imagination are being 
stifled by confrontation and conformity (Manning, 
1976). Efforts at evaluation by clinicians include the 
assessment of work at the Henderson Hospital 
(Whiteley, 1970, 1978), work with refractory patients 
at Fulbourn Hospital (Clark and Myers, 1970), a 
prospective study of schizophrenic patients at 
Littlemore Hospital (Mandelbrote and Trick, 1970) 
and the Duchess County Experiment (Gruenberg 
et al, 1969). 

Within the framework of therapeutic com- 
munities it 1s important not to dismiss the concept 
house developments in the U.S.A. which have now 
spread to the U.K. as a setting for the treatment of 
young people with problems related to drugs and 
alcohol and the personality problems associated. They 
differ from the Jones type of therapeutic community 
in terms of an hierarchical and authoritarian struc- 
ture but nevertheless are successful in effecting 
changes in behaviour. Both types of therapeutic 
communities are described by Sugarman (1968, 
1974) and certain concept house programmes are 
evaluated by Ogbourne and Melott (1977) and 
Wilson and Mandelbrote (1978). Laing et al’s (1965) 
work with schizophrenic patients and their relatives 
reflects further differences in approach. 

The Association of Therapeutic Communities 
formed in 1972 has been a forum for a range of 
people interested in therapeutic communities. Many 
of the articles in their bulletin and from their con- 
ferences are published in Therapeutic Communities 
(1979) edited by Hinshelwood and Manning. This 
book contains a mixture of fulfilled and unfulfilled 
expectations, thoughtful ideas and an appreciation 
of the imperfections present. It attempts to bring up 
to date current experience and thinking in the U.K. 
For those contemplating research, chapters by 
Manning and Kennard reflect that evaluations 
remain complicated and lmited in the answers they 
can provide. 
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Alcoholism in Perspective. Edited by Marcus 
Grant and PauL Gwiyner. London: Croom 
Helm. 1979. Pp 173. £7.95. 

Is Alcoholism Hereditary? By DonaLp Goopwiwn. 
London: Oxford University Press. 1978. Pp 171. 
£1.95. , 

Practical Approaches to Alcoholism Psycho- 
therapy. Edited by SHELDON ZMBERG, JOHN 


WaALLAce and Smena B. BLume. New York and 


London: Plenum Press. 1978. Pp 288. £12.60. 


Liquor and Poverty. By Leonard U. BLUMBERG, 
Tuomas F. Surrey, Jr. and STEPHEN F. 
Barsky. Rutgers Center of Alcohol Studies: 
New Brunswick. 1978. Pp 289. $14.00. 


The field of alcohol studies is currently a growth 
industry on both sides of the Atlantic and is proving 
attractive to many psychiatrists, psychologists, 
sociologists and other professionals. This crescendo of 
interest is largely attributable to the worldwide 
pattern of increasing alcohol consumption .and 
resultant alcohol problems. It is reflected in an 
augmented rate of research and of publications in 
this area. The present cornucopia of volumes_under 
review is symptomatic of this-trend. ., : 

Alcoholism in Perspective, a multi-author volume, 
represents contemporary British thinking in’ this 
field where the alcohol dependence syndrome is now 
viewed as the extreme end of a drinking continuum. 
There is a highly informative chapter on the physio- 
logy of alcohol by G. K. Shaw and a useful discussion 
of preventive. strategies by Marcus Grant. The main 
strength of this publication lies in its discussion by 
several writers on the impact of theoretical changes 
upon the practicalities of treatment. A couple of 
chapters, for instance, contributed by Linda Hunt 
and Judith Harwin go a long way towards explaining 
and demystifying the social casework approach in 
helping problem drinkers. 

Alcoholism of course tends to run in families. In 
explaining this phenomenon, it is difficult to dis- 
entangle the effects of nature and nurture. Much of 
Donald Goodwin’s book Is Alcoholism Hereditary? is 
devoted to a description of his research investigation 
into the incidence of alcoholism among 55 male 
adoptees with a history of a biological parent who 
had been hospitalized for alcoholism in Denmark. In 
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fact, Denmark was selected for this study owing to the 
excellence of its medical records and its static 
population. Seventy-eight age-matched control sub- 
jects were lacking an alcoholic family history. A 
significantly greater incidence of alcohol problems 
was observed in the proband group. This finding 
among a group of persons reared apart from their 
parents constitutes strong evidence in favour of a 
genetic factor in alcoholism. Heavy drinking, on the 
other hand, seemed to be unconnected with the 
influence of such a factor in this study, being strongly 
distributed in both proband and control groups. The 
book ends on a critical note by Drs A: Tolor and 
J. S. Tamerin who raise some interesting questions 
about Goodwin’s methodology. 7 

To return to the therapeutic front: Practical 
Approaches to Alcoholism Psychotherapy does much to 
dispel the myth of therapeutic nihilism in regard to 
problem drinkers. A competent, team of American 
writers speaks of the need in Western society to 
provide a broad range of treatment facilities for 
alcoholics. Alcoholics Anonymous, while brilliantly 
successful with some, fails unfortunately to appeal to 
other alcohol abusers. Dr S. Zimberg stresses the need 
for both medical and non-medical approaches. The 
minutiae of group therapy for alcoholics are well 
described by Dr Sheila Blume. A racy chapter by 
Donald and' Nancy Howard ‘on family counselling 
techniques could usefully be perused by many 
alcoholism counsellors on this side of the Atlantic. 
Jay Fischer, who recently worked in Scotland, writes 
a valuable piece on the variations of technique 
required in aiding adolescent problem drinkers. 

Finally, in Liquor and Poverty, Leonard Blumberg 
and his colleagues present an absorbing historical- 
sociological survey of ‘skid row’, an alcoholic scene 
which has become painfully visible and highly 
politicized in both North America and Britain in 
recent times. The historical development of skid row 
as an inner-city ghetto area in Philadelphia, Detroit 
and San Francisco is carefully considered in terms of 
factors such as poor housing, prostitution and 
vagrancy. ‘Pre-skid row’ areas in deteriorating 
neighbourhoods are also identified and the need for 
preventive and social redevelopment programmes is 
emphasized. The authors’ broad conclusion, however, 
is that skid row is fundamentally a human condition 
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rather ,than. a ,topographical concept. Preventive 
campaigns should, ideally have the objective of 
offering help to individuals.who are homeless,. dis- 
affiliated and. prone to misuse alcohol. A -special 
community, agency should be established for this 
purpose but the writers freely admit that the success 
or otherwise of such an idealistic project will depend 
greatly upon its administration. =- ' es 
- The four volumes briefly reviewed here should- all 
be conscientiously read by practising alcohologists. 
They contain æ judicious blend of -theory and 
practice. . : aA ye 
poy 
A. BALFOUR ScLARE, Consultant Psychiatrist, - 
Duke Strest Hospital, Glasgow : 
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Talking out of Alcoholism: The Self-Help 
Process of Alcoholics Anonymous. By 
Davi Rosison. London: Croom Helm. 1979. 
Pp 152. £7.95. 


A recent report by the Advisory Committee on 
Alcoholisrn (DHSS and the Welsh Office) emphasizes 
how care of the alcoholic and problem drinker must 
be shifted to primary care agencies. An important 
potential adjunct. for such agencies to use is Alco- 
holics Anonymous, and the above volume is thus 
timely in its publication. It is also the first of its kind 
from the U.K. It represents an attempt to understand 
the workings of Alcoholics Anonymous based on an 
extensive questionnaire study of a national sample-of 
the U.K. membership in November 1976, attendance 
at meetings. by the author (in itself.a rare pheno- 
menon for a non-alcoholic), personal. interviews. in 
depth of members and alcoholic non-members, 
together with a review: of the’.relevant’ literature 
including that produced by AJA. itself: In addition an 
attempt is made to understand the ‘A.A. process’ by 
obtaining insights from other self-help organizations. 

- The history and ‘growth of A.A. including its 
Twelve Traditions is first examined together with 
demographic data from the questionnaire study. (The 
rise in female membership and the failure to attract 
the young being pointed: out). This is followed by an 
examination of the process of becoming a' member, 
(it seems clear that many alcoholics know little of the 


organization before going to their first meeting) the ` 


importance of ‘sharing’ the' problem, which involves 
‘defining’ the essential issue for the: alcoholic.: The 
mechanism for ‘sharing’ is-talking of one’s experiences 
(which was not without: its critics amongst the 
alcoholic NON-AA members interviewed) a process 
which encourages identification (an essential element 
amongst self-help.groups) and the removal of stigma. 

Talking must be followed by involvement and 
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helping others as.is emphasized here. The importance 

of the-A.A. “sub culture’. offering a whole new range 

of activities and friendships is emphasized with 

activities ranging far beyond the A.A. meeting, 

available on a lifelong -basis if required. It should be’ 
noted some members leave after an ‘initial period 

remaining sober but taking the A.A. philosophy with 

them. Finally the differences with relationships 

between self-help and ‘conventional help for the 

alcoholic are examined., _ ` , 

The author is to be ‘congratulated on taking a 
non judgemental yet critical stance and giving us at 
least a partial insight into the ‘A.A. process’: Whilst it 
will. not replace actual contact with A.A. 'by those 
primary care agents who may shortly albeit reluct- 
antly be taking on their new task, it will form a most 
valuable introduction. Needless to say it will be 
essential reading ‘for those ‘clinicians whose dùties if 
only in part deal with that difficult group of patients 
i.e. alcoholics. = ; Si 
B. D. Hore, Consultant Psychiatrist, 

Withington Hospital, Manchester ` 


A Guide to Alcohol and Drug Dependence. By 
J. S. Mappen. Bristol: John Wright. 1979. Pp 
248. £8.50. 


-` Over the last five years in the U.K. after decades of 
general indifference with a handful of notable 
exceptions there has appeared an increasing number 
of volumes ‘on alcoholism and` drug addiction 
particularly the former. Usually these volumes have 
examined the two subjects separately. The above ` 
examines the two subjects together and attempis to 
provide a comprehensive modern text on the thesis of 
chemical dependence. 

Initially, terminology, incidence and aetiology are 
considered (with an increased emphasis on physio- 
logical factors). this being followed by an examination 
of alcohol and alcohol dependence including the 
alcohol withdrawal syndrome and alcohol related 
disabilities both physical and ‘social (sections arè 
included ‘on young alcoholics, ' spouses” of alco- 
holics, alcoholics’ offspring” and ‘alcoholics in in- 
dustry). Both: physical and psychological aspects of 
treatment. of‘ alcohol dependence are reviewed. Bio- 
chemical studies of both sedative (including opiates) 
and stimulant drugs are critically reviewed,- together 
with tredtment:of drug abuse. Finally methods of 
prevention of alcohol and drug abuse are examined. 

* This book is‘comprehensive and up to date and 
provides a mass of information. It is perhaps more 
inclined towards the physical than. the psychological 
or social. Notwithstanding this: however,.it will 
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provide a most useful volume for reading and 
reference both for the general professional reader as 
well as for the specialist. 


- B. D. Hore, Consultant Psychiatrist, 
Withington Hospital, Manchester 


Disulfiram in the Treatment of Alcoholism. 
Toronto, Canada: Addiction Research Foun- 
dation of Ontario. 1978. Pp 346. $8.00. 


Advances or new techniques rarely emerge in the 
field of alcoholism. It is difficult to believe that thirty 
years have elapsed since Disulfiram was first intro- 
duced. This volume has collected in abstract form 
many studies examining the role of Disulfram and 
similar drugs, in alcoholism treatment, (studies 
pertaining exclusively to the pharmacology of 
substances were excluded). It is worthy of note that 
approximately 50 per cent of the papers abstracted 
here were originally not published in English. Studies 
include the use of Disulfiram implants, complications 
of Disulfiram, e.g. peripheral neuritis and psychosis, 
contra-indications to Disulfiram use, counter acting 
medicaments, its role in treatment in relation to other 
techniques, the use of calcium carbomide, apomor- 
phine and metronidazole amongst others. 

This book is unique and its layout system of classi- 
fication excellent in its clarity. The Addiction 
Research Foundation is to be congratulated on 
providing yet another service in the field of alco- 
holism. This volume will be of essential use to 
clinicians using Disulfiram or similar drugs. 


B. D. Hore, Withington Hospital, 
Manchester 


Advances in Biological Psychiatry. Volume 3: 
Alcoholism, a Multidisciplinary Approach. 
Edited by J. Mzenpitewicz and H. M.' van 
Praac. Basel: S. Karger. 1979. Pp 138. Sfr. 55. 


Alcoholism: Treatment. Volume 2. By CEDRIC 
M. Sru. Edinburgh: Churchill Livingstone. 
1977. Pp 107. £9.00. 

Alcoholism: A Multidisciplinary Approach is a collec- 
tion of conference papers which, almost without 
exception, provide no new insights. Even if it is 
unfair to expect novelty, we have reason to expect 
deeper discussion of the current views. The brevity of 
the eleven articles (which touch on behavioural, 
social, clinical and mneuropsychological aspectsy 
makes them inevitably superficial. For the privilege 
of reading this material, subscribers are asked to pay 
almost £16.00 for 138 page paperback. : 
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The second book is valued at £9.00 for 107 pages, 
a quarter of which make up the bibliography, but it 
is in hardback and, as a review of some of the very 
latest research in many of the disciplines involved in 
alcohol treatment studies, has more to offer. The book 
is written more as an editorial of recent research than 
merely a listing thereof which, on balance, is a 
positive feature. However, once again, brevity does 
not allow for much background to the selected 
research findings, so its main use must be for re- 
searchers who want to pay through the nose for 
finding out secondhand what they should be in touch 
with anyway. 

As far as these two slim volumes ‘are concerned 
then, small is not particularly beautiful, indeed it is 
costly and generally uninspiring. 


Howard RANKIN, Clinical Psychologist, 
Institute of Psychiatry, London 


The Heroin Stimulus. By Rocer E. Mayer and 
Sreven M. Mem. New York: Plenum Pub- 
lishing. 1979. Pp 254. £14.17. 

This book describes in detail a series of experiments 
zarried out on a small group of chronic addicts who 
were allowed to administer heroin to themselves in 
the setting of a research ward. A wide range of 
measurements .was taken, including psychological, 
social and neuroendocrine functions, and subjects 
were followed up six to twelve months after discharge. 
The results of heroin blockade with naltrexone were 
compared with those: of unblocked heroin using a 
placebo. 

The authors conclude that the pharmacological 
effects of heroin served as discriminative stimuli for 
additional heroin availability and thus craving 
remained high despite the free access to heroin 
reinforcement. Some subjects continued, to experi- 
ence feelings of relaxation and to demonstrate 
pupillary contraction and respiratory depression 
even when subject to narcotic blockade. The ‘heroin 
stimulus’ refers to the different meanings and symbols 
ascribed by people to the effects of heroin and the 
constellation of environmental ‘stimuli that suggest 
its availability. It is suggested that the presence of 
this stimulus makes relapse into addiction more 
likely. Sadly, seven months after discharge from the 
research ward those who took Naltrexone and those 
who did not were found to be equally at risk of 
opioid use. 


STEPHEN W11g0n, Senior Psychiatric Registrar, 
Littlemore Hospital, Oxford 
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Non-Verbal Aspects of Psychotherapy. By PETER 
H. Waxer. Eastbourne: Holt-Saunders. 1978, 
Pp 105. £10.75. 

Most psychiatrists today appreciate the importance 
of non-verbal behaviour in both their assessment and 
management of patients but in my experience they 
do not commonly receive systematic teaching in this 
area. It was therefore with eager anticipation that I 
approached this book hoping that it might contain a 
comprehensive account of non-verbal behaviour as it 
occurs in both patient and psychiatrist in the thera- 
peutic encounter. Unfortunately, Waxer’s approach 
to the subject is rather limited. His attempt to cover in 
105 pages an enormous amount of ground leads to a 
series of chapters which are usually only a few pages 
in length, and while whetting the appetite leave one 
hungry for more. For example, the idea of setting out 
with a discussion of Darwin’s Expression of the Emotions 
in Man and Animals is sound but after being barely 
introduced to it, we are rapidly moved along to the 
next item. 

The book’s conceptual organisation is also dis- 
appointing. After chapters on early scientific thought 
and the contributions of Freud, Reik and Reich, there 
is a vast jump to the relevance of non-verbal behaviour 
in contemporary psychotherapies such as Gestalt and 
Bioenergetics. Then, in the second half of the book, 
we are introduced to empirical research on various 
aspects of the subject pertinent to diagnosis, assess- 
ment and treatment. It would seem more logical to 
have placed this material earlier and then to have 
considered the implications of the findings on clinical 
practice including their relevance to current ‘treat- 
ment. In general, there is little bridging between the 
empirical work reviewed and clinical practice. 


Srey BLocu, Honorary Consultant Psychiatrist, 
University of Oxford 


Advances in Clinical Child Psychology. Volume 
2. Edited by Benjamin Laney and Aan E. 
Kazpm. New York: Plenum Press. 1979. Pp 292. 
£15.75, 


Music Therapy for the Autistic Child. By 
Jutierre Arvin. London: Oxford University 
Press. 1978. Pp 119. £3.50. 


The quality of a book that has a title beginning with 
the words “Advances in . . .” and which is a single 
volume of an annually appearing series, can be 
assessed on several levels. Firstly, there is the question 
of whether or not there is a need for a series titled 
Advances in Clinical Child Psychology. It would appear 
that there are already in existence several collections 
that have overlapping interests the most notable of 
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these probably being Annual Progress in Child Psychiatry 
and Child Development edited by Chess and Thomas 
(1968 onwards). This newcomer, however, does 
invite original articles rather than selections of 
papers published elsewhere, and as such the appear-* 
ance of Volume 2 ought, perhaps, to be welcomed. 

Secondly, the range and relevance of the contri- 
butions is important to the quality of the volume, and 
in this instance the eight chapters it includes are 
certainly topical, (although, perhaps, excessively 
behavioural in scope). The contents include chapters 
on the teaching of self control, generalization of 
behaviour change, child abuse, elective mutism, 
phobias, community approaches to intervention, and 
two papers covering the neuropsychological and 
cognitive-behavioural aspects of learning disability 
and hyperactivity. 

A third level of assessment, that of the quality of 
the individual papers, is the level on which this book 
is the weakest. Few of the chapters merit the distinc- 
tion of being described as advances. The reviews are 
mostly too selective (very little of the work cited 
originates from outside the United States) and are 
often pitched at too simple a level. On the more 
positive side, the authors have restricted themselves in 
the main to fairly up-to-date material and as such 
this book might be a useful (but not exclusive) 
source book for students of the topics covered. 

‘Music Therapy for the Autistic Child is a readable and 
highly personal statement of the author’s beliefs 
concerning the relationship between music, infantile 
autism, and music therapy. Two thirds of the book 
are taken up with five case studies (of which, the 
last three are mysteriously headed ‘A Research 
Study’). Given that many schools are finding that 
music ‘therapy can be a positive experience for 
autistic children, this book might be an interesting 
addition to staff room libraries. 


PETER CLARK, Research Psychologist in Child and 
Adolescent Psychiatry, Institute of Psychiatry, London 


Jungian Psychotherapy: A Study in Analytical 
Psychology. By MicHaEL Forpuam. Chichester: 
John Wiley. 1978. Pp 185. £9.95, £4.95 (paper- 
back). 

This elegantly presented book is the first of the 
planned Wiley series on Methods in Psychotherapy, 
edited by Boris Semeonoff. The author, who worked 
closely with C. G. Jung, has elsewhere committed ` 


‘himself to the use of simple language to clarify the 


often dense field of analytical psychology. He 
succeeds admirably in this well-written book which 
provides a fundamental, ‘ordered introduction to 
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Jungian therapy, easily comprehensible to the 
interested psychiatrist without analytic training. 

The book is divided into two parts, the first 
expanding on the Jungian model of psychotherapy 
‘and relating it to major developments in psycho- 
analysis. The importance of childhood and the 
developmental process, which has been Michael 
Fordham’s own particular contribution to the field of 
analytical psychology, is dealt with in some depth. 
The second part of the book deals with analysis and 
the development of treatment from starting to 
termination, with discussion of concepts and tech- 
niques, and extensive clinical illustrations. The 
notes on transference, resistance and interpretation 
and the counter-responses of the therapist are 
excellent. The references, bibliography and index 
are comprehensive and chapter notes provide a guide 
for further reading. This book is warmly recom- 
mended and others in this series should be awaited 
with interest. i 3 


PameLa M. Asnurst, Consultant Psychotherapist, 
Department of Psychotherapy, Southampton 


Individual Psychotherapy and the Science of 
Psychodynamics. By Davm Matan. Seven- 
oaks, Kent: Butterworths. 1979. Pp 275. £8.00. 


Until recently there seemed to be few satisfactory 
introductory textbooks in the field of dynamic 
psychotherapy. Now several have appeared together 
and this one must arouse great interest coming from 
an author with an international reputation in the 
fields of psychoanalytic psychotherapy and research. 

Dr Malan begins with everyday human experience 
and simple clinical examples involving ordinary 
feelings of jealousy, anger, guilt and grief, and the 
defences used against them, as the observations on 
which the science of psychodynamics is based. He 
recognizes that this science must have links with 
biology and evolution but needs its own language, 
which is unlikely to be that of classical psycho- 
analytical libido theory. 

Freud asked of his patients no more than that they 
be benevolent sceptics in relation to psychoanalytic 
theory, which seems a good stance for psychotherapists 
too. Dr Malan invites the same approach and it 
would be the most malevolent sceptic who would not 
be carried along by the development of his argument. 

The author hopes that the book will be read in 
sequence like a novel and indeed, as.with a Russian 
novel, this is desirable so as to keep in mind details 
of. the many case histories. Alternatively it can be 
used for reference and any concept pursued via the 
thorough index. Problems of assessment for psycho- 
therapy are given particular attention. 
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The emphasis throughout is on individual therapy 
with no claim to be about group, marital or behaviour 
therapy, or newer action techniques. In this it 
could be said to be complementary to other intro- 
ductory texts which cover more fields but provide 
less clinical material. It should be of interest to all 
those with a healthy scepticism about the science of 
psychodynamics at any stage of their psychiatric or 
psychotherapeutic careers. 


JoNATHAN PEDDER, Consultant Psychotherapist, 
St Mary’s Hospital and Medical School, London 


Therapeutic Communities. Reflections and 
Progress, Edited by R. D. HinsHetwoop and 
Nick Manne. London: Boston and Henley: 
Routledge & Kegan Paul. 1979. Pp 336. £9.50, 
_£5.50 paperback. ` 


Maturation of the Therapeutic Community. 
An Organic Approach to Health and 
- Mental ‘Health. By MAaxweLL Jones. New 
York: Human Sciences Press. Reprinted .1978. 

P. 169. $12.95, $5.95 paperback. 


Therapeutic Communites. Reflections and Progress. This 
book presents writings and discussions resulting from 
the activities of the Association of Therapeutic 
Communities started in the United Kingdom in 
1972. Egalitarianism prevails with 27 different 
authors of widely different backgrounds presenting 
29 ‘chapters of thoughtful but variable and uneven 
quality. The editors have tried hard to present a 
balance of theory and practice and to introduce a 
theme which expresses concern about the dangers of 
standardization and conformity overwhelming inno- 
vation and imagination, seen as the life blood of the 
therapeutic community. Some of the anxieties and 
pessimistic nuances which temper the effervescent 
optimism of Maxwell Jones, who writes the intro- 
ductory chapter, are understandable within the 
framework of the threat to the very existence of 
several of the communities in which some of the 
authors have worked. Research considerations lend 
respectability whilst emphasizing a degree of im- 
potence in the methods available. 

The Maturation of the Therapeutic Community by 
Maxwell Jones beams with confidence and is emi- 
nently readable. The theme is one of extension of 
therapeutic community ideas in an open-ended way 
to the community at large with the hope that this 
will influence the involvement of the consumer (be it 
patient, pupil, prisoner or community member) in 
such a way as to improve the efficiency of the 
organization and the contribution of the consumer. 
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The skilled consultant of therapeutic com- 
munity procedure acts as a facilitator or inter- 
ventionist bringing his skills to settings where the 
principles of therapeutic communities are attempted. 
Personal experience is provided in an exciting manner. 

Both books are important reading for people 
working in therapeutic community settings. Hope- 
fully they will also be read and given imaginative 
consideration by people at the seat of power in 
certain schools, prisons, psychiatric developments and 
institutions. 


BERTRAM MANDELBROTE, Consultant Psychiatrist, 
Littlemore Hospital, Oxford 


Marriage and Marital Therapy: Psychoanalytic, 
Behavioural and Systems Theory Perspec- 
tives. Edited by Tuomas J. Paoumo and 
Barpara S. MoCrapy. New York: Brunner/ 
Mazel. 1978. Pp 556. $25.00. 


The Melancholy Marriage: Depression in 
Marriage and Psychosocial Approaches to 
Therapy. Edited by Mary K. HINCHLIFFE, 
Doucias Hooper and F. Joun ROBERTS. 
Chichester: John Wiley. 1978. Pp 150. £7.50. 


As the full.title of Marriage and Marital Therapy 
suggests, this American book sets out to examine 
marriage and its therapy from three different view- 
points. Each of its nine chapters are by different 
authors and the first chapter presents an overview 
of the studies of marital processes and therapy. The 
next six chapters use each of the three ‘perspectives’ 
in turn: to conceptualize marriage, and in each case 
the subsequent chapter examines the application of 
these concepts to the practice of marital therapy. 
Chapter 8 is a review of the available outcome 
research studies and the last chapter compares the 
psychoanalytic, systems theory, and behavioural 
approaches, and their relative contributions to 
current marital therapies. 

This is a superb book, scholarly, authoritative and 
comprehensive in its coverage and is a major contri- 
bution to the literature. Anyone seriously interested 
in marital therapy will want to possess a copy and it 
deserves a place on the shelves of every postgraduate 
library. The editors are to be congratulated on 
achieving a balance between the different contri- 
butions. The: overall result is integrative and is a 
significant step towards achieving a rational synthesis 
in this rapidly expanding field. Individually all the 
contributions are of a high standard but I particularly 
enjoyed W. W. Meissner’s account of marriage from 
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the psychoanalytic perspective and A: S. Gurman’s 
comparative analysis of the three perspectives. - ' 

The authors of The Melancholy Marriage, while 
working together in Bristol'carried out research into 
the communication patterns of couples in whom ‘one . 
spouse had been an inpatient for depressive illness. 
An interactional model of depressive illness is 
presented, based in systems theory and role concepts. 
They review the available evidence in support of their 
views, report their own research findings and explore 
the therapeutic implications. This is a well written 
book which covers a lot of ground in an admirably 
concise manner. It should particularly appeal to 
clinicians who wish to extend their noa aodig of 
this complex field. 


O.S. FRANK, Consultant Psychiatrist, 
Westminster Hospital, London 


at 


Family and Marital Psychotherapy: A Critical 

` Approach. Edited by Suz WALROND-SKINNER. 

London: Routledge & Kegan Paul’ 1979, Pp 
248. £4.75. 


Sue Walrond-Skinner, who writes clearly and well 
on family therapy, brings together contributions 
from nearly a dozen others, many of whose writing is 
in boring, lengthy jargon. She has not been helped by 
the production team who have used an unsightly 
typescript, dispensed with chapter headings, sub- 
headings, and change from verbatim account to 
commentary. 

Ryle reviews the literature on couple and marital 
therapy. He includes, among his tasks, guiding 
people from hypotheses which are ‘terminal’ (‘it’s his 
nerves’, and ‘he is just like his father’) to ones which 
are ‘instrumental’ and so have behavioural con- 
sequences. He challenges therapists to draw upon the 
work of all schools. Cade’s chapter on the use of 
paradox in therapy is the shortest and least ‘critical’ 
in the book—and ‘the most lively, readable and 
instructive. Quoting the stuttering’ boy trying to act 
the part of the stutterer in the school play, the 
relevant literature and his own work (for example 
advising the ‘inadequate’ woman to risé on no 
account before three, to'do no housework, cooking or 
shopping or Christmas preparation), his chapter has 
important general implications. 

Other chapters challenge family ‘therapists to 
review their research programmes, their: ideological 
rigidities and their ‘self indulgence—when' are we 
going to add to our lovely libraries of vidéo-tapes, 
simulated meetings with housing managers? 

This is a book for those who want to:get all the 
references. It is critical, not for the agnostic, sceptic 
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or tyro, but for those already committed to family 
therapy. 


Prrer Bruacen, Consultant Psychiatrist, 
. Hill End Adolescent Unit, St Albans 


Sexual Deviation (Second Edition). Edited by 
Ismonp Rosen. London: Oxford University 
Press. Pp 480. £17.50. 


A new edition of this work after fifteen years 
should have been a welcome event but those readers 
who are familiar with the first edition and appreci- 
ated its broad coverage of topics and representation of 
a diversity of views will be disappointed that the 
earlier success has not been repeated. Over half the 
chapters in the new edition approach the subject from 
the psychoanalytical viewpoint and this is a sub- 
stantial increase in proportion leading to a lack of 
balance. It is to be regretted that the informative 
sections ‘on cultural aspects, and public and parli- 
amentary attitudes have been excluded. 

The chapter on the law and sexual deviation by 
Freeman is marred by some harsh statements on 
treatment which the contributor is probably not 
qualified to make; for instance he states that all forms 
of hormonal treatment are ‘repulsive’ and refers the 
reader to the writer of the first chapter, a general 
psychiatrist, who made no such statement. The 
editor’s own contribution on exhibitionism, scopo- 
philia and voyeurism is reprinted virtually unchanged 
from the first edition and the opportunity is missed 
for a statement of a longer period of follow-up on the 
24 patients he treated and reported at an earlier date. 
Among the new additions is an interesting chapter on 
perversion as a regulator of self-esteem, written by the 
editor; this is a theme referred to by several of the 
other contributors. There are useful summaries of 
behavioural treatment by Gelder and of biological 
factors in sexual deviation by Michael and Zumpe; 
the opening chapter by Wakeling is of a high standard 
which, among other topics, stresses the danger of 
generalizations, from patients’ recall, of parental 
influence in the genesis of deviant behaviour. One 
theme which did not appear in the first edition is that 
of gender identity; the present edition contains a 
chapter written by Stoller who is well known for 
his views on the parents’ role in the genesis of trans- 
sexualism but the reader cannot be convinced that he 
has heeded the methodological pitfall referred tq 
above. 

Despite-these flaws this work is an interesting series 
of essays for the specialist although it cannot be 


BOOK REVIEWS 


recommended to the teacher of forensic psychiatry 
who wishes to ‘bone up’ on the topic or to the 
candidate for the College Membership exam who 
hopes to be sufficiently knowledgeable to satisfy his 
examiners. 


R. P. SNAITH, Senior Lecturer in Psychiatry, 
University of Leeds 


Bisexuality: A Study (revised and expanded 
edition). By Cuartorre Wotrr. London: 
Quartet Books. 1979. Pp 262. £1.95. 


Human Autoerotic Practices. Edited by MANFRED 
F. De Martino. New York: Human Sciences 
Press. 1979. Pp 378. $16.95, $7.95 (paperback). 


The work on bisexuality grew out of the author’s 
previous book on Love Between Women.’ In spite of 
castigating others for being imprecise and further 
confusing the terminology, her own definition is so 
wide as to be virtually useless for serious scientific 
study. According to her (page 1) “.. , bisexuality is 
the root of human sexuality and the matrix of all 
bio-physical reactions, be they passive or active”. 
The longest section is a report of her investigation 
(by questionnaire, autobiographical sketch and 
interview) of 75 men and 75 women who responded 
to advertisements and who thought of themselves as 
bisexual. There were no controls but the two sexes 
are compared on a number of different variables 
(summarized in 30 statistical tables). There is an 
Appendix on bisexuality and androgyny, a glossary 
and short bibliography. 

The editor of the multi-author book on auto- 
eroticism is Professor of Psychology at Onondaga 
Community College in New York. Many of the 
contributions have been previously published and are 
derived from such diverse sources as Playboy and 
Havelock Ells. It seems to be an unnecessarily 
elaborate scientific gloss on a pacon of praise for 
masturbation. One need go no further than the 
foreword to find a list of 20 sexual, 10 emotional, 
6 healthful, 8 relationship and 6 ‘other’ advantages 
of masturbation. 

The six sections, with introductory comments by 
the editor, are headed Autoeroticism Viewed 
Psychologically, Autoeroticism During Adolescence, 
Autoeroticism in Women, Autoeroticiazm in Women 
and Men, Use of Autoeroticism in the Treatment of 
Sexual Dysfunction, Research in Autoeroticism: An 
Overall View. 


F. E. Kenyon, Consultant Psychiatrist, 
Warneford Hospital, Oxford 


Brit. J. Psychiat. (1979), 135, 379-384 


Correspondence 





SOCIAL THERAPY 
Dear Sr, 

You recently published a paper by Woods (Journal, 
May 1979, 134, 502-7) demonstrating that elderly 
mentally infirm: subjects benefited more, in some 
respects, from a reality orientation group than from 
belonging to a control group. The latter, run by 
‘care staff with no formal training,’ encouraged 
discussions which ‘permitted and accepted’ residents 
making ‘rambling, inappropriate or unrealistic 
contributions’. This Mr Woods calls, with no further 
ado, the social therapy group! 

Like psychotherapy, social therapy has no uni- 
versally accepted definition; however, since Rapa- 
port’s work (1960) it-is generally accepted to neces- 
sarily utilize reality confrontation (see, for example, 
Clark (1974) or Morrice (1979)). Mr Woods’ 
bizarre group, therefore, represents the antithesis of 
social therapy. My fear is that in future, to add 
insult to injury, we shall see this paper cited as ‘proof? 
of the inferiority ofa social therapeutic approach. - 

GEOFFREY PULLEN 
Fulbourn Hospital, 
Cambridge 
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Dear SR, 

Dr Pullen may well be justified in iakin me to task 
for my inexact use of the term ‘Social Therapy’. 
May I, however, make the following points in miti- 
gation? 

1. The group in question is in fact introduced as a 
“non-contingent attention (‘Social Therapy’) group”. 
The less exact description ‘social therapy’ was used 

subsequently for reasons of brevity. 

2. This control group has features in common with 
programmes used by.Cosin et al (1958) and Powell 
(1974), both of which are described as ‘social therapy’. 
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3. Clark (1974) likens the practice of social therapy 
to trying to “maximize the placebo effect”. This is 
precisely the aim of this control group, applying a 
vigorous, confident, hopeful. approach without the 
specific procedures of reality orientation. In his 
discussion of insulin coma therapy Clark further 
describes intensive social therapy as “a warm 
supportive group with a high staff ratio, close staff- 
patient interaction and high morale.” The greater 
enthusiasm of the staff for this group over the 
reality orientation group illustrates that to some 
extent these features were achieved. 

Finally, this group was not bizarre. In psycho- 
geriatric wards and old peoples’ homes in many parts 
of the country, confused elderly people are permitted 
every day to ramble and to make inappropriate and 
unrealistic contributions to conversations with other 
elderly people and with staff. Not only are these 
contributions accepted, but in some cases staff feel it is 
kinder actually to encourage this confused talk 
rather than adopt alternative strategies of gentle 
confrontation or distraction. I hope that my study will 
be a beginning point for the examination of the 
details of the interaction between staff and confused 
elderly people, following up the suggestion that does 
emerge that allowing confused talk without re- 
orientation may not be the most helpful way of 
working’ with confused elderly people. It is not a 
question of the inferiority or otherwise of a social 
therapeutic approach, but rather a question of what 
is the most effective way for staff to communicate and 
interact with this population. 

R. T. Woops 
Brighton Clinic, : 
Newcastle General Hospital, 
Westgate Road, 
Newcastle upon Tyne NE4 OBE. 
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PSYCHIATRIC TREATMENT OF 
ALCOHOLISM 
Dear Sr, 

I do not wish to suggest that the article by Dr 
. Davies on alcoholism (Journal, May 1979, 134, 449- 
58) is any worse than many other papers that our 
system allows publication. If I choose it for attack, 
it is not because of the author (of whom I had never 
heard previously), but perhaps because one just has 
to protest sometimes, or because we have just recently 
buried an alcoholic friend here—Ruthven Todd, 
one-time writer. and artist and crony of Dylan 
Thomas... or because I think of the late genius of 
Irish music, Sean O’Riada . : . and of-how the 
problem of the artist and alcoholism has never 
received the attention it demands. 

It is difficult to believe that this article is a “Revised 
Version”. In fact, it may be a help in teaching as an 
example of “How Not to Do It”; and I shall probably 
use it thus. Its most striking quality is its superficiality 
in all aspects of the problem dealt with. Alcoholism is, 
after all, primarily a psychological problem (pace 
psychiatrists, sociologists and others!): yet there is no 
reference to the vast psychological literature of 
relevance here. Even more fundamentally, with 
regard to the way we talk and hence think about the 
problem, there is no awareness of the necessity of 
linguistic, analysis, of the crying need for operational 
definitions of such key concepts as ‘illness’ and 
‘alcoholism’ or of the basic question as to just how 
many and which disorders traditionally dealt with by 
psychiatrists are ‘illnesses’, anyway. 

A psychologist stares in disbelief at the E 
unanalysed, uncritical use of the meaningless, archaic 
terms, ‘strength of character’ and ‘will-power’. (May 
I refer here to my own article, ‘The Concept of 
Responsibility’, Journal, 1955, which was' the major 
influence apparent in the British Psychological 
Society’s Memorandum of Evidence to the Butler Committee 
on ths Law Relating to the Mentally Abnormal Offender 
twenty years later). By “psychiatrists may operate 
with predominantly static models of motivation” the 
author means simply that some psychiatrists do not 
think they can or should alter patients’ motivations. 
(Then what are they in business for, asks a small 
voice?). The ethical questions of patients’ moti- 
vations and of modifying them are conscientiously 
ignored. 

The strongest impression conveyed is that psych- 
iatrists haven’t got a clue‘as to what alcoholism really 
is or as to what (if anything) they should: do about it; 
and that the’ harassed doctors quoted, like the 
sociologist himself, are struggling with something out 
of theii field—and depth—on a level with the priest 
or ‘meenister’,- unsullied by any course in con- 
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temporary psychology. It may serve a useful purpose 
in showing those commanding the heights, whether of 
Hampstead or Denmark Hill, just what goes on at 
grass-roots level. At any rate, it makes a psychologist 
realise how: much superior and more ‘useful a be- 
havioural formulation, involving a systematic func- 
tional analysis of behaviour, is. - 

Making heavy weather of what little he has to say, 
the author shows the long-windedness, repetitiveness, 
inexact and over-general use of terms, tautologies and 
discovery of the obvious which unfortunately char- 
acterize the American-sociologese style, complete 
with ‘Figures’ (sic) and quintuple. columns of 
symbols, meaningless in the present context, adding a 
spurious mathematical-scientific gloss to the shoddy 
paper. 

The psychologist’s dismay mounts on 1 reading that 
more of the same is on the way—research not into the 
nature, causes and treatments of alcoholism (nothing 
so simple-minded and straightforward) but to 
determine “the nature and direction [?] of patients’ 
expectations of alcoholism treatment”. What I 
object to, and what I think society should object 
to, is. allocation from paltry research funds to such 
piffing—and, worse, confusing—pseudo-academic 
exercises. Partly the fault lies in the wrong people 
trying to do the wrong things: here, it is crucial that 
physician, psychiatrist, psychologist, sociologist and 
others concerned sort out where their respective 
knowledge and skills, and hence their respective 
potential contributions, lie. This is surely a pre- 
requisite to any inter-disciplinary research. A major 
weakness of sociologists in work like that under 
review, and of those psychologists who have taken a 
Ph.D.:but no Clinical Course, is their lack of primary 
clinical experience and responsibility prior to plunging 
into clinical research—or; more accurately in their 
case, research in the field of abnormal behaviour. We 
can trace the fault back to their teachers, of course... 
and to their teachers . . . and to those deciding who 
gets the research grants . . . and to their teachers... 
It’s not the parents’ fault, either . . . ? 

J. Epwin MACDONALD 
Ca’n Sitin, Galilea, 
Mallorca, Spain 


DEAR SR, 

Thank you for giving me an opportunity to 
respond to Dr J. Edwin Macdonald’s comments on 
my article published in the May issue of the Journal. 

Of the number of issues raised by Dr Macdonald I 
do not think that the correspondence column of this 
Journal is the appropriate place to discuss the 
allocation of research funds in the medical, social and 
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behavioural sciences. Nor is it the place to engage in 
idle speculation about my own or ‘anyone else’s 
personal -or intellectual parentage: I also think that 
one should make due allowance for ‘the fact that: 
Dr Macdonald: has ‘recently buried :an alcoholic 
friend, a life event which may well have disturbed 
Dr Macdonald’s affective neutrality and scientific 
objectivity with respect to the matters at hand. 

I would like to use this column, however, to 
respond to some of Dr Macdonald’s more principled 
objections to my article. First of all I do think that, 
Dr Macdonald is being somewhat narrow-minded, 
if not presumptuous, by declaring alcoholism to be 
“primarily a psychological’ problem”. It is my 


impression that alcohological thinking and practice: 


has come some way from undimensional conceptions 
of alcoholism and that it is now customary to locate 
the causes, dynamics and ‘outcomes of alcoholism 
within the complex interactions between psycho- 
logical, social, environmental and economic factors. 
However, even if alcoholism is primarily a psycho- 
logical problem the question remains as to how, and 
which, psychological processes are attributed to the 
sorts of problems that people bring to alcoholism 
clinics. It is this question, inter alia, which is of interest 
to the sociologist and which I tried to address in my 
article. Whilst it is unddubtedly the case that I have 
not given due reference to “the vast psychological 
literature” mentioned by Dr Macdonald, this was in 
keeping -with Dr Macdonald’s principle whereby 
“the physician, psychiatrist, psychologist, sociologist 
and others-concerned sort out where their respective 
knowledge and skills, and hence their respective 
potential contributions, lie”. 


Dr Macdonald, however, has some more funda- 


mental objections to my paper. In particular, he feels 
that there is no awareness of the necessity of linguistic 
analysis, of the crying need for operational definitions 
of such key concepts as ‘illness’ and ‘alcoholism’ or of 
the basic question ‘as to just how many and which 
disorders traditionally dealt with by psychiatrists are 
‘illnesses’ anyway. It would appear that ‘Dr 
Macdonald and myself have opposing conceptions of 
linguistic analysis. For my part I would argue that the 
meanings of lexical items such as ‘illness’ and ‘alco- 
holism’ are derived not from some de-contextualized 
principle of classification (langue) but from their usage 
in everyday discourse (parole), Not only do I have an 
acute awareness of the necessity of linguistic analysis 
‘in the study of alcoholism (albeit different to that of 


Dr Macdonald) but I would also suggest that my ' 


article in the May issue of the Journal was a first step 
in this direction. After all, the article is about the ways 
psychiatrists and patients talk to each other about 
alcohol-related conditions and problems and in- so 
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doing negotiate the rights and responsibilities asso- 
ciated with those problems and conditions. So far as 
whether or not the conditions and disorders dealt 
with by psychiatrists are ‘illnesses’ anyway, this will 
hardly :be settled simply by invoking de-contextu- . 
alized: operational definitions. With respect to alcohol- 
related conditions, no matter how precisely one may: 
define ‘illness’ or ‘alcoholism’, there will still be 
patients like K.S. in my article who both expect to 
have their alcohol-related problem treated like a 
physical ailment or condition and who will engage in 
all sorts of speech exchanges with doctors and 
psychiatrists to claim their right to this. 

This brings me to another of Dr Macdonald’s 
objections to my article, namely the “repeated, 
unanalysed, uncritical use of the meaningless archaic 
terms ‘strength of character’ and ‘will-power’.” 
I hasten to point out that these terms were generated 
not by myself but by the authors of the health 
education literature to which I refer at the outset of 
my article, and by the psychiatrists in the clinics 
under observation. If it is the case that these terms 
are repeated in my article, this is because they are 
repeated bythe psychiatrists in the context of 
alcoholism consultations. I am not sure what sort of 
analysis Dr Macdonald would like to have seen, 
but I do not agree that these terms are left unanalysed 
by myself. My analysis of these terms is one in which 
I examine the ways in which they are used in 
alcoholism consultations and the sorts of work that 
they do when they are used. In particular, I offer 
an analysis of the ways in which terms such as ‘will- 
power’ and ‘strength of character’ serve to allocate 
responsibility to alcoholism patients for their con- 
dition and its treatment. I do not see it as part of my 
analysis of these terms to be critical, or otherwise pass 
judgement on. their use. An analysis of their use, 
does suggest that these terms are far from 
meaningless. However, I would not expect Dr 
Macdonald to appreciate that a great deal of meaning 
may be associated with the use of these terms, given 
his preference for operational definitions which are 
totally divorced from linguistic usage. 

Finally, if my article has created the impression 
“that psychiatrists haven’t got a clue as to what 
alcoholism really is or as to what they should do 
about it” I would like to correct this. My conclusions 
in the article indicate that it is my impression that 
psychiatrists have fairly firm ideas as to what alco- 
holism really is and what they. should do about it. 
Whether one agrees with them or not, psychiatrists 
display a belief that alcoholism is a matter of will- 
power, strength of character and self-responsibility, 
and that what, they should do about it consists of 
‘non-specific elements’ such as helping patients to 
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gain insight into their lives, situations and con- 
ditions. This, I would argue, involves allocating 
responsibility for the condition to the patient and may 
not resemble the treatments of physical medicine. 
The reader will note that this conclusion is con- 
gruent with that of other students of alcoholism, 
such as Orford and Edwards (quoted on page 452 
of:my article), whose “primary clinical experience 
and responsibility prior to plunging into clinical 
research” can certainly not be doubted. However, 
given that such corroborative evidence has emanated 
from ‘those commanding the heights: (of) Denmark 
Hil” I fear that Dr Macdonald will remain un- 
convinced. 


Pam Davies 
MRC Medical Sociology Unit, 
Institute of Medical Sociology, 
Westburn Road, Aberdeen 


VALIDITY AND USES OF THE GHQ 
Dear Sr, : 

In your May issue, Tarnopolsky et al report 
(Journal, May 1979, 134, 508-15) on the validity of 
the GHQ in a community sample. They find lower 
validity than has been reported in samples of general 
practitioner patients. This finding might be the 
result of a feature of their research design. The type of 
illness measured by the GHQ is often quite fleeting. 
Thus it has been reported that the correlation 

-between GHQ score and total score on the Present 
State Examination is .8 when the PSE is conducted 
within a week of the GHQ, but drops below’.5 for a 
longer interval (Duncan-Jones and Henderson, 1978, 
p. 235). It is clear there was an interval between the 
GHQ and the validatory psychiatric interview in 
Tarnopolsky’s study, but the length of that interval is 
not indicated. Since a matching design was used, the 
interval cannot have been trivial. There was no such 
interval in the general practitioner studies. Therefore 
this difference in design might account for the lower 
validity. 

In presenting their data on screening, Tarnopolsky 
et al make the important point that their data for 
approximately equal numbers of high scorers and 
matched low scorers give biased estimates of ‘sensiti- 
vity’ and ‘specificity’ for the community population, 
and correct for this by weighting up the low scorers. 
This would be valid and appropriate if their low 
scorers were a representative sub-sample of all the 
low scorers in their original sample. But since they 
were elaborately matched to the high scorer group, 
this cannot be so. i : 

It seems possible that the use of matching has 
weakened this study in two ways. It is feasible to 
pre-allocate respondents to different sub-sampling 


CORRESPONDENCE 


classes (prior to first interview) so that (a) subjects for 
the second phase interview are selected randomly but 
with probability of selection being dependent on 
GHQ score, and (b) the first-phase interviewer can 
determine whether or not a second-phase interview is 
required, and make a tentative appointment for it. 
Using this procedure, one can keep the interval 
between interviews short, and make valid estimates 
for the whole population from the second phase 
interview. Details are given in Henderson et al (in 
press). 
PAUL DuNCAN-JONES 
Social Psychiatry Research Unit, 

The Australian National University, 

Canberra, ACT 2600 
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TARDIVE DYSKINESIA AND 
DEPOT FLUPHENAZINE 


DEAR SIR, 

I read with interest Dr Nasrallah’s letter (Journal, 
May 1979, 134, 550) in which he suggested that 
tardive dyskinesia in patients maintained on depot 
fluphenazine could be caused by irregular release of 
fluphenazine from the intramuscular depot. In an 
earlier study (Nasrallah et al, 1978) he and his 
colleagues had found wide fluctuations in plasma 
fluphenazine coneentrations in 10 patients during 2 
weeks following a 50 mg injection of fluphenazine 
decanoate: varying numbers of fluphenazine peaks 
occurred at random, separated by periods in which 
little or no drug could be detected. (Their analytical 
procedure, gas-liquid chromatography, could measure 
fluphenazine concentrations above 3 ng/ml). Dr 
Nasrallah went on to propose that during depot 
fluphenazine treatment the decline in plasma 
fluphenazine levels which followed intermittent peaks 
could act like a drug withdrawal to cause dyskinesia 
by producing dopaminergic, receptor hypers€énsitivity. 

We have also examined plasma fluphenazine levels 
in patients receiving fluphenazine decanoate (Wiles 
and Gelder, 1979). We used a different analytical 
technique, a radioimmunoassay, which can measure 
down to 0.05 ng/ml (Wiles and Franklin, 1978). In 
our study, 33 subjects were receiving chronic treat- 
ment with a wide range of doses (12.5 to 150 mg) 
given at itervals of 1-5 weeks. Our results differ 
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from those of Nasrallah et al (1978) in that we found a 
regular pattern of plasma fluphenazine concentrations 
during the interval between injections (Fig 1). Each 
10 
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Fic 1.—Plasma fluphenazine ‘profiles’ after an injection of 

fluphenazine decanoate in 2 subjects maintamed on a 

regime of 25 mg every 4 weeks. (I would like to acknow- 

ledge the help of Drs T. R. E. Barnes and T. Kidger in the 
study of these patients), 


injection was followed by a rapid rise in plasma 
fluphenazine concentrations to a maximum at 1-8 
hours. The height of this peak varied from 1.2 to 12 
times the pre-injection level. Within the next 12-36 
hours, the plasma fluphenazine fell to a level slightly 
above that found before injection and then remained 
stable until the next injection, suggesting a steady 
release of fluphenazine from the depot over this 
period. Unlike Dr Nasrallah, we found no wide 
fluctuations in the plasma fluphenazine level beyond 
24 hours’ post-injection, so that when immediately 
post-injection levels were excluded the average co- 
efficient of variation for an interval between injections 
was + 18 per cent. Plasma fluphenazine levels during 
this period were always measurable and average levels 
which ranged from 0.7 to 16.8 ng/ml were dose- 
related (r = 0.84, P <0.001). Prolactin was also 
measured in these samples (unpublished data). 
During the period of stable fluphenazine levels, 
plasma prolactin was generally elevated beyond the 
upper limit of the normal range for untreated 
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subjects, Immediately post-injection a further tran- 
sient increase was found in some cases. Our prolactin 
results are essentially similar to those of Nasrallah et al 
(1978) who, incidentally, found elevated prolactin 
levels in samples in which he was unable to detect 
fluphenazine. ' 

Our findings indicate that during established 
treatment with fluphenazine decanoate, plasma 
concentrations of the drug are stable for the majority 
of the period between injections and in most cases 
are sufficient to cause measurable dopaminergic 
blockade. Fluctuations in plasma fluphenazine 
levels wide enough to produce alterations in dopa- 
minergic blockade occur only within 24 hours of an 
injection. Therefore, their frequency is determined by 
the length of the interval between injections. We are 
currently investigating the possible clinical sig- 
nificance of these fluctuations. 


Department of Psychiatry, 
University of Oxford, 

Littlemore Hospital Research Unit, 
Litilemore Hospital, 

Oxford OX44XN 


Davin Wies 
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CONVERSATIONS WITH SCHIZOPHRENICS 
Dear Shr, 

Abrahamson and Brenner observe in their patients 
and in your columns (Journal, June 1979, 134, 
648-9) that deterioration occurs early in the course of 
a chronic schizophrenic illness which they say 
remains stable thereafter without further progressive 
deterioration. They therefore wish to correct the 
traditional view of progressive deterioration through- 
out the long course of the illness, a view which they 
claim to detect in my paper (Journal, February 1979, 
134, 187-94). 

Without adequate longitudinal observation I 
Femain uncertain. The longest I can claim to have 
known any chronic schizophrenic patients is only 
seventeen years and they number only six. It is true 
that I have seen no evidence of further deterioration 
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in that time under the conditions that I described. 
However those conditions were specifically designed 
to prevent further deterioration and perhaps that 
was why there apparently was none. The same would 
- apply to the patients at Goodmayes. ted 
It may be for all I know that under more. natural 
conditions chronic schizophrenia does follow. a 
progressive downward course.,as our professional 
ancestors believed and said. (By more natural 
conditions I particularly mean absence of adequate 
drug treatment, absence of the persistent stimulation 
contained in any rehabilitation regime and exposure 


I fis 


t 


CORRESPONDENCE 


to family tension). It may be for all I know that 
severely disabled patients undergoing less than 
perfect community care are closer to living under 
natural conditions as defined above than are similar 
patients in modern hospital care. 

It may be that Abrahamson and Brenner have put 
us in their debt by making an important observation 
but I think several questions need to be answered 
before we can be sure. 

Roger MORGAN 
St Wulstan’s Hospital, ‘ 
Malvern, Wores WR14 498 
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June and the academic component (including the completion of a dissertation} involving five block 
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The course provides opportunities to work directly with families under supervision. It will involve live 
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NOTICE TO CONTRIBUTORS 


The British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
Thé Royal College of Psychistrists, 17 Belgrave Square, London SWIX 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Two high quality copies (one of which should be the original typescript) should be submit- 
ted. Articles must be typed on one side of the paper only with double spacing and wide margins, and the 
pages must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


KexpeLL, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rutter, M., Tizarp, J. & Wrirmors, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. I. Rosen). Oxford University Press. 


Durxuem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology; by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 


Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, | Wimpole Street, London WIM 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer's errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity. Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, Londén SW1Y 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 
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ST. ANDREW’S HOSPITAL,NORTHAMPTON 


Eating Disorder Unit 


St. Andrew’s Hospital’s range of specialised treatment facilities is being extended 
to include specific nursing, medical and rehabilitative programmes for patients 
with eating disorders. The majority of patients will have anorexia nervosa type 
difficulties. . 

Treatment orientation is psychotherapeutic although initial firm control over 
eating behaviour and realignment of body weight will be necessary. The Unit, 
which will form part of the admission area, will be run by staff with specialised 
training. 


For further details apply to 


THE MEDICAL DIRECTOR, 
St. Andrew’s Hospital, Northampton, NN1 5DG. 
, Telephone (0604) 21311 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
PRIVATE PSYCHIATRIC CARE—A COMPREHENSIVE FACILITY 


St. Andrew's aims to provide the best in psychiatric care in a comfortable and relaxed environ- 
ment. Staffed by nine full-time Consultant Psychiatrists, three Clinical Psychologists and with a 
full complement of skilled nursing and rehabilitation staff, the hospital offers a broad range of 
psychiatric treatments. Care is provided on a short, medium and long term basis and the follow- 
ing specific units are available: 

SHORT TERM ACUTE TREATMENT 

ALCOHOL TREATMENT 

BEHAVIOUR MODIFICATION 

DAY HOSPITAL 

PSYCHOGERIATRIC 

PSYCHOTHERAPY 

BRAIN DAMAGE AND EPILEPSY INVESTIGATION 


Out-patient facilities are available at the hospital, at 148 and 152 Harley Street, London W1, 
-Oxford and Bedford. 


St. Andrew's is an Independent Hospital and subscribers to the main Private Contributory 
Schemes may claim benefits within the terms of these schemes. 
Further details and brochures may be obtained from the Medical Director, 


St. Andrew's Hospital, Northampton. 
(Telephone 0604-2 1311). 
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The Retreat, York 


for Psychiatric liInesses 





Founded in 1792 by the Quaker, William Tuke, who established the tradition. of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short or long 
term in a sympathetic and friendly atmosphere. Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £17.50 per day or in single rooms at slightly increased charge. The. 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904 412551). 


BOWDEN HOUSE CLINIC NOTICE TO 
Harrow-on- the- Hill, Middlesex ADVERTISERS 


Tel: 61-864 0221 
Oniy 20-25 Mins. from London 
via Westway Exte RON 


Founded in 1911 by Dr, H. Crichton-Miller Applications for advertisement 
A non-profit making Charity outside the National space in 
Health Serviče The British Journal of Psychiatry 
A private clinic {all patiens having single rooms) for should be made to: 


the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 


addiction and alcoholism. PTM PROFESSIONAL 
Treatment is supervised by experienced psychiatrists 


whose services are inclusive in the patients’ fees. PUBLICATIONS 


A full physical examination and pathological investi- 
gations are made in the first week, LIMITED 
Facilities are also available to Consultants wishing to 


treat their own patients independently. 282 High Street, 
Apply for details: Administrative Secretary Sutton, Surrey SM1 1PQ 


Applications for admission ta the Matron i Telephone: 01-642 01 62/3 
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NEW Mk.4 E.C.T. APPARATUS: 


DUOPULSE, ECTONUSTIM, 


ECTONUS & ECTRON 


Also 


SOMLEC 
ELECTRO SLEEP APPARATUS 


Send for full details 


ECTRON LTD. 


KNAP CLOSE, LETCHWORTH, HERTS. $G6 IAQ 


ENGLAND 


Telephone: LETCHWORTH 2124 — Cables: ECTRON LETCHWORTH 


DONALD A BAKAL 

Psychology and Medicine 
Psychobiological dimensions of health and 
sickness ' 


This book attempts to instil in the reader an appreci- 
ation for a psychobiological understanding of health 
and illness, and at the same time introduce the 
student to concepts from psychology that are relevant 
to the health sciences. The major chapter topics 
include : paradigm shifts in medicine, brain behaviour 
relationships, stress, depression, pain, psychophar- 
macology, and behavioural techniques in medical 
practice. 

November 276 pages 

Hb .0422770108 £7.95 

Pb 0422770205 £3.25 


BARBARA GRAY and BERNARD ISAACS 
Care of the Elderly Mentally Infirm 
December 240 pages 


Hb 0422771902 £8.95 
PB 0422771805 £4.50 


All prices are net in the UK only 


JOHN BOWLBY 
The Making and Breaking of 
Affectional Bonds 


In this present volume, which provides a valuable 
introduction to his thought and work, Dr Bowlby 
republishes a selection of his key lectures, examining 
how human beings interact with one another, and 
why itis that some children grow up to be happy and 
self-reliant and others emotionally cold or anti- 
social. 


August 192 pages 
Hb 0422768502 £5.95 
Pb 042276860X £2.95 


Reissue 


MICHAEL BALINT 
Preface by ENID BALINT 


The Basic Fault 
Therapeutic Aspects of Regression 


November 206 pages 
Hb 0422772003 £8.50 
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OPPORTUNITIES FOR PSYCHIATRISTS 
IN CANADA (529-172-077) 








Salary: $37,249 — $46,200 

Ref. No: 79-PSY-MD-2 
CORRECTIONAL SERVICE OF CANADA 
REGIONAL PSYCHIATRIC CENTRE 
SASKATOON, SASKATCHEWAN 


Applicants are required to fill the positions of Clinical 
Director and Staff Psychiatrists at the Regional Psychiatric 
Centre in Saskatoon, Saskatchewan. The Regional 
Psychiatric Centre is a hospital serving the mentally iH 

of the Correctional Sennece of Canada and is affiliated with 
the University of Saskatchewan. An active research 
department is part of the establishment and it is 

planned that the Centre will be usec to train post- 
graduate students of many disciplines. 

The position of Clinical Director carries with it a 
university appointment in the Department af Psychiatry. 
Staff psychiatrists may also be awarded university 
appointments depending on suitability 











































Qualifications 

The necessary quahfications are acceptable accreditation 
as a trained psychiatnst in the applicant's country; ability 
to be licensed in Canada. Knowledge of English is 
essential. 


Saskatoon is an attractive university city af 135,000 
with many cultural and environmental opportunities 
{hunting, fishing, etc). 


“Additional jab information is available by writing to the 
address below’: and 


“Toute information relative é ce concours est disponible en 
francais et peut être obtenue en Serivant å l'adresse swivan- 
te”, 


How to appty 

Send your application form and/or résumé to: 
Ms. J. Knox, 

National Capital Region Staffing Office, 
L’Esplanade Laurier, West Tower, 16th floor 
Ottawa, Ontario KIA OM? 





Please quote the applicable reference number at ail times. 
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NORTH CANTERBURY HOSPITAL 
BOARD 
CHRISTCHURCH, NEW ZEALAND. 


PSYCHIATRIST 


Sunnyside Hospital 


Applications closing at 9 a.m. on Friday 30th November, 1979 are invited 
for this position, from suitably qualified Medical Practitioners. 


Sunnyside Hospital (788 beds) is conveniently situated within two miles of 
the city centre and is linked with the Academic Department of the Christ- 
church Clinical School of the University of Otago. 


The appointee will work as part of a team with other medical staff, nursing 
staff, occupational therapists, clinical psychologists and social workers. 
Participation in teaching of students and post-graduate staff could be 
involved. 


Sunnyside Hospital covers the full spectrum of psychiatric treatment, 
including forensic, psycho-geriatric, alcohol and drug addiction, 
adolescence, handicapped area and day and out-patient services. 


Community responsibilities including group homes, are undertaken by a 
domiciliary nursing service. A Mental Health interdisciplinary team operates 
in the community from the hospital base. 


Applicants must qualify as specialists under the New Zealand Hospital 
Service Determination applicable to medical officers, i.e. must have been 
qualified for not less than seven years, have had at least five years’ practical 
experience in the specialty and hold higher appropriate qualifications. 


Salary will be within the range of NZ$19,621 to NZ$25,364 plus NZ$365 
General Wage Order allowance. Higher salary steps up to NZ$33,500 are 
available to appointees of proven skill and experience. An increase of 
approximately 15% on all rates is awaiting approval. 


Conditions of Appointment and Schedule of Duties, together with details of 
assistance towards travelling expenses to New Zealand which may be avail- 
able can be obtained from the Chief Executive, North Canterbury Hospital 
Board, Private Bag, Christchurch to whom applications containing full 
details and the names and addresses of three referees from whom the 
Board may obtain confidential reports, should be addressed. 


Please quote vacancy number 10/245 (A). 
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Vacancy for 


' PSYCHIATRIST 


t 
INGUTSHENI HOSPITAL, BULAWAYO, ZIMBABWE RHODESIA 


Applicants must hold a qualification in medicine which is registrable in Zimbabwe Rhodesia. In addition appli- 
cants must hold the D.P.M. or equivalent higher qualification in psychiatric medicine and preferably with an 
interest in forensic psychiatry. 


Credit is given for post qualification experience up to a maximum of four years and commencing salaries would 


be in the scale: 


£13,444 x £351 to £14,848 (Scale Barrier) x £351 to £15,199. 
Leave conditions are generous and an Annual Bonus is paid to Permanent Appointees. 


Appointments may be on a three year contract with return fares paid for recruit and family or to the 
Permanent Staff with single fares paid. 

Full details obtainable from: The Medical Superintendent, Inguisheni Hospital, P.O. Box 8363, Belmont, 
Bulawayo, Zimbabwe Rhodesia. 

The British Government urges UK Nationals who wish to visit Rhodesia or take up employment there to con- 
suit the Foreign and Commonwealth Office (Rhodesia Department, telephone 233 4995) or the nearest British 
Consular Office before doing so. 














THIS IS A SPECIAL MESSAGE ADDRESSED TO WORKERS IN PROBATION AND 
SOCIAL SERVICES AND PRACTITIONERS IN PSYCHIATRY 


THE RICHMOND FELLOWSHIP 






provides a network of Therapeutic Communities throughout the 
UNITED KINGDOM offering a supportive environment to adults and 
young people as well as catering for emotionally disturbed and 
developmentally handicapped children. 


If you know of anyone who would benefit from our rehabilitation programme please write to: 


The Admissions Secretary, The Richmond Fellowship, 8 Addison Road London 
W14 8DL 
or telephone 01-603-6373 
1959—1979: TWENTY YEARS EXPERIENCE OF CARING 


BRITISH JOURNAL OF PSYCHIATRY, NOVEMBER 1979 : ix 












THE ROYAL COLLEGE OF PSYCHIATRISTS 


GASKELL BOOKS 


Psychiatric Illness and Mental Handicap 


Edited by F. E. James, Consultant Psychiatrist, Fieldhead Hospital, Wakefield, Yorkshire and R. P. 
Snaith, Senior Lecturer, Department of Psychiatry, University of Leeds 





The effective treatment of the mental illnesses which occur so commonly in the mentally 
handicapped require special skills beyond those possessed by the general psychiatrist. The 
damaged brain alters symptoms and signs so making the recognition of illness and the response 
to treatment a particularly skilled matter. We expect that the essays in this book, the first on 
mental handicap published by the Royal College of Psychiatrists, will inform those who know 
little of its subject and refresh the memories of those already specialized. Collected here are 
essays on the following topics: 





Prevalence of mental illness in mental handicap/Management of disturbed mentally 
handicapped patients/Clinicai features of psychosis and of neurosis in the mentally 
handicapped/epilepsy and behaviour disorders/drug treatment. 

ISBN 0 902241044 Publication June 1979 

Pp 160 £5.00 softcover 









Psychiatry, Genetics and Pathography 


A Tribute to Eliot Slater 
Edited by Martin Roth, Professor of Psychiatry, University of Cambridge and Valerie Cowie. 
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Sleep, Depression and Antidepressants 


By CHAR-NIE CHEN 


Normal Sleep Patterns 
(1) Two kinds of sleep 

It is generally recognised that there are two 
qualitatively different kinds of sleep which 
alternate throughout the night in normal 
healthy individuals. These are the non-rapid- 
eye-movement (NREM) sleep or orthodox 
sleep and the rapid-eye-movement (REM) 
sleep or paradoxical sleep. By means of electro- 
encephalography (EEG), electrooculography 
(EOG) and electromyography (EMG), different 
stages of sleep have been defined according to a 
standardized scoring system (Rechtschaffen and 
Kales, 1968). NREM sleep is further classified 
into stages 1,.2, 3 and 4, which show a graded 
decrease in autonomic activities and an increase 
in depth of sleep. Stage 4 sleep is therefore the 
deepest stage and together with stage 3 is often 
referred to collectively as slow-wave sleep 
(SWS). Characteristically the first appearance 
of SWS after the onset of sleep nearly always 
coincides with a surge of growth hormone level 
in the blood. 

On the other hand, REM sleep is characterized 
by bursts of rapid eye movements (or REM 
activity), abolition of tone in many skeletal 
muscles, heightened but variable autonomic 
activities, and a low-voltage mixed frequency 
EEG pattern resembling that of stage | sleep. In 
animals, spike discharges can be recorded in 
the regions of pons, lateral geniculate nucleus 
and occipital cortex (PGO spikes) just pre- 
ceding or during REM sleep. When a subject is 
awakened from REM sleep, he often reports 
dreams charged with emotions, in contrast to 





NREM awakenings which have the quality of 
thoughts. 

Under normal: circumstances adult indivi- 
duals sleep from 7 to 8 hours each night, 20-25 
per cent of which will be spent in REM sleep. 
A normal night’s sleep usually begins with 
NREM sleep, from light to deep stages, which is 
interrupted about every 90 minutes by a period 
of REM sleep. Thus NREM-REM sleep 
cycles alternate throughout the night, and there 
are 4-6 such sleep cycles each night. In general, 
NREM sleep tends to predominate in the 
beginning of the night, whilst the REM sleep 
period becomes more prolonged as the night 
progresses, 


(2) Individual variation of sleep patterns 
Undoubtedly there is a wide variation of sleep 
patterns among different individuals and per- 
haps at different times in the same person. Ina 
study of 240 normal volunteers—20 men and 20 
women in each decade of life ranging from 30s 
to 80s—Tune (1968) found that 5.4 per cent of 
the subjects reported sleep for an average of 
nine hours or more per 24 hours; 27.5 per cent 
for more than eight hours; 72.5 per cent for less 
than eight hours; and 19.6 per cent for less than 
seven hours, In a much larger survey of re- 
ported sleep in a Scottish population McGhie 
and Russell (1962) showed that the distribution 
of subjects reporting varying length of sleep each 
night was as follows: 8 per cent were under 5 
hours; 15 per cent were between 5-6 hours; 


‘62 per cent were between 7-8 hours; 13 per cent 


were between 9-10 hours; and 2 per cent were 
over 10 hours. 


386 


Furthermore, many sleep variables appear to 
be age-dependent. For example, the time spent 
awake increases, and the time spent in stage 4 
sleep, REM sleep and total sleep time decreases 
‘ with advancing age (Roffwarg et al, 1966; Fein- 
berg and Carlson, 1968; and Williams et al, 
1974). In general, these findings are in agree- 
ment with the work of McGhie and Russel 
(1962) and Tune (1968,1969). The latter author 
however reported that there is a significant 
increase in mid-day naps with advancing age; 
and that subjects over the age of 60 show a 
significant tendency to fall asleep earlier and to 
wake up earlier. Therefore the mean duration of 
sleep: per 24 hours with respect to different age 
groups resembles a V-shaped curve, being 
lowest at the age of 50 + (Tune, 1969). 

The difference of sleep variables between the 
sexes is interesting. Although studies of self- 
reports of sleep found that women, more often 
than men, have disturbed sleep and take 
hypnotics at night {McGhie and Russell, 1962; 
and Tune, 1968, 1969), polygraphic sleep 
recordings have in fact shown that men in their 
4th-7th decades, as compared to women, tend 
to spend more time and frequency awake and 
less time in SWS and REM sleep (Williams et 
al, 1974). 


(3) The ‘long’ and ‘short? sleepers 

The study of apparently normal groups of 
people with varying degree of ‘need’ for sleep 
suggests that personality could be another 
variable for sleep changes. People who normally 
sleep over nine hours, the long sleepers, and 
under six hours, the short sleepers, were com- 
pared both electrophysiologically and psycho- 
logically. The long sleepers showed significantly 
more REM sleep, REM activity, nocturnal 
awakenings, and prolonged sleep latency (time 
taken from light out to the first appearance of 
stage 2 sleep), but the amount of SWS was 
surprisingly constant in both groups (Hart- 
mann et al, 1971). 

Psychometric assessment demonstrated that 
the long sleepers tended to display higher level 
of nervousness, anxiety, depression, but they 
were otherwise more creative; whereas the short 
sleepers appeared to be more efficient, ener- 
getic, ambitious, aggressive, social, but inclined 
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to avoid problems by denial (Hartmann et al, 
1972). The results were taken to suggest that the 
long sleepers may be psychologically less well 
adjusted people who might have an increased 
need for REM sleep. A support to such claim 
was offered by Hartmann and his associates in 
two studies that involved a large sample of 
normal adult population (Hartmann, 1973). 
The subjects were asked to note any changes in 
sleep requirement from an otherwise stable 
background sleep pattern, and state if these 
changes were related to any specific periods or 
events. The only condition that was associated 
with a decrease in sleep requirement was ‘times 
when everything. goes well’. Increased sleep 
requirement was clearly associated with con- 
ditions that involved change in life events, de- 
pressive mood and stress. 

However, in contrast to this work, Costello 
and Smith (1963) reported from nurses’ sleep 
records that extraverts slept longer. than intro- 
verts. A study of personality characteristics and 
polygraphic sleep patterns by Webb and Friel 
(1971) failed to demonstrate any differences 
between the long and the short sleepers. By 
means of self-reports of sleep, Johns et al (1974) 
nevertheless showed that sleep habits may be 
related to personality. characteristics. They 
found that medical students who had prolonged 
sleep latency tended to worry excessively and to 
have low self-esteem. ‘Those who had frequent 
nocturnal awakenings were more inclined to 
deny emotional distress in daily life but to have 
more physical symptoms such as feeling weak 
and dizzy spells. 


(4) Effects of exercise and fatigue on sleep 

Exercise and fatigue have also been shown to 
change sleep in animal experiments (Hobson, 
1968; and Matsumoto ef al, 1968), although 
their effects in human subjects have been more 
complex. In general, it would appear that 
athletes show more SWS following those days 
with exercise than days without it (Baekeland 
and Lasky, 1966; Zloty et al, 1973; Shapiro et 
al, 1975; and Maloletnev and Telia, 1975). 
Such effects on sleep become insignificant in 
people who were not previously used to 
strenuous exercise (Hauri, 1968; Zir et al, 1971; 
Adamson et al, 1974; Desjardins et al, 1974; and 
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Browman and Tepas, 1976). Griffin and Trinder 
(1978) recently also showed that physical fitness 
of their normal subjects undermined the re- 
lationship between exercise and human sleep. 


(5) Effects of nutritional status on sleep 


It has been shown that short-term changes in 
food intake, both in food components (Phillips et 
al, 1975) and in calories can alter REM sleep 
and SWS. The latter has been demonstrated in 
acute starvation (Karacan et al, 1973; and 
MacFadyen ef al, 1973) and in clinical weight 
disorders such as anorexia nervosa and obesity 
(Crisp et al, 1971, 1973; and Lacey et al, 1975). 
This has been thoroughly reviewed by Crisp and 
Stonehill (1976), who suggest that a steady 
loss of weight is strikingly associated with 
broken sleep, early morning awakening, and a 
decrease in‘ REM sleep, SWS and total sleep 
time; whereas the opposite appears to hold with 
a steady increase in weight. Support for this 
work can be found in the study of Adam (1977a, 
b), which clearly showed a positive link between 
body weight and both the amount of REM 
sleep and the length of NREM-REM< sleep 
cycle. 


(6) Effects of mood changes on sleep 

Fluctuations in mood are part of normal life. 
When the extent of such fluctuations is small, 
sleep would seem less likely to be disturbed 
{Kramer et al, 1976; and Roth et al, 1976). 
However, in a study of psychiatric out-patients 
using self-reports of sleep, nocturnal sleep 
patterns would seem to vary with the prevailing 
mood of the patients (Stonehill et al, 1976). 
Thus, sadness was found to be associated with 
earlier retirement and earlier awakening; 
anxiety with delayed sleep and late awakening; 
and anger with delayed sleep, earlier awakening 
and broken sleep. When changes in mood be- 
came more pervasive and intense, it often 
followed that subjective complaints of sleep 
disturbance were made by psychiatric in- 
patients (Willis, 1965; McGhie, 1966; Detre, 
1966; and Ward, 1968). 


(7) Sleep as a psychobiological variable 
Sleep-wakefulness cycle is one dimension of 
our existence. Sleep oscillates within this cycle, 
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and the extent of such oscillation or further 
changes would seem to depend on many factors 
such as the constitution, personality, social 
situation, ontogeny, and indeed other more 
immediate environmental factors. It also inter-- 
acts with other psychobiological variables such 
as mood, activity and metabolic or nutritional 
status, and is therefore closely related to our life 
experiences. Thus, it would be quite unwise to 
try to understand sleep changes in depressed 
patients or indeed in other clinical conditions 
without some knowledge about the impact of 
normal day-to-day experiences on the sub- 
jective and objective aspects of sleep. 


The Sleep of Depressed Patients 


Clinically early morning awakening has long 
been advocated as a diagnostic sign for endo- 
genous depression (Kiloh and Garside, 1963; 
Slater and Roth, 1969; and Curran et al, 1972), 
and for predicting a good response to electro- 
convulsive therapy (Carney et al, 1965). This, 
however, has remained a controversial issue. 
Detre (1966) studied 150 general psychiatric 
in-patients and found that depressive mood was 
not significantly associated with early morning 
awakening but with other variables of sleep 
disturbance. Costello and Selby (1965) and 
Mendels (1965) showed that neither early 
morning awakening nor difficulty in falling 
asleep differentiates: between patients with 
endogenous and reactive depression. Poly- 
graphic sleep study. by Mendels and Hawkins 
(1968) clearly demonstrated that early morning 
awakening could not be used to distinguish 
their neurotic and psychotic depressives. Recent- 
ly Kupfer et al (1978a) have suggested that 
significant differences in the time of final waking 
can be found between primary and secondary 
depressives or between psychotic and non- 
psychotic depressives, but other polygraphic 
sleep variables would achieve a higher level of 
discrimination. Since ‘they used a different 
system of classification (cf. Woodruff et al, 
1974), the earlier claim by Kiloh and Garside 
(1963) remains unconfirmed. 

Nevertheless, polygraphic sleep studies in 


‘depressed patients have consistently shown that, 


in comparison to normal controls, they have 
difficulty in falling asleep, frequent shifts of 
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sleep stages, increased time spent awake, early 
morning awakening, and a considerable re- 
duction of stage 4 sleep (Diaz-Guerrero et al, 
1946; Oswald et al, 1963; Gresham et al, 1965; 
*Hawkins and Mendels, 1966; Mendels and 
Hawkins, 1967, 1968; Gianelli et al, 1968; Zung, 
1969; Lowy et al, 1971; Snyder, 1972; Hajnšek 
etal, 1973; Kupfer and Foster, 1975; Lange et al, 
1976; Jovanović, 1977; and Kupfer et al, 1978a, 
b). 
pee exists in the literature with 
regard to other sleep variables such as total 
sleep time, REM sleep and REM latency (time 
taken from the first stage 2 to the onset of the 
first REM period). Although depressed patients 
have often been reported to have a reduced total 
sleep time, a proportion may in fact sleep 
normally at night (Detre, 1966; Hartmann, 
1968a; and Hauri and Hawkins, 1973) or 
show hypersomnia, an increase in total sleep 
time (Kupfer et ai, 1972; Detre e? al, 1972; and 
Michaelis and Hoffmann, 1973). When clinical 
features were taken into account, agitated 
behaviour was found to be significantly related 
to insomnia (or hyposomnia) and early morning 
awakening (Hinton, 1963; and McGhie, 1966), 
whereas retarded behaviour was associated with 
hypersomnia (Kupfer et al, 1972). In a question- 
naire enquiry of 84 depressed in-patients, Detre 
et al (1972} demonstrated that patients with 
bipolar depression exhibited more lethargy and 
less agitation than those with unipolar de- 
pression; that hypersomnia was significantly 
associated with an increase in body weight; and 
that hyposomnia was linked to difficulty in 
falling asleep, maintaining sleep, and early 
morning awakening. Therefore it seems clear 
that the sleep-wakefulness cycle in depressed 
patients is to some extent influenced by clinical 
presentation of the bipolar-unipolar dichotomy, 
but largely by other psychobiological variables 
such as mood, activity and appetite (or body 
weight). 

REM sleep in depressed patients has also 
been reported to be reduced (Gresham et al, 
1965; Mendels and Hawkins, 1967; Hawkins et 
al, 1967; Zang, 1969; Snyder, 1972; Hajnšek et 


al, 1973; Kupfer and Foster, 1975; and Jovan- 


ovié, 1977), normal (Oswald et al, 1963; Kupfer 
and Foster, 1972; Kupfer et al, 1972; and Kup- 
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fer, 1976) or even increased (Hartmann, 
1968a; Kupfer et al, 1972; and Hauri and 
Hawkins, 1973). Although some of these studies 
may be criticised for methodological reasons, 
the fact that REM sleep is fragile (Hartmann, 
1968d) and is highly variable from night to 
night (Hauri and Hawkins, 1973) may explain 
how it might be subject to variation in depressed 
patients. Snyder (1972), reporting on his work 
at the National Institute of Mental Health, 
suggested that depressed patients may suffer 
REM deprivation as a result of sleep curtail- 
ment in the initial waxing phase of the illness. 
This may lead to gradual build-up of a hypo- 
thetical ‘REM pressure’ that eventually brings 
about compensatory rebound increase in REM 
sleep during the waning phase of the illness. 
Thus the amounts of REM sleep reported in any 
study of depressed patients may only reflect the 
condition of sleep at one point of their longi- 
tudinal clinical course. This may explain the 
discrepancy in some of the polygraphic sleep 
data. 

Hartmann (1963a), however, disagreed with 
this view. In his longitudinal study of six patients 
with manic-depressive illness, he found that the 
depressive phase was characterized by a normal 
length of sleep, a slightly increased REM sleep 
and a definitely shortened REM latency; and 
the manic phase by a reduced total sleep time, a 
reduced REM sleep and a slightly prolonged but 
variable REM latency. He argued that, if 
Snyder’s view holds, reduced REM sleep should 
be found early in the depressive phase (REM 
deprivation) and increased REM sleep should 
be found late in, or just after, the manic phase 
(REM compensation). This was apparently not 
so in Hartmann’s series. An alternative inter- 
pretation was therefore put forward by him to 
suggest that there is an intrinsic demand for 
REM sleep, which may be increased in the 
depressive phase and decreased in the manic 
phase of the manic-depressive patients. Fur- 
thermore, he also suggested that such mech- 
anisms may operate in unipolar depressives 
(Hartmann, 1969). 

However, the increase of REM sleep in 
depressed patients has never been substantially 
or universally demonstrated. On the other 
hand, it may be that REM sleep is subject to 
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variation depending on the length and time of 
total night’s sleep (Webb, 1969; and Taub and 
Berger, 1973). The increased (or normal) 
amounts of REM sleep in Hartmann’s manic- 
depressive patients may simply be due to the fact 
that they had normal or even increased length 
of total sleep during the depressive phase. This 
would be in good agreement with the work of 
Detre et al (1972) and Kupfer et al (1972) pre- 
viously discussed. The likelihood that clinical 
and other psychobiological variables may in- 
fluence total sleep time as well as REM sleep is 
again emphasized. 

A shortened REM latency has been advocated 
forcefully as one of the psychobiological markers 
for depressive illness by Kupfer and his col- 
leagues. In a study of 35 consecutive depressed 
in-patients, Kupfer and Foster (1972) found 
that their REM latency correlated inversely 
with both severity (r = —0.67, P <0.001) and 
age (r = —0.42, P <0.02). Partial correlation 
between REM latency and severity, with age 
held constant, retained a significant correlation 
(r = —0.57, P <0.001). Shortened REM 
latency was claimed to be present in virtually all 
drug-free patients suffering from unipolar and 
bipolar varieties of primary depressive illness, 
mania, and schizo-affective illness; and it was 
described as a persistent phenomenon, being 
refractory to adaptation to the sleep laboratory 
and independent of age, drug use and changes 
in other sleep variables (Kupfer et al, 1978a). 
Furthermore, Kupfer et al (1976) found that, in 
a group of 18 unipolar depressive in-patients 
who had a shortened REM latency, the clinical 
response to tricyclic antidepressant could reli- 
ably be predicted by the degree of sleep changes 
in the first two nights after medication. The 
good responders (N = 7) were those who showed 
reduced REM sleep, REM activity, and a 
prolonged REM latency. 

Recently Kupfer and his colleagues have 
further extended their claims on the validity of 
using polygraphic sleep variables in the differ- 
ential diagnosis of depressive illness. With a 
sample of 95 adult depressed patients, Kupfer et 
al (1978a) were able to achieve an 81 per cent 
accuracy in discriminating between the primary 
(N = 47) and the secondary (N = 48) de- 
pressives. The polygraphic sleep variables used 
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for discrimination were REM latency and REM 
activity. Furthermore, the psychotic and non- 
psychotic sub-types of the primary depressives 
were discriminated with 75 per cent accuracy by 
sleep efficiency (a ratio of total sleep time to- 
total recording period), percent SWS and per- 
cent REM sleep; and the agitated and the 
retarded sub-groups. of the non-psychotic de- 
pressives were also'successfully distinguished by 
sleep efficiency and wakefulness measures with 
an 80 per cent accuracy. 

In another sample of 18 elderly depressed in- 

patients, Kupfer et al (1978b) showed that they, 
like the adult depressives, had reduced total 
sleep time, shortened REM latency and high 
REM density (a ratio of REM activity to REM 
sleep period). Although it is not possible to 
comment on these findings because of the un- 
familiarity of this system of classification to 
psychiatrists outside. the United States, it is 
doubtful whether the sub-types of depression are 
so mutually exclusive, and whether disturb- 
ances of sleep are so specific to these sub- 
types. 
Meanwhile, although the observation of a 
shortened REM latency in depressed patients 
has gained support from other sleep researchers 
(Hawkins and Mendels, 1966; Green and 
Stajduhar, 1966; Hartmann, 1968a; and Sny- 
der, 1972}, contradicting reports also exist 
(Vogel et al, 1968; Lowy et al, 1971; Mendels 
and Hawkins, 1971; Hajnšek ef al, 1973; and 
Jovanović, 1977). Besides, clinical conditions 
other than depression may also have a shortened 
REM latency, e.g. elderly psychotics (Feinberg 
et al, 1965), healthy insomniacs (Jones and 
Oswald, 1968), and normal people undergoing 
selective REM sleep deprivation. Therefore, the 
definitive role of a shortened REM latency or 
indeed other sleep variables in depressive illness 
must await further elucidation in other sleep 
laboratories. 

It must be said with some emphasis that 
depressed patients have consistently been shown 
to have increased time spent awake, shortened 
total sleep time and a very low amount of 
stage 4 sleep. Mendels and Hawkins (1968) 


‘stressed that these disturbances of sleep in 


depressed patients were more significantly 
associated with the presence of psychotic features 
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such as delusions than with age or severity of 
illness. This was supported by Kupfer and 
Foster (1975) but not by Detre (1966). In con- 
trast, McGhie (1966) showed that depressed 
- patients in fact reported less major disruption of 
sleep than alcoholics, psychopaths, and neuro- 
tics, although they were worse off than those 
suffering from paranoid «schizophrenia and 
organic disorders. Stonehill et al (1976) also 
showed that patients with endogenous depres- 
sion slept early and woke early, whereas those 
with reactive depression had delayed sleep and 
early waking. Therefore it appears that psych- 
otic or endogenous depressives do not neces- 
sarily show more sleep distrubances than 
patients with neurotic illness. 

On the other hand, attempts were made to 
relate these disturbances of sleep in depressed 
patients to an over-active arousal system 
(Hawkins and Mendels, 1966; and Whybrow 
and Mendels, 1969). This would be in good 
agreement with a study of nocturnal motility 
and nurses’ reports (Hinton, 1963) and a study 
of arousal response to auditory stimulation 
during sleep (Zung et al, 1964). The former 
study found that depressed patients, as com- 
pared with those who recovered, showed con- 
tinued restlessness throughout the night in 
addition to reduction of total sleep time. The 
latter study demonstrated increased arousal 
responses in depressed patients in practically all 
stages of sleep. However, similar disturbed sleep 
patterns have been obtained polygraphically in 
other circumstances, e.g. students under stress 
(Lester et al, 1967), normal elderly, and patients 
with chronic brain syndrome (Feinberg et al, 
1967; and Feinberg, 1969), schizophrenia 
(Feinberg et al, 1969) and chronic insomnia 
(Monroe, 1967; and Chen et al, 1979). In 
questionnaire surveys, similar sleep disturb- 
ances were also reported by heterogeneous 
groups of psychiatric in-patients (Willis, 1965; 
McGhie, 1966; Detre, 1966; Ward, 1968; and 
Crisp and Stonehill, 1973). Therefore, if in- 
creased central arousal is to be the cause of 
sleep disturbances in depressed patients, it is 
most likely a non-specific influence. 


In conclusion, the complex and variable sleep’ 


changes in depressed patients require careful 
evaluation, which should include investigations 


include phenelzine 
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into the interrelationship between clinical and 
psychobiological variables such as mood, acti- 
vity, and nutritional or metabolic status. The 
role of appetite, basal metabolic rate, and body 
weight is in particular emphasized here since 
it is the one most commonly ignored in clinical 
sleep studies of depressed patients, despite the 
fact that majority of these patients demon- 
strate changes in appetite, and some of them 
may even show an increase in body weight 
(Detre et al, 1972; Paykel, 1977). 


The Effects of Antidepressive Agents on 
Sleep 

One of the most consistent findings in sleep 
research is that many pharmacological agents 
are capable of suppressing REM sleep, and 
among them drugs that elevate mood are 
especially powerful. When placebos are sub- 
stituted for the drugs, an excess of REM sleep 
associated with intense REM activity and 
shortened REM latency occurs. This is common- 
ly referred to as the REM rebound pheno- 
menon, and it can also be brought about by 
selective REM sleep deprivation. It has been 
put forward as evidence for a hypothetical REM 
pressure, increased when REM has been 
suppressed. 

The antidepressive agents commonly used in 
current clinical practice include monoamine 
oxidase inhibitors (MAOIs), tricyclics, tetra- 
cyclics, lithium and electroconvulsive therapy 
(Shaw, 1977). The efficacy of many of these 
agents has been well established (Coppen et al, 
1971; Morris and Beck, 1974; Davis, 1976; 
Avery and Winokur, 1977; and Royal College 
of Psychiatrists, 1977), and their effects on 
sleep will be reviewed here. 


(1) Monoamine oxidase inhibitors (MAOIs) 


These drugs, when given in adequate dose and 
duration, may produce complete REM. sup- 
pression in 1~3 weeks, and continued medi- 
cation for up to 2 months may not lessen their 
REM suppressing effects (Akindele et al, 1970; 
Wyatt et al, 1969, 1971). The drugs that have 
been studied in normal and: depressed subjects 
{Akindele -et al, 1970; 
Wyatt et al, 1969, 1971; Kupfer and Bowers, 
1972; Dunleavy and Oswald, 1973; and Gillin 
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and Wyatt, 1975), nialamide (Toyoda, 1964; 
Cramer and Kuhlo, 1967; and Akindele et al, 
1970), isocarboxazid (Wyatt et al, 1969; and 
Shirakura, 1973), pargyline and mebanazine 
(Wyatt ef al, 1969) and tranylcypromine (Le 
Gassicke et al, 1965; and Cramer and Ohl- 
meier, 1967). In patients who responded to 
MAOI, the delayed. clinical. mood elevation 
appeared to coincide with the (delayed). onset 
of maximal REM suppression (Wyatt et al, 1971; 
and Dunleavy and Oswald, 1973). 

The effects of MAOIs on NREM sleep are 
less striking. SWS is in a majority of cases un- 
changed, but may be relatively increased by iso- 
earboxazid and nialamide. (Cramer and Kuhlo, 
1967; and Shirakura, 1973), Phenelzine has also 
been found to increase stage 2 sleep (Wyatt et 
al, 1971; and Kupfer and Bowers, 1972). 


(2) Tricyclic and tetracyclic antidepressants 

Tricyclic antidepressants appear to possess 
differing REM-suppressing potencies. They may 
show immediate suppression -from the first 
drug night. Clomipramine produces. the most 
profound suppression of REM sleep, which 
may be sustained upon withdrawal of the drug 
(Dunleavy et al, 1972; and Lacey et al, 1977). It 
also significantly reduces the number of PGO 
spikes recorded from the lateral geniculate 
nucleus in baboons (Bert et al, 1977). Signi- 
ficant REM rebound upon drug ‘withdrawal 
can be observed when clomipramine has been 
given for a long period of time (Passouant et al, 
1973), 

Other tricyclic antidepressants such as-imi- 
pramine (Toyoda, 1964; Hishikawa et al, 1965; 
Khazan and Sulman, 1966; Ritvo et al, 1967; 
Hartmann, 1968b; Wallach et al, 1969; Dun- 
leavy et al, 1972; and Diurrigl et al, 1973), 
amitriptyline (Toyoda, 1964; Hartmann, 1968b, 
c; Wallach ef al, 1968; Hartmann and Cravens, 
1973b;.and Nakazawa et al, 1975), and des- 
methylimipramine (Toyoda, 1964; Zung, 1968, 
1969; and Dunleavy et al, 1972) have also been 
shown to have profound REM suppressing 
effects in normal human volunteers.and animals, 
with subsequent REM rebound on withdrawal, 
but they do not seem clearly to suppress REM 
sleep in depressed patients, apart from a few 
reports by Toyoda (1964), Zung (1969) and 
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Dürrigl et af (1973). Longitudinal studies of 
depressed patients who were on. tricyclic anti- 

depressants for. some time have in fact shown 

either normal or increased: amounts. of REM 

sleep (Lowy et al, 1971; and Mendels and - 
Hawkins, 1971). Nevertheless the report by 

Lewis and Oswald (1969) on three women who 

took overdoses of amitriptyline, nortriptyline 

and imipramine respectively. did confirm that 

these tricyclic antidepressants have considerable 

REM-suppressing effect, and that their with- 

drawal leads to REM rebound. Doxepin was 

also found to have some REM-suppressing 

effects by Dunleavy et al (1972), but this was 

not confirmed by Karacan et al (1975). Finally, 

it is well accepted that trimipramine and iprin- 

dole have no effects on REM sleep. 

As a group the tricycle antidepressants tend 
to increase SWS, but clomipramine and imi- 
pramine reduce SWS. (Passouant et al, 1975; and 
Dürrigl ef al, 1973} and increase wakefulness, 
stage | sleep and restlessness (Toyoda, 1964; 
Dunleavy et al, 1972; Jovanović et al, 1972; and 
Lacey et al, 1977}, and may therefore possess a 
stimulant property. 

Tetracyclic antidepressants such as mianserin 
and Ro-03-5939 have also been shown to reduce 
REM sleep in cats (Pole et al, 1977). In a double- 
blind. cross-over study, Jovanovic et al (1972) 
found that maprotiline 150 mg daily had no 
REM suppressing effects.in normal volunteers 
and depressed patients. Longitudinal study of 
maprotiline (75-150 mg nocte) in a normal 
subject (Chen-et: al, 1977) and chronic insom- 
niacs (Chen et al, 1979) would seem to suggest 
that it does have a REM suppressing effect, but 
that the degree to which this is present may be 
dependent upon the amounts of REM sleep in 
the baseline control period. Polc et al (1976) also 
found their tetracyclics to be capable of en- 
hancing SWS. 


(3) Lithium 

Brebbia et al (1969). conducted the first sleep 
study of lithium-and found it to have no notice- 
able effects on sleep, A criticism of their work is 
the low serum lithium levels (all below 0.5 


‘mmol/!) obtained from their normal volunteers 


and manic-depressive patients. Subsequent 
studies. with serum lithium -levels above. 0.7 
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mmol/l have tended to show suppression of 
REM sleep and lengthening of REM latency 
(Kupfer et al, 1970, 1974; Mendels and Cher- 
nik, 1973; Chernik and Mendels, 1974; and 
- Chernik et al, 1974). Moreover, Kupfer et al 
(1974) showed that there was a significant 
hegative correlation between serum lithium 
levels drawn in the morning and percent REM 
sleep both in the preceding and in the following 
nights (r = —0.60 and —0.47 respectively). In 
addition these studies all reported an increase in 
SWS with lithium medication. 


(4) Electroconvulsive therapy (ECT) 


In a study of 10 psychiatric patients with a 
wide range of diagnosis who underwent a 
course of ECT, Zarcone et al (1967) found that 
ECT reduced REM sleep, both in minutes and 
in percentage of total sleep time, increased SWS 
and prolonged REM latency. In a longitudinal 
study of one patient with depressive illness 
(Beck’s score = 48), Green and Stajduhar 
(1966) reported that percent REM sleep did not 
change appreciably after ECT, but that REM 
latency initially dropped to near zero then pro- 
gressively increased to reach the normal range 
(HFI minutes) at the end of the treatment course. 
It is of interest that the point at which REM 
latency changed coincided with clinical im- 
provement. However, contradicting these find- 
ings, van de Castle and Hawkins (1969) re- 
ported that, in a study of 8 depressed patients 
receiving’ an average of 6 ECTs, the treatment 
appeared to increase total sleep time, SWS, and 
REM sleep. It also shortened REM latency and 
delayed the appearance of SWS. 


Nevertheless, animal experiments have con-’ 


sistently demonstrated that electroconvulsive 
shock (ECS) reduces REM sleep. Cohen and 
Dement (1966) gave ECS for 6/7 days to 5 cats 
and found that ECS significantly reduced REM 
time but there was no rebound increase in REM 
sleep during 7-9 recovery days. Reduction of 
REM sleep was also found in animals having 
convulsions induced by intravenous metrazol. 
However, conditions such as ECS under ether 
anaesthesia, repeated subconvulsive shock to 


unahaesthetized animals, slow injection of’ 


metrazol so as to prevent seizure, etc., did not 
reduce REM time in these animals, suggesting 
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that the convulsion itself was responsible for the 
reduction of REM sleep. Kaebling et al (1968) 
obtained similar results with four adult female 
cats continuously recorded for 12 days, during 
which time the animals spent four days res- 
pectively in baseline, electroconvulsion, and 
recovery conditions. Deluca et al (1977) studied 
four male rats by continuously recording sleep 
for 9 consecutive days, during which period a 
single ECS was given on the third day. A sub- 
stantial increase in total sleep, associated with a 
reduction in REM sleep and an increase in 
SWS, was found beginning from the treatment 
day and persisting for the following two days. 
These sleep variables all returned to baseline 
levels within the week. s 
Variability of findings in the human studies 
can be attributed to differences in experi- 
mental design and in the selection of clinical 
subjects. On the other hand, consistency in the 
animal data is likely due to at least two factors. 
Firstly, the animals were recorded for 24 hours, 
which gave a more accurate measure of REM 
sleep than merely a nocturnal recording. 
Secondly, these animals were theoretically 
normal, with relatively normal amount of REM 
sleep. As suggested by Chen ef al (1979), the 
degree to which suppression of REM sleep is 
apparent may depend upon the amount of REM 
sleep during the baseline period. Since the 
amount of REM sleep in the depressed patients 
varied, the effect of ECT was likely to yield 
inconsistent results. Thus, the reports that ECT 
consistently reduces REM sleep in normal 
animals would seem to be more acceptable. 


(5) Sleep deprivation 

(a) Selective REM sleep deprivation: The original 
notion by Dement (1960) that selective REM 
sleep deprivation may lead to psychotic symp- 
toms or other disastrous psychological compli- 
cations has now been challenged. Selective 
REM sleep deprivation not only does not 
produce unwanted psychological effects but 
may lead to relief of depressive symptoms and 
an increase in drive-related behaviours such as 
motor activity, appetite and sex (see an exten- 
sive review by Vogel, 1975). 

In a double-blind, cross-over study, Vogel et 
al (1975) compared the effects of selective REM 
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and NREM sleep deprivation on 34 endo- 
genous and 18 reactive depressives who were 
kept off medication. At the end of the first 
3-week period, patients with endogenous de- 
pression who were REM-deprived improved to a 
significantly greater extent on a Global Score 
and Hamilton Depression Rating Score than 
did those who were NREM-deprived. Three 
weeks after the cross-over, those endogenous 
depressives who were previously NREM-de- 
prived had undergone a selective REM sleep 
deprivation and had come out significatnly less 
depressed than they were before the cross-over. 
By the end of the study, 17 out of 34 patients 
with endogenous depression (9 experimental 
and 8 cross-over patients) were discharged as a 
result of selective REM sleep deprivation alone. 
Those patients who failed to respond to 
selective REM sleep deprivation did notimprove 
with subsequent imipramine medication (aver- 
age daily dose: 175-259 mg), but the majority 
of them finally responded to electroconvulsive 
treatments. Follow-up at 6 months to 2 years 
showed that 13 out of 17 successfully REM- 
deprived patients with endogenous depression 
maintained their improvement, in contrast with 
2 out of 6 successfully ECT-treated patients who 
were well 6 months to | year after discharge. 

The patients with reactive depression ap- 
peared to respond to the treatment, whether 
REM or NREM deprivation. However, at the 
time of follow-up, only 2 out of 9 patients had 
maintained their improvement. 

This study gives strong support to the assump- 
tion that REM sleep deprivation, and the 
subsequent increase in REM pressure (Vogel, 
1977), may relieve depressive symptoms and 
increase drive-related behaviours. Nevertheless, 
as urged by Vogel (1975) and others (Leading 
article, 1975), validation of these experimental 
data in other sleep laboratories is mandatory. 


(b) Total sleep deprivation: The observation 
that total sleep deprivation may alleviate 
depressive symptoms was first reported by 
Schulte (1969, 1971), and later supported by 
Pflug and Tolle (1971) and Pflug (1972) in their 
studies of depressed in- and out-patients. The 
latter workers found that clinical improve- 
ment was short-lived after one night of total 
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sleep deprivation, and recommended the com- 
bination of this procedure with antidepressant 
medication. Similar results were obtained by 
van den Berg and van den Hoofdakker (1975) by 
adopting a somewhat more stringent method. 
This procedure has been reviewed by Roy and 
Bhanji (1976) and Mendelson et al (1977). 
Despite recent claims concerning repeated total 
sleep deprivation twice weekly (Svendson, 1976; 
and Larsen et al, 1976) or the combination of 
total sleep deprivation and clomipramine 
medication (Loosen et al, 1976), the impossibility 
of conducting a well-controlled double-blind 
experimental trial has made it difficult to 
evaluate the antidepressive effects of total sleep 
deprivation. 


Clinical and Theoretical Implications 

Antidepressant agents have been shown to 
increase available store of central monoamines 
(Spector et al, 1958; Glowinski and Axelrod, 
1964; Kety et al, 1967; Pujol et al, 1968; Hinsley 
et al, 1968; Cooper et al, 1968; and Ebert et al, 
1973). Their clinical efficacy would appear also 
to support the monoamine hypothesis of de- 
pressive illness (Brodie and Shore, 1957; 
Bunney and Davis, 1965; Bunney et al, 1967; 
Coppen, 1967; Schildkraut, 1965, 1975; Dew- 
hurst, 1968; Medical Research Council Brain 
Metabolism Unit, 1972; and Leonard, 1975). 
Since they also share, more or less, the REM- 
suppressing effect, it is tempting to speculate 
that this latter effect may in itself possess anti- 
depressive action. Reserpine, a drug that is 
known to produce depressive symptoms in some 
patients (Lingjaerde, 1963; Bunney and Davis, 
1965; and Lemieux et al, 1965), is capable of 
depleting monoamine store in the neuronal ter- 
minals (Brodie et al, 1960, 1966; Glowinski et al, 
1966; and Pirch et al, 1967). It is also one of the 
rare agents known to cause an increase in REM 
sleep and a shortened REM latency (Khazan 
and Sawyer, 1964; Tissot, 1965; Hartmann, 
1966; Hoffman and Domino, 1969; Reite et al, 
1969; Coulter et al, 1971; and Hartmann and 
Cravens, 1973a). Amphetamine, an euphoria- 
producing central stimulant sometimes used in 


‘relieving relatively minor forms of depression 


(Sargant et al, 1972; and Woodruff et al, 1974) 
has also been shown to reduce percent REM 
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sleep with REM rebound on withdrawal 
(Oswald and Thacore, 1963; Rechtschaffen and 
Maron, 1964; Baekeland, 1967; and Gillin et al, 
1975). Clinical use of amphetamine is, however, 
restricted because of the high risk of developing 
tolerance, psychological dependence and a 
paranoid psychosis sometimes indistinguishable 
from paranoid schizophrenia (Slater and Roth, 
1968). 

Nevertheless, the notion that suppression of 
REM sleep may have antidepressive potency is 
not without its problems. Firstly, drugs that have 
no antidepressive action are also capable of 
suppressing REM sleep. Barbiturates (Oswald 
and Priest, 1965) and alcohol (Gresham et al, 
1963; and Yules et al, 1966) are the examples. 
Secondly, drugs that have no clear effect on 
REM sleep have been shown to be clinically 
effective in lifting depressive mood. Thus, 
trimipramine, doxepin and iprindole are still in 
clinical use (Morris and Beck, 1974). In an 
extensive review on REM sleep deprivation, 
Vogel (1975) argued that drugs without anti- 
depressive action do not suppress REM sleep to 
the same extent (not below 10 per cent), or if 
they do, tolerance quickly develops. Further- 
more, antidepressant drugs without REM- 
suppressing effect have rarely become estab- 
lished through well-controlled clinical trials. 

These arguments are persuasive, but there are 
objections. Although there appears to be a 
negative temporal relationship between changes 
in mood and in REM sleep following MAOI 
treatment (Wyatt et al, 1971; and Dunleavy and 
Oswald, 1973), such temporal relationship has 
not been apparent in treatment with tricyclic 
antidepressants or ECT. On the contrary, 
suppression of REM sleep usually occurs in the 
first few nights after tricyclic medication, where- 
as clinical improvement does not normally 
happen until about two weeks later. Moreover, 
although MAOIs are more potent in suppres- 
sing REM sleep than the tricyclics (with the 
exception of clomipramine) and ECT, they are 
in general less effective in the treatment of 
depressed patients with more typical endo- 
genous features (Medical Research Council 


Clinical Psychiatry Committee, 1965; and Pare,’ 


1968). Besides, although selective REM sleep 
deprivation is effective in relieving depressive 
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symptoms, as demonstrated by Vogel et al 
(1975), it is probably no better than imipramine 
and certainly less effective than ECT. 


Therefore, it might be reasonable to conclude, 
despite our ignorance of the pathophysiology of 
depressive illness and of the mode of action of 
antidepressive agents, that there is perhaps 
more than one mechanism by which anti- 
depressive agents operate and among which 
suppression of REM sleep would appear to be a 
common phenomenon. Furthermore, from the 
available evidence, one may speculate that 
suppression of REM sleep may represent the 
initial impact of many antidepressive agents on 
the central nervous system, an impact which in 
turn triggers off a sequence of changes in nervous 
tissue, whatever they may be. 


It is now well known that there are physio- 
logical and neurochemical mechanisms under- 
lying the sleep-wakefulness cycle (see reviews by 
Moruzzi, 1972: Jouvet, 1972; and Gillin et al, 
1978). In a study of clomipramine, Cadilhac 
(1976) suggested that increased serotonin at the 
receptor sites after clomipramine medication 
could set off a feedback inhibition from the 
catecholaminergic neurones in the locus co- 
eruleus to the serotoninergic neurones in the 
intermediate region of the raphe (raphe magnus 
and pontis), thus slowing down turnover of sero- 
tonin and damping down the triggering mech- 
anisms that were required for the occurrence of 
REM sleep (Jouvet, 1965). Using radioactive- 
labelled tryptophan, Héry et al (1970) showed 
that REM sleep deprivation in rats was asso- 
ciated with increased synthesis and turnover of 
serotonin in many brain structures. Puca et al 
(1977) also showed, in a study of patients with 
neurological disorders, that there was a signi- 
ficant increase in 5-hydroxy-indoleacetic acid 
(S-HIAA) after two nights of selective REM 
sleep deprivation, but not after two nights of 
NREM sleep deprivation or 28-30 hours of 
total sleep deprivation. However, it is clear that 
these findings are still inadequate to explain the 
effects of other antidepressant drugs modifying 
the actions of other monoamines. Caution is 
necessary “in interpreting biochemical data 
following sleep deprivation, since it has been 
demonstrated that these findings may be attri- 
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buted to non-specific stress (Mark et al, 1969; 
Stern et al, 1971). 


On the other hand, the behavioural state of 
REM sleep deprivation may be construed as a 
state of increased neuronal excitability as 
shown by the original observation by Dement 
and his collagues that REM-deprived cats dis- 
played voracious appetite, increased mounting 
behaviour and a learning behaviour resembling 
hypomanic hyperactivity (Dement, 1965, 1969). 
This was further supported by the evidence that 
REM sleep deprivation may reduce seizure or 
electroconvulsive threshold (Cohen and De- 
ment, 1965; Cohen ef al, 1967, 1970; Hartmann 
et al, 1968; and Owen and Bliss, 1970). The 
reduction of convulsive threshold in epileptics 
after sleep deprivation is: also noteworthy 
(Bennett, 1963; Mattson et al, 1965; and Pratt 
et al, 1968). 


However, such a behavioural state following 
the immediate impact of antidepressive agents or 
suppression of REM sleep would seem to be 
short-lived, since clinical experiences suggest 
that long-lasting changes in behaviour, and 
perhaps in the central nervous system, may not 
be achieved unless such a state has been main- 
tained for 2-3 weeks. í 


What then are the long-lasting changes or ‘the 
slow neurophysiological swings’ (Oswald, 1967) 
in the brain that bring about long-lasting 
changes in behaviour? Based on the work of 
Häggendal and Dahlström (1969) and Häggen- 
dal (1970), Oswald et al (1972) proposed that 
the delayed clinical effects of- antidepressant 
drugs might be accounted for by some long- 
lasting changes in synthesis of new protein- 
containing components in the granular vesicles 
originating from the cell body. Since these 
vesicles contain monoamines and enzymes 
needed for their formation, ATP ,and chromo- 
granin, a specific storage protein (Dahlström 
and Häggendal, 1970), it may be supposed that 
antidepressive agents are capable of altering 
synthesis of these granular vesicles, the so-called 
‘monoamine-producing factories’, and/or their 
contents. Whilst the hypothesis is an attractiye 
one, it remains to be shown if the granular 
vesicles, their contents, or indeed the mono- 
amines are qualitatively different in depressed 
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patients before and after antidepressive treat- 
ment or clinical improvement. 

Another plausible assumption is a qualitative 
change in postsynaptic receptor sensitivity, 
which may serve as the final common pathway 
for the chain of events that takes place at the 
synapse, and which might possibly be altered on’ 
a longer time basis, The study of intravenous 
tyramine pressor response by Ghodse et al (1975) 
showed that depressed patients as a group re- 
quired significantly lower doses of tyramine to 
elevate systolic blood pressure by 30 mm Hg. 
This may be taken to suggest that noradrenergic 
receptors, at least in the periphery, are hyper- 
sensitive in depressed patients. In their study of 
limbic forebrain slices, Vetulani et al (1976) 
systematically demonstrated that chronic, but 
not acute, treatment with MAOIs, tricyclics 
and ECTs consistently reduced the responses of 
cyclic adenosine-3’, 5’-monophosphate (cAMP) 
to noradrenalin in the postsynaptic noradren- 
ergic receptor, which was confirmed by Schultz 
(1976). It has been shown by Segal et al (1974) 
that the activity of tyrosine hydroxylase in the 
locus coeruleus and hippocampus-cortex areas 
is significantly reduced by desmethylimi- 
pramine but markedly enhanced by reserpine. 
These changes only occurred after drug admin- 
istration for a period of eight days. Goodwin and 
Post (1975, 1978) also reported that most anti- 
depressive agents, i.e. MAOIs, tricyclics, lith- 
ium, ECT, etc., led eventually tọ- -a lowered 
5-HIAA level in the c.s.f. In a group of ten de- 
pressed patients who underwent a course of 
ECT, this reduction was 25 per cent at 24 hours 
and at two weeks after the last ECT. These works 
would seem to support the hypothesis put for- 
ward by Sulser et al (1978) that the therapeutic 
action of antidepressive agents may be mediated 
centrally through post-synaptic receptor mech- 
anisms, and that depressive illness could be 
associated with hypersensitivity of the post- 
synaptic receptors. 

Another independent line of evidence em- 
phasizing the role of a postsynaptic receptor 
phenomenon underlying the therapeutic effects 
of electroconvulsive’ shock was reported by 
Grahame-Smith et al (1978), who, however, 
found that electroconvulsive shock enhanced 
responses in the postsynaptic serotoninergic 
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receptors, Thus, when rats were given an electro- 
shock daily for ten days and tested 24 hours 
after the last shock, there was no change in 
serotonin synthesis, but behavioural over- 
activity was produced both by combined trypto- 
phan and tranylcypromine medication (en- 
hancement of presynaptic mechanisms) and by a 
serotoninergic receptor agonist, 5-methoxy-N, 
N-dimethyltryptamine (stimulation of post- 
synaptic receptors). Future study will be re- 
quired to resolve the discrepancy of these new 
findings, but the importance of altering the 
postsynaptic receptor sensitivity, one way or 
another, in achieving long-lasting behavioural 
changes must receive wider attention. 
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Five Variations of Sleep Deprivation in a Depressed Woman’ 


* 


By J. B. KNOWLES, S. E. SOUTHMAYD, N. DELVA, A. W. MacLEAN, 
J. CAIRNS and F. J. LETEMENDIA 


SUMMARY Systematic variation in aspects of the sleep-wakefulness 
cycle of a depressed woman showed that recovery occurred reliably 
after 19 to 20 hours sustained wakefulness, unrelated to diurnal rhythm. 
Depression returned during as little as 15 minutes sleep. The effect of 
sleep deprivation was a specific response, probably unrelated to REM 


sleep. 


There is substantial evidence thata 36 hour 
period of sustained wakefulness has a therapeu- 
tic effect on patients with a depressive disorder. 
Approximately one quarter of the patients so 
treated on one or more occasions are said to 
recover; very few patients become worse; and 
only about one in five remain unchanged 
(Bhanji and Roy, 1975; van den Burg and van 
den Hoofdakker, 1975; Cole and Muller, 1976; 
Larsen et al, 1976; Pflug, 1976; Post et al, 1976; 
Svendsen, 1976). 

In this paper we describe and comment on 
the results of five studies in which we system- 
atically varied aspects of the sleep-wakefulness 
cycle of a 73-year-old depressed woman, 
made primarily to facilitate her treatment. 


Case History 


A 73-year-old widow had been well until she retired 
from running her grocery store in June 1971. She became 
uninterested in shopping and worried about money. 
Admission to hospital and eventual treatment with ECT 
led to improvement, though she did not regain her 
previous level of functioning. Between 1971 and 1975, 
there were several deaths in her family, including that of 
her husband. In November 1975 she lost interest in her 
normal pursuits, in television, and in her friends. Admis- 
sion to hospital and treatment, including five ECT’s, were 
without effect. She was admitted to Kingston Psychiatric 
Hospital in July 1976 at which time she was restless and 
anxious, she complained of memory loss and was pre- 
occupied with thoughts that she had no income, clothes or 
food. She was initially treated with chlorpromazine 75 mg 
daily and amitriptyline 75 mg daily, but both were 
withdrawn within two weeks due to orthostatic hypo- 
tension, Treatment with desipramine was discontinued 
for the same reason. Lithium carbonate failed to help her. 
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She received a course of six ECT’s in December 1976 
and January 1977. Her restlessness decreased only tem- 
porarily. A further series of ten bilateral ECT’s was given 
in the summer of 1977, again without lasting effect. In 
October 1977, combined treatment with phenelzine, 
amitriptyline and imipramine was started. This had to be 
discontinued because of hypotensive side-effects. Maxi- 
mum dosages were 45, 125 and 25 mg, respectively. A 
pilot investigation showed a marked, though temporary, 
response to sleep deprivation (SD) Systematic observation 
and assessment of her mood, clinical state, and sleep was 
begun before the seventh SD treatment. 


Assessments 


Clinical State. Unless otherwise stated, the 
patient was interviewed by a member of the 
ward staff at four-hourly intervals throughout 
the day and throughout the periods of SD. The 
interviews, which were videotaped, were stan- 
dardised so that on each occasion she was 
questioned about the major features of her ill- 
ness. Subsequently three observers, unaware of 
the date and time of the interview, independent- 
ly rated her mood and behaviour on six 100 mm 
visual analogue scales (Aitken, 1969, 1974) 
designed to measure motor activity, hostility, 
verbal expression of anxiety, depression, and 
pessimism, and to provide an overall assess- 
ment of her clinical state. Those relating to 
mood and to clinical state were bipolar (mania- 
depression), i.e. normal = 50; the remainder 


-were unipolar, i.e. normal = 0. Inter-rater 


reliabilities for each scale (based on the data 
of study 1) were high (median = 0.92). The 
ratings of the three observers were averaged. 
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Sleep recording. All-night sleep records were 
obtained in the manner recommended by 
Rechtschaffen and Kales (1968) and scored 


according to their criteria. 


. 


Study One 


' Observations were made for three days 
(baseline) prior to deprivation and throughout 
the ensuing 36 hours of wakefulness. Three 
recovery nights followed during which the 
patient was allowed to sleep undisturbed, and 
then there was a further 36 hour period of sleep 
deprivation. Hence, the sequence was: baseline, 
SD1, recovery, SD2, recovery. 

Sleep deprivation was from 0630 (her normal 
time of rising) on one day until 1830 on the next. 
Naps were prevented by ward staff. Interviews 
began at 1030 for SD] and at 0900 for SD2 
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and continued throughout the two nights. 
During the baseline and recovery periods inter- 
views were at 0900, 1300 and 1700. 

In contrast to the baseline and recovery 
periods, she appeared essentially normal during 
the day following each sleepless night (Fig. 1). 
The transition from severe depression to nor- 
mality appeared to be relatively abrupt, occur- 
ring between approximately 0100 and 0200 
(see Fig. 2). Her self-report of depression fol- 
lowed a course virtually identical to that 
derived from the overall assessment, as did 
changes in anxiety and pessimism. Only hos- 
tility and activity followed a relatively variable 
course, though even here it was noteworthy 
that she was neither hostile nor restless during 
the latter part of the deprivation period. 

The major sleep findings are summarised in 
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Fic. 1.—Rating of Clinical State and Sleep Deprivation: Depression scores above 50 (normal) hypomania below. 
“Successive days and nights from left to right, vertical rectangles periods of sleep (B) (R), dotted rectangles periods of 
missed sleep (D). R are recovery nights after a period of sleep deprivation. 
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Table I. In common with other depressed 
patients, on nights other than those immediately 
following deprivation (i.e. R1) she showed 
delayed sleep onset, and wakefulness was a 
prominent feature of the record thereafter (sleep 
efficiency, i.e. total sleep time-total recording 
period x 100, never exceeded 76 per cent) and 
latency to the first rapid eye movement (REM) 
period was remarkably short. The percentage 
of slow wave sleep (i.e. stages 3 and 4), how- 
ever, was noticeably higher than that normally 
found in depressed patients. Further comment 
is reserved until the final discussion. 


When kept awake, she appeared to function 
quite normally between approximately 0200 
and 1700, Her mood and behaviour also ap- 
peared changed to normal to those recording 
sleep on three occasions when she woke (at 
2326, 0152 and 0220) on baseline and recovery 
nights, though she was again depressed when she 
woke in the morning. These observations 
suggested that sleep deprivation simply main- 
tained improvement taking place during the 
early morning hours, as part of some diurnal 
cycle. The next study examined this idea. 
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Study Two 

The patient was awakened three hours after 
the onset of sleep, as judged by the first appear- 
ance of stage 2 sleep. Three hours was chosen 
because she normally retired at 2200 and be- 
cause improvement was thought to occur 
between 0100 and 0200. Thereafter she was 
either kept awake (condition A) or allowed to 
return to sleep until her usual time of waking 
(condition B). The order of treatment con- 
ditions was B, A, A, B; awakenings were at 
0128, 0123, 0115 and 0211 respectively. A 
minimum of two nights of undisturbed sleep 
intervened between any two treatments. 

Interviews were recorded on videotape shortly 
after the patient was awakened and again either 
at 0500 (condition A) or at an equivalent hour 
(condition B), at 0900, 1300, 1700 and 2100. In 
view of the results of the first study, the overall 
assessment of clinical state became the de- 
pendent variable in this and later studies. 

Contrary to earlier observations and to our 
hypothesis, the patient was rated as moderately 
depressed on all four occassions she was awak- 
ened (see Fig. 3). Irrespective of whether she 


Tase I 
Sleep measures for baseline (B) and post-deprivation recovery (R) nights 











SDI SD2 

Bl B2 B3 RI R2 R3 RI R2 R3 

Total recording period 
* (mins.) 480.5 496.0 498.5 707.5 496.0 485.5 718.0 485.0 480.0 
Total Sleep Time (mins.) 289.0 313.0 377.5 468.5 370.5 322.0 588.0 286.5 301.5 
Sleep Onset Latency (mins.)58.5 107.5 43.0 9.0 33.5 87.0 9.0 28.0 36.0 
Awake, mins. 133.0 75.5 78.0 230.0 92.0 76.5 121.0 170.5 142.5 
percent ** 31.5 19.4 17.1 32.9 19.9 19.2 17.1 37.3 32.1 
Stage 1, mins. 53.0 49.5 40.5 68.5 37.0 40.5 72.5 80.0 54.5 
percent ** 12.6 12.7 8.9 9.8 8.0 10.2 10.2 17.5 12.3 
Stage 2, mins. 103.5 93.0 143.0 194.0 148.0 144.5 272.0 98.0 109.0 
percent ** 24.5 23.9 31.4 27.8 32.0 36.3 38.4 21.4 24.5 
Stages 3 and 4, mins. 76.0 66.5 82.0 94.5 70.5 57.5 103.0 48.5 62.5 
percent ** 18.1 17.1 18.0 13.6 15.2 14.4 14.5 10.6 14.1 
REM, mins. 54.0 103.0 111.0 211.0 112.5 77.0 139.5 59.5 75.0 
per cent ** 12.8 26.5 24.4 15.9 24.3 19.3 19.7 13.0 16.9 
REM, latency (mins.) 5.5 2.0 0.5 | 39.5 6.0 7.5 36.0 7.5 14.0 





* Recordings commenced at approximately 2200 for all nights except R1, when recording began at 1830. 


**: percentage of time recorded following sleep onset. 
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returned to sleep (condition B) or was kept 
awake thereafter (condition A), the patient’s 
clinical state had worsened by the time of the 
next interview in the morning. However, under 
condition A the patient was judged to be normal 
by either 1700 (sequence 2) or 2100 (sequence 
l1}. Recovery was never observed when the 
patient was allowed to return to sleep and to 
awaken at her normal hour (condition B). 


It was possible, however, that improvement 
might be found if she woke spontaneously, as she 
had in study 1, and that this would be per- 
petuated by subsequent sleep deprivation. Study 
3 was designed to test this idea. 
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Fic. 3.—-Depression ratings in the day following a very early 

morning awakening at about 0200 after three hours asleep, 

with subsequent sleep again till 0500 (B condition} or con- 

tinuous wake (A condition}. She was tested twice (1, 2) in 

both the A and B sequence of events. Clinical state on first 
awakening on the extreme left. 


Study Three 


The patient was allowed to wake spontaneous- 
ly and thereafter either kept awake (condition 
A) or permitted to return to sleep and to wake 
at her usual hour (condition B). 


Spontaneous awakenings had to meet three 
criteria: 1) the awakening had to occur at least 
one hour after the onset of sleep, 2) the awaken- 
ing had to be of at least four minutes duration 
(by EEG criteria), and 3) at the time of awaken- 
ing the patient’s depressive state had, in the 
opinion of those recording sleep, to be notice- 
ably improved. 
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All three criteria were met on four occasions. 
The order of treatment conditions was A, B, B, 
A; a minimum of two nights of undisturbed 
sleep intervened between any two treatments. 

Contrary to our hypothesis and to the 
judgement of those recording sleep, when 
rated from the videotapes the patient was 
judged to be moderately depressed shortly after 
she awoke spontaneously from sleep (at 0316, 
0029, 0208 and 0241 respectively). With one 
exception (0500, B2), she was severely depressed 
thereafter. This was so irrespective of whether 
she remained awake or was allowed to return to 


sleep and to waken at her normal hour (see 
Table II). 


Taste H 
Ratings of clinical state (manta-depression) : study three 


Time of observation 








Con- 0500/ 

dition ‘Awake’ 0600 0900 1300 1700 2100 
Al 80 89 88 88 84 77 
A2 76 87 89 88 8 — 
Bl 80 87 91 91 90 88 
B2 72 65 87 87 87 86 





100 mm analogue scale: 0 = mania, 50 = normal 


Thus, contrary to our expectations, the second 
and third studies showed that even though the 
awakenings spanned the early morning hours 
(0029 to 0316), some degree of depression was 
ascertained at all eight interviews held shortly 
after she awoke or was awakened from sleep 
(mean rating of depression = 74). These results 
were based on the standardized interview with 
videotaping rather than on informal observation 
as during the baseline and recovery nights of 
study | and when she woke in study 3, a differ- 
ence in procedure that may explain the dis- 
crepant findings. They did not support the idea 
of a mood switch linked to diurnal rhythm. 
Because improvement was confined to the 
occasions when she had been awake the longest 
{study 2, condition A) they suggested instead 
that her recovery depended on the passage of a 
critical length of wakefulness. When ratings of 


` depression were plotted as a function of the time 


that had elapsed between final wakening in the 
morning (defined by EEG criteria) and the 
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interview on which the rating was based, (Fig. 
4; data from the two 36-hour deprivation 
periods of study | are included for comparison) 
we found that, except on one occasion, the 
patient was not judged to be normal until a 
minimum of 19 hours of sustained wakefulness 
had elapsed. 

If improvement is a function of elapsed 
wakefulness, then it should occur at a fixed 
interval after the patient wakes up, irrespective 
of the time within the 24-hours she sleeps. 


Study Four 


The patient was seen under two conditions 
(A and B) in counterbalanced order (i.e. A, B, 
B, A). Under A she slept for up to three hours 
between 1500 and 1800; under B, between 0200 
and 0500. The details were as follows. 

A: she awoke at her normal hour but re- 
turned to bed at 1500 and was allowed to sleep 
for up to three hours. Thereafter she was kept 
awake until 1400 the next day, when she was 
again allowed up to three hours’ sleep. Obser- 
vations were continued for the next 28 or, 16 
hours (sequences | and 2 respectively), during 
which time she remained awake. Interviews 
began at 1300 on the first day. 

B: she awoke at her normal hour and re- 
mained awake until 0200 the following day, 
at which time she was allowed up to three hours 
of sleep. Thereafter she remained awake, 
returning to sleep at 0200 the next day. Inter- 
views began at 1000 the first day. 
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A minimum of two nights of undisturbed 
sleep intervened between any two series of 
observations. 


When she first slept in the afternoon she, was 
found to be normal about twenty hours later? 
this happened twice (Fig. 5A). Following the 
second three-hour sleep, however, she im- 
proved more rapidly than expected (after being 
awake some ten hours) and then relapsed. 
When she slept at night (0200 to 0500, Fig. 5B), 
however, she was found to be improved be- 
tween twenty and twenty one hours later. The 
relationship between improvement and time 
awake cannot be specified for the first day of 
observation, since her sleep of the preceding 
night was not recorded. 


Thus on four of the six occasions when final 
awakening could be ascertained from the EEG 
record, (day | of Al and A2; day 2 of BI and 
B2) improvement was first noted between 19 
hrs. 55 mins. and 20 hrs. 39 mins, later. This 
range is remarkably small and coincident with 
that found in the earlier studies (Fig. 4) despite 
an acute reversal of the sleep-wakefulness cycle. 


Beyond the first day, however, reversal of the 
sleep-wakefulness cycle had unexpected effects: 
rapid improvement was followed equally rapidly 
by relapse. This might be due to a cumulative 
effect of consecutive nights of truncated sleep, 
or to an interaction between sleep deprivation 
as such and the imposed reversal of her sleep 
habits. 


O EXPERIMENT | 
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Fic. 4.—Duration of wakefulness arid the following clinical state, 
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Fic. 5 A.—(above) Clinical changes after sleep for three hours in the afternoon, followed by a 
further three hours sleep 20 hours later. (Occasions | and 2). 


Fic. 5 B.—(below) Clinical changes 


on two occasions when she was kept 


awake all day and all night until 0200 in the morning and then allowed 
three hours’ sleep, followed by a further long wake of over 19 hours, 


CLINICAL STATE 
(MANIA-DEPRESSION) 


1200 


Study Five 

It is obvious that any improvement induced 
by sustained wakefulness was shortlived, for in 
all four studies we found that relapse occurred 
if sleep supervened on recovery. Would this 
occur if she slept for as little as fifteen minutes ? 

The patient woke at her usual hour and was 
kept awake until 0500 the following morning. 
Each hour, two observers unaware of the pur- 
pose of the study, independently rated her 
clinical state using the 100 mm analogue scale 
(mania-depression). At 0500 she was allowed to 
sleep (as judged by EEG criteria) for 15 minutes. 
She was then woken, and returned to the ward. 
She remained awake for the next three hours 
during which time the observations were con- 
tinued. As usual she improved with sleep 


2400 





1200 2400 


deprivation (Fig. 6) but 15 minutes of sleep was 
enough to cancel the benefit. 


Discussion 

Since these studies were designed to provide a 
rational basis for the treatment and manage- 
ment of this case, they must be considered a 
failure from a clinical point of view. For what- 
ever benefit the patient derived from treatment, 
and on occasion this was considerable, the gain 
was invariably reversed when she returned to 
sleep even for a short time. In this respect she 
resembles others described elsewhere (Pflug and 
Tolle, 1971; van den Burg and van den Hoof- 


- dakker, 1975; Cole and Muller, 1976; Pflug, 


1976; Post ef al, 1976). Clearly this reversal 
represents a major limitation of sleep depriva- 
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Fic. 6.-—Hourly depression ratings by two independent observers unaware of the 
experimental procedure when the patient was kept awake all night and allowed a 
15 minute sleep (two parallel vertical lines) at 0500. 


tion as a viable treatment for depressive dis- 
orders. Whether this unwanted turn of events 
can be modified by the use of drugs, as Pflug and 
Tolle (1971) and Pflug (1976) have suggested, 
remains to be shown. 

To date the way in which sleep deprivation 
induces changes in mood and other depressive 
symptoms remains unclear. Obviously, sleep 
deprivation focuses attention on the patient and, 
in our case, patient and staff alike were aware 
that it was intended to be beneficial. Nonethe- 
less, there are three reasons why such psycho- 
logical influences are unlikely to account for the 
improvement. 

First, with one exception (day 2 of condition 
A, study 4) a relatively abrupt transition in her 
clinical state occurred reliably after some nine- 
teen to twenty hours of sustained wakefulness. 
This held despite variation in the duration of 
prior sleep or in the time at which sleep was 
taken. In our view, non-specific factors are 
unlikely to exert so predictable an influence. 

Second, in study 2, improvement was con- 
fined to one of the two treatment conditions con- 
trasted even though non-specific factors (in- 
creased attention, expectation of recovery etc.) 
were present in both, albeit for different dura- 
tions, 

Finally, it was observed that a complete 
relapse invariably followed a prescribed period 


of sleep and was observed on two occasions (day 
2 of condition A, study 4) when we presume she 
was awake. It is difficult to see how non- 
specific factors could explain these observations, 
particularly in the latter situation where such 
factors would be expected to operate through- 
out the period of wakefulness. 

Because many depressives recover when de- 
prived of REM sleep alone (Vogel et al, 1975) 
we also considered the possibility that as des- 
cribed by Vogel et al (1977) her improvement 
was associated with an increase in ‘REM pres- 
sure’ (REM per cent of the first recovery night 
divided by the mean REM per cent of the last 
two baseline nights). The data of the first study, 
using minutes of REM rather than REM per 
cent because she retired earlier and spent 
longer in bed on the first recovery night (cf Taub 
and Berger, 1973), did not support this idea, 
however. The average amount of REM sleep 
during the second and third baseline nights was 
107.0 minutes; on the first recovery night it was 
111.0 and 139.5 minutes for the first and 
second deprivation periods respectively (see 
Table I). Only the last value is consistent with a 
possible increase in REM pressure. We may 
also point out that on these occasions REM 
latency was substantially longer than on‘® all 
other nights. 

It may indeed be wrong to suppose that the 
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dheara changes are due to processes set in 
train by the deprivation of sleep, whether REM 
or non REM. That sleep deprivation merely 
permits the continuation of beneficial processes 
. initiated during wakefulness i is at least one other 
pomsbility, 
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Psychiatric Manifestations in Temporal Lobe Epilepsy: 
A Controlled Study 


By G. D. SHUKLA, O. N. SRIVASTAVA, B. C. KATIYAR, V. JOSHI 
and P. K. MOHAN 


SUMMARY Psychiatric disorder was studied in 62 patients with 
temporal lobe epilepsy (study group) and 70 patients with grand mal 
epilepsy (control group), both diagnosed electroencephalographically. 
The two groups were similar as regards age, sex, socio-economic 
status, duration and frequency of fits, family history and premorbid 
personality. 

A significantly greater number of temporal lobe epileptics had 
emotional disturbances in childhood and psychiatric abnormalities 
at the time of study. Neuroses, schizophrenia and behaviour disorder 
occurred more commonly in the study group, while epileptic per- 


sonality and confusional psychosis were seen more frequently in the 


controls. 


The findings of the study are discussed in the light of relevant 


literature. 


Several authors have reported high incidence 
of psychiatric symptoms in patients with epilepsy 
(Pond, 1952; Keating, 1961; Nuffield, 1961; 
Kanaka ef al, 1967; Betts, 1972; Bagadia et al, 
1973; and Abdul Gafoor and Santha Kumar, 
1974). However, the controversy as to whether 
or not the mental disturbance is related to the 
type of epilepsy persists. Thus, while some 
workers (Rodin et al, 1957; Vislie and Hen- 
rikson, 1958; Mirsky et al, 1960; Guerrant et al, 
1962; Small et al, 1962, 1966; Juul-Jensen, 
1964; Stevens, 1966, 1973; and Standage, 1973) 
found no differences in the incidence of various 
psychiatric abnormalities in different types of 
epilepsy, others have reported a markedly 
raised incidence of such abnormalities in 
patients with temporal lobe epilepsy as com- 
pared to those with other types of the illness 
(Gibbs et al, 1948; Pond and Bidwell, 1960; 
Nuffield, 1961; Slater et al, 1963) ; Glaser, 1964; 
Preston and Atack, 1964; Graham and Rutter, 
1968; Flor-Henry, 1969a, 1969b, 1972, 1974; 
and Bruens, 1971). 


4il 


There have been very few controlled studies 
on the relative incidence of overall psychiatric 
morbidity in patients with tempòral lobe 
epilepsy (Guerrant et al, 1962; Small et al, 
1966; and Stevens, 1966). Most of the reports 
have either described the findings for epileptics 
in general (Pond, 1952; Pond and Bidwell, 
1960; Agnihotri et al, 1972; and Bagadia et al, 
1973), or they have studied cases of temporal 
lobe or psychomotor epilepsy only (Mulder and 
Daly, 1952; Bray, 1962; Virmany and Sawhney, 
1966; Currie et al, 1971; and Taylor, 1972) or 
else they have studied the relative frequency of 
a particular psychiatric illness, mostly psychoses 
(Slater et al, 1963; Flor-Henry, 1969a, 1969b; 
and Bruens, 1971). Furthermore, the diagnostic 
criteria used for epilepsy and psychiatric 
disturbances vary from author to author. It is 
therefore hardly surprising that the reported 
incidence of psychiatric symptoms also varies 
widely. j 

The present communication is a report on a 
comprehensive controlled psychiatric study on 
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patients with temporal lobe epilepsy and deals 
with the psychiatric abnormalities in a group of 
temporal lobe epilepsy patients compared with 
those found in a group of patients with epilepsy 
- of grand mal type. 


Material and Methods 

The patients with temporal lobe epilepsy 
attending the Epilepsy Clinic of the Institute of 
Medical Sciences, Banaras Hindu University, 
during the period of one year formed the 
sample for the study. Only those cases were 
included -that had an unequivocal EEG 
evidence of temporal lobe epilepsy, either on 
routine or on potentiated recordings. The 
criteria were: presence of spikes, sharp waves 
and phase-reversals over the anterior or mid- 
temporal areas (Ervin, 1967; and Driver, 1970). 
Workers reporting on the EEG findings (P.K.M. 
and B.C.K.) were kept ‘blind’ as regards the 
clinical details of the patients. Cases with 
neurological deficits and/or mental subnormality 
were excluded. Thus, 62 cases coming under 
observation during the period of study were 
included. 

Seventy patients with epilepsy of grand mal 
type were taken as controls. These cases were 
randomly selected from among the patients 
attending the same clinic during the period of 
study. Here also, the diagnosis was based on 
EEG findings, i.e. paroxysmal bursts of high 
voltage polyspikes and irregular slow wave 
activity occurring in a bilaterally synchronous 
fashion (Solomon, 1967). The patients having 
neurological deficits and/or mental subnorm- 
ality were excluded. 

The following investigations were employed 
in both the groups: 

Detailed history of epilepsy. 

2. Detailed psychiatric case history. 

3. Mental status examination and psychiatric 

diagnosis. 

4. Physical examination. 

5. Laboratory investigations: 
~-Haemoglobin percentage, total and 
differential leucocyte counts, ESR, 

—Blood VDRL, 

* —EEG: Routine and potentiated record- 
ings, 
-—X-ray skull: AP and lateral views, 


—Echo-encephalography 
—Carotid angiography 
The history of epilepsy and psychiatric case 
history were obtained from the patient and 
from as many relatives as possible. These were 
recorded on a schedule which was based on the 
item-sheet published by Taylor and Falconer 
(1968) with certain modifications to suit the 
present study. A thorough psychiatric examin- 
ation was made according to the method given 
by Slater and Roth (1969). The psychiatric 
evaluations of the cases were done by workers 
(G.D.S. and O.N.S.) who were unaware of 
their EEG classification. 


when needed 


The psychiatric abnormalities were classified 
in accordance with the Diagnostic and Statistical 
Manual-II of the American Psychiatric Asso- 
ciation (1968). However, the DSM-II describes 
only two psychiatric entities in association with 
epilepsy, namely psychosis with epilepsy (code 
No. 293.2) and non-psychotic organic brain 
syndrome with epilepsy (code No. 309.4), which 
are quite inadequate to classify and describe 
the wide range of psychiatric disorders asso- 
ciated with epilepsy. Therefore, in the present 
study, the associated psychiatric disturbance 
was diagnosed on the basis of the symptoms the 
patient exhibited, and he was given the diag- 
nostic label which he would have received if he 
had not had a history of epilepsy. Certain 
diagnostic groups which do not exist in the 
DSM-II, viz. confusional psychosis (Dongier, 
1960; Flor-Henry, 1969a and b, 1972; and 
Bruens, 1971) and epileptic personality (Keat- 
ing, 1961; Tizard, 1962; Treffert, 1964; and 
Taylor, 1972) have also been used because of 
their descriptive nature and because there are 
no better terms to describe these conditions. 

A thorough physical examination, including 
neurological evaluation was carried out and 
cases having neurological deficits were excluded. 
All the patients were given treatment for 
epilepsy and, whenever needed, also for the 
psychiatric condition. They were followed up at 
intervals depending upon their clinical con- 
dition. On every visit a psychiatric examination 
was made to ascertain the relation of psychiatric 
symptoms to the frequency of epileptic fits. 

The findings were tabulated and the data 
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analysed statistically using Chi Square and 
Student’s t-test for significance. 


Observations 
The two groups were similar as regards age, 
sex; socio-economic status, education, duration 
of epilepsy, frequency of fits, family, menstrual 


Tase I 
Early emotional disturbances in the two groups. (Percentage 
figures in brackets) 














Temporal Grand 
lobe mal 
epileptics epileptics 
Disturbances N N 
Nil 51 (82) 66 (94) 
Thumb sucking 3 (5). 1 (1) 
Nocturnal enuresis 5 (8) 1 (2) 
Night terrors/Nightmares 4 (6) 1 (1) 
Nail biting ~ 2 (3) 1 (1) 
65* 70 


Total 





z? = 4,7; df = 1; P <0.05 





* One patient had three symptoms and another had 


two. 
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premorbid personality 


MOHAN 


and marital history and 
(P >.05). 


Early emotional disturbances 


A significantly greater number of patients in 
the study group gave history of emotional 
disturbances in childhood as compared to the 
control group. One patient, a five year old boy 
presented with typical night terrors of two years 
duration. He was found to have a right temporal 
focus in the EEG, 


Psychiatric disorders 


These have been given in Table H. There 
was a significant difference between the overall 
incidence of psychiatric disorders in the two 
groups. About four-fifths of the patients of 
temporal lobe epilepsy manifested some psych- 
iatric disturbance as compared to about half 
of the cases in the control group. 


(a) Neuroses: 

: Twenty-three patients (37 per cent) in the 
study group as compared to eleven (16 per cent) 
in the control group, exhibited neurotic 
symptoms. The commonest neurotic syndrome 


Taste II ; 
Psychiatric disorders in the study and control groups. (Percentage figure in brackets) 





Temporal lobe epileptics 


Grand mal epileptics 











Psychiatric diagnosis N N 

Normal 13 (21) 37 (53) 

Neuroses 23 (37) 11 (16) 
Anxiety neurosis 6 2 
Hysterical neurosis l 1 
Depressive neurosis 5 2 
Neurasthenic neurosis 7 4 
Hypochondriacal neurosis 4 2 

Psychoses 12 (19) 7 (10) 
Schizophrenia ll 3 
Confusional psychosis l 4 

Personality disorders 14 (23) 15 (21) 
Antisocial personality l l 
Behaviour disorder 11 5 
Epileptic personality 2 9 

Total 62 70 . 





For differences between major categories x? = 16.89; df 3; P <0.001 
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was neurasthenic neurosis, followed by anxiety 
neurosis, depressive neurosis and hypochendri- 
acal neurosis. One patient each in the two groups 
showed hysterical simulation of genuine fits 
when under stress. 


(b) Schizophrenia: 

This condition was seen in 11 (17 per cent) 
cases of temporal lobe epilepsy as compared to 
only 3 (4 per cent) of the control group. Almost 
all the symptoms and signs of schizophrenia 
were seen in these cases. The severity of schizo- 
phrenic symptomatology was directly related 
to the frequency of fits in three patients, 
inversely related in 4 patients and not related in 
4 patients. The corresponding figures for the 
control group were 2, | and 0 respectively. 


(c) Confusional psychosis : 

This diagnostic label has been used to 
describe a state characterized by confusion, 
clouding of consciousness, disorientation and 
bizarre behaviour. It was seen in one patient 
(2 per cent) with temporal lobe epilepsy and in 
4 (6 per cent) patients in the control group. In 
all these cases the condition was precipitated by 
status epilepticus and was of short duration, 
lasting 5-15 days. ; 


(d) Antisocial personality : 

One patient each in the two groups had 
features of antisocial personality disorder, i.e. 
frequent troubles with society, lack of guilt or 
shame, a tendency to blame others, stealing and 
lying etc. The patient in the study group had 
made a suicidal attempt by taking five tablets of 
Mandrax. Similarly, the patient in the control 
group frequently intimidated and manipulated 
his relatives with suicidal threats. Both these 
patients had abnormal personalities before the 
onset of seizures. 


(e) Behaviour disorder : 

Eleven patients (18 per cent) in the study 
group and 5 (7 per cent) in the control group, 
out of 16 and 17 cases respectively under the 
age of 15 years, exhibited symptoms of behaviour, 
disorder. The commonest symptom was hyper- 
kinesis, followed by distractability, obstinacy 
and aggressive behaviour. 


(£) Epileptic personality 

There were 2 (3 per cent) such cases in the 
study group and 9 (13 per cent) in the control 
group. The symptoms and signs in these patients 
formed a well defined constellation i.e. narrow- 
ing of field of interests, slowness of reaction, 
self-centredness, apathy, stubbornness, irrita- 
bility, hypochondriasis, lability of mood, reli- 
giosity, circumstantiality, perseveration and 
querulousness. The patients were mostly in the 
second decade and had been having frequent 
(almost daily) fits over a long period, the 
average duration being 8.1 years in the study 
and 10.4 years in the control group. 


Discussion 


There seems to be a controversy over the 
nomenclature, authors using the terms psycho- 
motor epilepsy and temporal lobe epilepsy 
interchangeably. Thus, Stevens (1966) studied 
cases with psychomotor attacks even if there 
was no EEG focus in the temporal lobe. On 
the other hand, Small ef al (1966) included 
only those cases that had unequivocal EEG 
foci as well as classical clinical features of 
temporal lobe epilepsy. It is now well known 
that not all patients with temporal lobe focus 
in the EEG exhibit psychomotor seizures and 
that not all cases with psychomotor seizures have 
a temporal lobe focus. In the present study, 
therefore, both temporal lobe and grand mal 
epilepsy were diagnosed  electroencephalo- 
graphically and the psychiatric symptoms were 
recorded regardless of their degree of severity. 

The significantly greater incidence of early 
emotional disturbances in temporal lobe epi- 
leptics agrees well with the findings of Aird et al 
(1967) that unusual nocturnal phenomena 
occurred more frequently in patients with tem- 
poral lobe epilepsy than in the control group of 
normals. These phenomena are of interest in 
view of the known activation of temporal lobe 
epilepsy during sleep. Even more important 
was the fact that these patients did not develop 
epilepsy until second decade. Thus, dysfunction 
of the central nervous system may long ante- 
date the final development of overt seizures. 

The higher overall incidence of psychiatric 
morbidity in temporal lobe epileptics is in 
contrast to the findings of Stevens (1966) and 
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Small et al (1962, 1966) who failed to find any 
such difference. This may be because of a 
difference in the diagnostic criteria used. For 
instance, Stevens used the single criterion of 
admission to a mental institution or a psychiatric 
facility, for diagnosing mental illness. This is 
rather too restrictive a criterion and she must 
have missed many cases with relatively minor 
complaints. Our findings are similar to those of 
Pond and Bidwell (1960), Flor-Henry (1969a 
and b, 1972, 1974) and Bruens (1971). 

Occurrence of neuroses in epilepsy is quite 
understandable and has been reported by 
several authors who attribute them to the 
unpredictability attached to epilepsy (Bingley, 
1958; Currie et al, 1971; and Bagadia et al, 
1973). As in the present study, Taylor (1972) 
found neuroses to be more common in temporal 
lobe epilepsy. Similarly, Dongier (1960), 
Dominion et al (1963) and Flor-Henry (1969a) 
found depression to be more common in these 
patients. Furthermore, the simulation of genuine 
fits by epileptics for secondary gains have been 
reported by Kesseler eż al (1952), Betts (1972) 
and Ramesh et al (1974). 

Schizophrenia occurred more commonly in 
patients with temporal lobe epilepsy. This 
observation is similar to those of Dongier (1960), 
Slater e¢ al (1963) and Bruens (1971). Dongier 
(1960) found the incidence of psychotic episodes 
to be seven times greater in temporal lobe 
epilepsy as compared to other forms of epilepsy. 
Glaser (1964) concluded, ‘there is little doubt 
that if epileptics with inter-ictal psychosis are 
studied the majority will be found to have 
psychomotor temporal lobe seizure states’. 
Slater ef al (1963), in their series of 69 cases with 
schizophrenia-like psychosis as well as epilepsy, 
found that 65 per cent of the cases had temporal 
lobe epilepsy. In his study of 19 epileptics with 
psychotic symptoms, Bruens (1971) found that 
84 per cent had temporal localization in the 
EEG, 

Other authors have, however, not found any 
differences between the incidence of psychosis in 
different types of epilepsy (Small et al, 1962, 
1966; Juul-Jensen, 1964; Stevens, 1966, 1973; 
and Standage, 1973). It is difficult to account 
for this difference but it could be due to differ- 
ences in the criteria of case selection and 
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diagnosis. The severity of schizophrenic symp- 
toms had no definite relation with the frequency 
of fits. This is in contrast to the observations of 
many (Ervin et al, 1955; Reynolds, 1967, 1968; 
and Flor-Henry, 1969a and b) that there was an ' 
inverse relation between the two. Our findings 
agree with those of Small et al (1962), Slater 
et al (1963), Glaser (1964) and Standage (1973). 

Behaviour disorders, with symptoms similar 
to those commonly seen in brain injured 
children, have been reported in epileptics by 
Bradley (1951) and Ounsted (1955). The 
former divided these symptoms into primary 
and secondary ones. In the former, he grouped 
variability of mood, hyperkinesis and irritability 
etc. The secondary symptoms were protean and 
manifested as fear, resentment and despair. 
These might be considered to be the child’s 
reaction to his illness and appear to be specific 
to the child rather than to epilepsy. 

Two diagnostic groups, i.e. epileptic per- 
sonality and confusional psychosis were seen 
more commonly in the grand mal epileptics. 
This was in sharp contrast to the observations of 
Liddell (1953) and Pond and Bidwell (1960) 
that personality change was more common in 
temporal lobe epilepsy. Our findings are in line 
with the conclusion of Juul-Jensen (1964) that 
the personality changes in epileptics were 
related more to the severity of epilepsy than to 
the location of the focus. As regards ‘confu- 
sional psychosis’, our findings were in total 
agreement with those of Dongier (1960), 
Flor-Henry (1969a and b, 1972) and Bruens 
(1971), in that the condition was precipitated in 
all the cases by status epilepticus, was char- 
acterized by confusion, cluding of sensorium, 
disorientation and bizarre behaviour and occur- 
red more commonly in patients with generalized 


epilepsy. 
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Somnambulistic-like Episodes Secondary to Combined 
Lithium-Neuroleptic Treatment 


By DENNIS S. CHARNEY, ANTHONY KALES, 
CONSTANTIN R. SOLDATOS and J. CRAIG NELSON 


SUMMARY Ten of 114 psychiatric patients undergoing combined 
lithium-neuroleptic treatment exhibited somnambulistic-like episodes. 
These episodes are differentiated from nocturnal wanderings and 
epileptic attacks during sleep; they occurred within two to three hours 
after sleep onset and were characterized by the patients appearing 
confused and walking about in a quiet, detached and clumsy manner. 
Generally, there was amnesia for the event. Since sleepwalking occurs 
out of slow wave sleep, the increase in slow wave sleep induced by 
lithium and certain neuroleptics may represent a neurophysiological 
mechanism responsible for these patients’ somnambulistic behaviour. 
The occurrence of grand mal seizures in two patients was probably un- 
related to the somnambulistic-like episodes. However, persistence of 
the latter appears to be associated with drug-induced EEG irregularity. 


Neuroleptic and antidepressant drugs are 
known to lower the seizure threshold (Aivazian 
and Reese, 1959; Betts et al, 1968; Dallos and 
Heathfield, 1969; Itil, 1970; Itil and Soldatos, 
1979). The incidence of drug-induced grand 
mal or focal motor seizures is relatively low, 
being reported in about | per cent of patients 
who are without central nervous system patho- 
logy and are taking neuroleptics (Logothetis, 
1967}, and in about 3 per cent of hyperactive 
children being treated with imipramine (Brown 
etal, 1973). 

Recently there have been three reports of a 
total of six cases of neuroleptic-induced som- 
nambulism (Flemenbaum, 1976; Huapaya, 
1976; Luchins e al, 1978), the latter being 
verified by all-night sleep laboratory recordings. 
Although somnambulism is not an epileptiform 
disorder and arises during slow wave sleep 
(stages 3 and 4), Pedley and Guilleminault 
(1977) have described, rare, atypical forms of 
epilepsy which can mimic a somnambulistic 
episode. Thus, differentiation between drug- 
induced somnambulism and seizures is an 
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important distinction which has therapeutic 
implications. 

In this paper we report 10 patients ‘on 
combined lithium and neuroleptic drug treat- 
ment who had apparent neuroleptic-induced 
somnambulism; two of these patients also had 
neuroleptic-induced seizures. 


Clinical Data 


During the last three years, 114 patients on 
combined lithium and neuroleptic drug treat- 
ment were treated as in-patients at the Yale 
New Haven Hospital; 69 were diagnosed as 
suffering from bipolar affective disorder and 45 
as suffering from schizoaffective disorder. Ten of 
these 114 patients were observed by the nursing 
staff to have somnambulistic-like episodes. Nine 
patients who were being maintained on lithium 
carbonate developed such episodes following the 
addition of a neuroleptic drug, and one patient 
had episodes when lithium was added to his 
previous neuroleptic treatment. None of the 
patients had a history of seizures or somnam- 
bulism and thorough neurological examination 
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and routine blood studies showed that all 
patients were free of significant abnormalities. 
An EEG was recorded soon after the patient was 
placed on psychotropic medication and before 
the occurrence of the somnambulistic-like 
episodes. When necessary EEGs were repeated. 

` The ten patients had an average age of onset 
for the somnambulistic-like episodes of 29.5 
years (range 15 to 49). Eight patients were 
male and two were female (Table). Their 
diagnoses on admission were as follows: bipolar 
affective disorder, manic type, for five; schizo- 
affective disorder, mixed type, for three; and 
schizoaffective disorder, depressed type, for the 
remaining» two. In each patient, the sleep- 
walking episode typically occurred within two 
hours after sleep onset and lasted about five 
minutes. All of the patients left their room 
during most of their episodes. A room mate 
and/or nurse saw the patients walking in a 
clumsy incoordinated way, apparently unaware 
of their surroundings and frequently brushing or 
bumping against the walls or furniture. In all 
cases the patient appeared to be asleep. None 
of the patients exhibited violent or destructive 
behaviour during the episodes, always quietly 
following the nurse who led them back to bed. 
There were some associated activities, including 
urination or defacation in four patients, eating in 
two patients, and sleep talking in one. Although 
only two patients sustained minor injuries 
during a sleepwalking event, all were judged to 
be in danger of injury because of the range of 
their sleepwalking and their motor inco- 
ordination. If the patients were not aroused 
during an episode, there was no recall of the 
event the following morning. If aroused during 
an episode, none was able to remember the 
sleepwalking episode or any specific mental 
content except on two occasions when patients 
reported fragmentary, non-dreamlike mentation. 
None of the patients had more than one 
sleepwalking episode in a night. 

The development of the sleepwalking was 
fairly similar in all 10 patients (Table). All of 
them developed the somnambulistic behaviour 
a short time (2-14 days) after the initiation of 
combined lithium and neuroleptic therapy: 
Four patients (Cases 7-10) had only two 
episodes during the first week of drug treatment 
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and then had no more episodes, even though 
their medication remained unchanged. Six of 
the patients (Cases 1-6) had multiple som- 
nambulistic episodes during a period of several 
weeks following the initial episode and stopped 
sleepwalking only after a change in medication. 
In these six patients, the somnambulistic 
episodes stopped after a decrease in the dosage 
of neuroleptics in five cases and discontinuation 
in another. In one patient diazepam was also 
added and in another lithium was discontinued. 
The six patients who required a change of 
medication generally had more complex som- 
nambulistic events, and five of them showed 
some type of irregularity in their EEGs on at 
least one occasion. Their EEG patterns in three 
cases (Cases 1, 2 and 4) were consistent with 
medication-induced irregularity, but in two 
cases (Cases 3 and 6) it was felt that the amount 
of slow and sharp activity exceeded the level that 
could be attributed to medication. On the 
other hand, all four patients who stopped 
sleepwalking without any change in their 
medication had normal EEGs in spite of the 
continuation of medication. 


Case Reports 


A detailed report of three of our cases 
follows. The first case exemplifies the close 
relationship between the apparent somnam- 
bulistic episodes and combined lithium-neuro- 
leptic drug use. The second and the third cases 
are unique in terms of the occurrence of drug- 
induced sleepwalking and seizures in the same 
individual. 


Case No. 1 The patient is a 28-year-old, white woman 
suffering from manic-depressive illness and who abused 
alcohol. She was on maintenance treatment with lithium 
carbonate 1500 mg/daily when she was admitted for a 
manic episode. At that time, thioridazine 50 mg tid was 
also prescribed. The treatment regimen was not changed 
for eight weeks until the resolution of the manic episode. 
The second night after starting thioridazine, the patient 
had a somnambulistic-like episode. She had one episode 
every night for the first few nights and subsequently had 
about one episode every week. Immediately following 
discontinuation of thioridazine, the somnambulistic 
episodes completely ceased. 

Over the ensuing three years, the patient had further 
manic episodes which required phenothiazine treatment 
in addition to lithium. Whether she was treated with 
chlorpromazine or thioridazine on divided or bedtime 
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dosage, she manifested sleepwalking activity. The episodes 
diminished with time during each treatment period and 
stopped entirely when she was not taking phenothiazine 
medication. Her EEG patterns showed a mild, generalized 
slowing possibly due to drug therapy. 


Case No. 2 The patient, a 2l-year-old, white woman 
suffering from schizoaffective illness, was admitted in an 
acute psychotic episode and was initially treated with 
perphenazine 24 mg tid which was gradually reduced to 
12 mg tid. After five weeks, lithium carbonate was added 
in the dose of 1500 mg per day until a stable serum level 
of 0.98 mEq/L was attained. The patient was maintained 
on both perphenazine and lithium carbonate for two 
weeks until one night, two hours after sleep onset, she was 
seen to be sleepwalking in a clumsy manner, knocking 
into a wall and a chair. When spoken to by the staff the 
patient was arousable and appeared to be dazed, but she 
was correctly oriented and not confused. Shortly after 
awakening the following morning, the patient had a 
generalized seizure with bilateral, clonic motor move- 
ments, which began suddenly without an aura and lasted 
about halfa minute. Immediately following the seizure the 
patient was confused, disoriented and lethargic but neuro- 
logical examination revealed no localizing signs. Her con- 
fusion and disorientation cleared after several hours. 

An EEG recorded on admission had demonstrated mild, 
generalized slowing and excessive, posterior sharp-wave 
activity which was thought to be related to the per- 
phenazine therapy. The patient’s post-ictal EEG revealed 
moderate to marked slowing of the background rhythm 
and frequent diffuse spiking and spike-wave discharges 
throughout the record. Spinal fluid analysis, computerized 
axial tomography (CAT) of the brain, and skull films were 
normal, At this point it was not certain whether the 
sleepwalking episode was a manifestation of a seizure 
disorder. Lithium carbonate was discontinued because it 
was not observed to be of clear therapeutic value. 
Diphenylhydantoin 200 mg bid was started with thera- 
peutic levels being obtained in four days; perphenazine 
12 mg tid was continued. Six days following the seizure, 
while the patient was on therapeutic levels of diphenyl- 
hydantoin, she had another somnambulistic episode two 
and a half hours after sleep onset. In the next three nights 
the patient had two additional somnambulistic episodes, 
each occurring within two hours after sleep onset. No 
seizure activity of any kind was noted. 

After the last sleepwalking episode, i.e. more than 
10 days after the daytime seizure, the patient was moni- 
tored at the West Haven VA Hospital Seizure Unit for 
four nights of continuous EEG recordings. No further 
somnambulistic episodes occurred and the sleep EEG did 
not demonstrate any: seizure activity. As a result of the 
extensive neurological evaluation it was concluded that 
diphenylhydantoin treatment was not necessary and was 
stopped. The patient was discharged on a lower dose of 
perphenazine (8 mg tid) and was free of seizures and 
somnambulistic episodes at follow up four months later. 


Case No. 3 The patient, a 41-year-old, white woman 
suffering from a schizoaffective illness requiring numerous 
psychiatric hospitalizations, was admitted twice in 


Ld 

1978. During her previous hospitalizations, the patient 
had been treated with either a neuroleptic or lithium 
carbonate, but she had never taken these drugs in com- 
bination. On her first admission in that year chlorpro- 
mazine 100 mg tid and 200 mg at night was prescribed. 
A routine clinical EEG at that time showed mild geher- 
alized slowing and sharp activity which was not con- 
sidered to be due to medication. Two weeks later, while 
she was being gradually switched to perphenazine 8 mg 
at 2.00 p.m. and 32 mg at night, an EEG recorded after 
sleep deprivation was normal. Lithium carbonate 300 mg 
tid was added the next day and the night, following the 
second day of combined perphenazine and lithium 
treatment, the patient was found walking in the hall, 
apparently asleep. Over the ensuing week she had two 
more somnambulistic episodes. Following one of these 
episodes, immediately after she was returned to bed, she 
exhibited brief, atypical jerking movements of the upper 
extremities and flushing of the face. Subsequently, 
perphenazine was reduced to 8 mg bid and lithium was 
increased to 300 mg qid to maintain therapeutic levels and 
10 days later tranylcypromine was added but no more 
somnambulistic events were noted. The patient was 
reportedly free of any episodic nocturnal manifestations 
until her second admission in.1978. 

Prior to the second admission, she was taking only 
lithium carbonate 600 mg bid. Shortly after this admis- 
sion, haloperidol was added and quickly increased to 10 
mg tid. After being maintained on this regimen for eight 
days, the patient was observed to have a somnambulistic 
episode. The next day haloperidol was decreased to 5 mg 
bid and 10 mg at night and two days later to 4 mg tid, 
while lithium was increased to 600 mg bid and 300 mg 
at 6,00 p.m. The patient had a somnambulistic episode 
each night for three consecutive nights; on one occasion 
she was found defaecating. in a shower room. Ictal or 
post-ictal behaviour was not. observed at any time. An 
EEG done on the day before the first somnambulistic 
episode was within normal limits. Following the decrease 
of haloperidol to 4 mg tid, no further somnambulistic 
episodes were observed. One and a half months later 
lithium was discontinued and desipramine was added 
and gradually increased to 200 mg daily. At the same 
time haloperidol was increased to 20 mg bid, because the 
patient was becoming more psychotic. About one week 
later the patient’s husband described a generalized motor 
seizure while she was at home on a pass. The seizure 
occurred at 6.00 p.m. and when the patient was brought 
back to the hospital at 7.00 p.m., she was lethargic and 
confused. The next day haloperidol was decreased to 15 
mg bid and desipramine was lowered to 50 mg bid. 

An EEG done four days before the seizure showed 
excessive slowing and sharp characteristics possibly due 
to medication. Two more EEGs, done 3 and 12 days 
after the seizure, showed. excessive slowing with sharp 
characteristics and did not appear to have significantly 
changed. The patient was discharged 15 days after the 
seizure on only 15 mg of haloperidol bid since the desi- 
pramine was not clearly indicated at that time. She was 
free of seizures and somnambulistic events at four months 
follow up. 


. 
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Discussion 


Characteristics of episodes and clinical correlates 


Sleepwalking is relatively common in child- 
hood, but is rather infrequent in adulthood 
(Davis et al, 1942; Kleitman, 1963; Thomas 
and Pederson, 1963; Bixler et al, 1979). There 
seems to be a genetic predisposition to this 
disorder (Abe and Shimakawa, 1966; Bakwin, 
1970; Kales et al, 1977c). Occurrence of 
sleepwalking in childhood has been found to 
be related to a developmental/maturational 
CNS delay (Kales et al, 1966a). Most children 
outgrow the disorder, while persistence of 
sleepwalking in adulthood is often related to 
psychopathology (Kales et al, 1966b; 1977a). 


The clinical features of our patients’ nocturnal 
episodes are similar to the typical characteristics 
of somnambulism (Gastaut and Broughton, 
1965; Jacobson et al, 1965; and Kales et al, 
1977b): the episodes occurred two to three 
hours after sleep onset, the patients were 
relatively quiet and detached during the 
episodes, the observers consistently felt that the 
patients were asleep while walking and post-icta] 
signs were absent immediately after the episodes. 
On the other hand, the patients’ poor co- 
ordination, clumsiness, and confusion during an 
episode, their slow reaction to arousal stimuli 
and the amnesia immediately after being 
aroused as well as in the morning, are all 
characteristics not only of somnambulism but 
also of nocturnal confusional wanderings. The 
evidence available to us at this point suggests 
that the episodes observed in our patients were 
somnambulistic. To definitely establish a specific 
diagnosis, all-night sleep recordings are required 
to detect both the presence of sleep and/or of 
EEG abnormalities during the episodes. 


The drug-induced somnambulistic events 
reported in this paper were not related to a 
specific psychotic condition since these episodes 
occurred in patients with either schizoaffective 
or bipolar affective disorder. Similarly, no 
specific, pathological mood condition was re- 
lated to, the occurrence of the episodes since 
patients with any mood disorder (manic, de- 
pressed or mixed) presented with sleepwalking 
activity. The contribution of underlying psycho- 
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pathology in general cannot be excluded, how- 
ever, since psychopathology has been found to be 
a causative factor of sleepwalking in adulthood 
(Kales et al, 1966b; 1977a). 


The somnambulistic events occurred only 
when the patients taking lithium in a thera- 
peutic dose also took relatively high doses of a 
neuroleptic drug. The cessation of episodes after 
the first week in four patients, even though they 
kept taking the same dose of medication, 
suggests that they developed tolerance to this 
specific drug effect, The episodes of the re- 
maining six patients, which continued for 
several weeks, were more intense and stopped 
only when the neuroleptic dose was lowered. 
These findings point to a synergistic effect of 
lithium in combination with high doses of 
neuroleptics as the causative factor for the 
episodes. 

In cases of drug-induced sleepwalking, the 
EEG patterns may have important prognostic 
value. Our data indicate that patients with 
normal EEG patterns while on a neuroleptic 
and lithium, were more likely to have only 
temporary somnambulistic episodes, even if 
their neuroleptic dose remained unchanged. 
Persistence of the somnambulistic episodes 
appeared to-be related to the presence of drug- 
induced, nonspecific, diffuse EEG irregularity 
(excessive slow and sharp activity), that in at 
least two cases was more prominent than would 
have been expected for patients taking neuro- 
leptics and lithium. 


According to Neil et af (1978), neuroleptic- 
mediated activation of EEG dysrhythmia 
occurs more frequently in susceptible individuals 
who have an electrophysiologic predisposition 
towards this pattern. Thus, it could be con- 
sidered that neurophysiological predisposition 
may contribute to the development of drug- 
induced, somnambulistic episodes. 


Two of the six patients with persistent drug- 
induced sleepwalking also had drug-induced 
grand mal seizures. In one patient diphenyl- 
hydantoin stopped the seizures but did not 
affect sleepwalking, and seizures and sleep- 
walking in the other patient were clearly 
dissociated in time. Thus, the question of a 
direct relationship between the two phenomena 
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remains unanswered, mainly because EEG ` 


recordings during the somnambulistic events 
were not obtained in our cases. In the only case 
reported by other investigators in which there 
was such recording, no evidence of epileptic 
activity was reported (Luchins et al, 1978). It is 
possible that the underlying neurophysiological 
disorder is common for both drug-induced 
sleepwalking and drug-induced epilepsy, but 
this does not mean that drug-induced sleep- 
walking is an epileptic manifestation. 


Pedley and Guilleminault (1977) recently 
presented the cases of six patients who had 
unusual nocturnal ambulatory episodes and 
responded favourably to anticonvulsive treat- 
ment. Our cases are clearly different to theirs, 
mainly in terms of clinical characteristics. It 
appears that the episodes observed in our 
patients were much more similar to som- 
nambulism. 


Effects of lithium and neuroleptics on sleep stages 


Our finding that administration of lithium 
and neuroleptics can induce sleepwalking 
activity is consistent with the observations that 
somnambulism occurs during slow wave sleep 
(Gastaut and Broughton, 1965; Jacobson et al, 
1965; Kales et al, 1966a; Broughton, 1968) and 
that certain neuroleptics (Feinberg et al, 1969; 
Lester et al, 1971; Kaplan et al, 1974; Jus et al, 
1975) and lithium (Chernik and Mendels, 
1974; Kupfer et al, 1974) increase slow wave 
sleep. 


It is not clear how the increase in slow wave 
sleep induced by a neuroleptic and lithium 
carbonate predisposes a patient to sleepwalk. 
Broughton (1968) has conceived somnambulism 
as a disorder of arousal in which certain 
physiological constellations occur during slow 
wave sleep that do not appear in normal 
subjects. For example, sleepwalkers exhibit 
sleep talking or complex and gestural move- 
ments in association with slow wave sleep, but 
independent of the somnambulism itself. They 
also have more severe and longer confusional 
episodes following forced arousals from slow 
wave sleep (Broughton and Gastaut, 1975). It 
may be postulated that in patients who experi- 
ence drug-induced, somnambulistic-like events, 


e 
the drugs produce a physiologic state during 
slow wave sleep which is similar to that in 
patients with primary somnambulism. 

In patients who require neuroleptic and 
lithium therapy and who have developed 
sleepwalking or have a past history of sleep- 
walking, eliminating the evening or bedtime 
doses of these medications may be helpful. If 
sleepwalking persists, the daily dosage of the 
neuroleptic should be reduced whenever pos- 
sible. The addition of a stage 4 sleep suppressant 
drug, such as diazepam (Kales and Scharf, 
1973) at bedtime, might provide an additional 
therapeutic effect, as it did in one of our patients. 
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Psychological Construing in Schizoid Children Grown Up 


By JONATHAN CHICK, LORRAINE WATERHOUSE and SULA WOLFF 


SUMMARY Twenty former male patients who in childhood had 
been diagnosed as having schizoid personality were followed up in 


adulthood. In comparison with controls, 
Interpretations of this finding are 


ways of construing infrequently. 


they used psychological 


discussed, in particular its relationship to impaired empathy. 


Recent research in schizophrenia has made 
much use of the concepts of borderline or 
‘spectrum’ disorders. Studies of the mode of 
transmission of schizophrenia by Heston (1966), 
Kety et al (1971) and Kay et al (1975) adduced 
support for the genetic contribution to schizo- 
phrenia by identifying borderline cases amongst 
the biological relatives of schizophrenics. In 
longitudinal studies of ‘high risk’ children (e.g. 
Schulsinger, 1976), ‘schizoid’ and ‘borderline’ 
conditions are more frequently diagnosed than 
schizophrenia. 

The lack of demonstration of the reliability of 
the syndromes included under the rubric of 
‘schizoid’ has concerned some of these investi- 
gators, for example Kay et al (1975). Personality 
categories in general do not have a high inter- 
rater reliability (Walton and Presly, 1973) and 
their validity is not established, though some, 
e.g. schizoid personality, have a long pedigree in 
descriptive psychiatry (Planansky, 1966). 

The validity of a diagnostic category re- 
ceives support if an objective measure, whose 
content is related to a feature or features of the 
category, can be shown to discriminate those 
who are judged to be in that diagnostic category 
from those who are not. This is sometimes called 
concurrent validity. 

This paper presents a concurrent validation of 
the concept of schizoid personality in childhood, 
and it will be proposed that the findings apply 
to schizoid personality in adults. The con- 
current measure used is a simple assessment of 
how an individual construes people. 


$ 


The predictive validity of the concept of 
schizoid personality in childhood is reported on 
separately (Wolff and Chick, in press). That 
study tested the stability of the syndrome over 
time by reassessing, after a mean interval of ten 
years, a group of 22 young men diagnosed in 
childhood (at a child psychiatry department) as 
having schizoid personality; An independent 
interviewer made a blind clinical diagnosis of 
‘definite schizoid personality’ in 18 of these 
men, but only in one out of 22 control cases 
drawn from former non-schizoid patients of the 
child psychiatry department. When the child- 
hood case notes of the one control diagnosed as 
schizoid were examined, traits that might be. 
termed typically schizoid were found to have 
been recorded. Clearly, there was still something 
distinctive about these. formerly diagnosed 
schizoid individuals, despite the vicissitudes of 
the intervening years from childhood to adult- 
hood. 

The study then attempted to answer whether 
they were specifically distinguishable, according 
to the characteristics said to comprise schizoid 
personality. It was hypothesized that the follow- 
ing were the distinguishing characteristics of 
schizoid personality: impaired empathy (‘the 
subject’s ability to be aware of the feelings, 
thoughts and wishes of other people and adapt 
his responses accordingly’) ; solitariness (a com- 
„posite score based on the subject’s self-per- 
ception, together with the reported frequency 
and range of social contacts and experiences) ; 
sensitivity (leading occasionally to suspicious- 
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ness or paranoid thinking); rigidity of mental 
set; abnormal style of communication. (For 
details and a preliminary reliability study, see 
Chi¢k, 1978). 

Impaired empathy, solitariness and abnormal 
style of communication discriminated well 
between the former schizoids and their indi- 
vidually matched controls. aa ! 

Using a small sample of child patients who 
were given this diagnosis, Wolff and Barlow 
(1979) studied ‘the manner in which some 
children construed people depicted in'‘a set of 
photographs. The schizoid children tended to 
use a smaller proportion of psychological con- 
structs (those referring to the emotional state or 
personality of the people dépicted) than either 
normal controls or controls given a diagnosis of 
early infantile autism., 

Dixon (1968) noted variations in the extent 
to which individuals use psychological con- 
structs to describe people,.as opposed to con- 
structs referring to, e.g. physical characteristics 
or activities. She showed that schizophrenics 
who were clinically judged to show ‘flattened 
affect’ used fewer psychological constructs than 
other schizophrenics. McPherson et al (1970), 
Williams and Quirke (1972) and Bodlakova et 
al (1974) have replicated this result, using 
various methods of assessing psychological 
construing. Duck (1973) found that amongst 
young people, those who made friends least 
easily were those who used psychological con- 
structs relatively rarely. A link between the 
emotional unresponsiveness of the patient with 
flattened affect and the relative difficulty making 
friends found by Duck might be.a lack of em- 
pathy. It had been postulated in the follow-up 
study quoted above that schizoid individuals 
would show a persisting impairment of empathy. 

In adulthood, such individuals might there- 
fore make relatively little use of psychological 
constructs in perceiving people and relation- 
ships, as Wolff and Barlow (1979) had found in 
their small study of schizoid children. 

It was therefore hypothesized that a group of 
former patients, once diagnosed schizoid, would: 


make relatively little use of psychological con- 


structs in the photographs procedure referred to 
above, in comparison to controls consisting of 
other former patients. 
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As a subsidiary aim, it seemed prudent to 
investigate in this sample the link between 
verbal intelligence and mode of construing. 
Such a relationship had not been found amongst 
a group of schizophrenics and normal controls 
(McPherson et al; 1970), but was reported in 34 
psychiatric in-patients (Bodlakova et al, 1974). 


Method 


- The subjects 


The schizoid group comprised 30 young men 


; who had been referred in childhood to a child 
psychiatrist and were diagnosed as having 


schizoid personality. The characteristics of such 
children were listed above. Controls individually 
matched for age, date of first referral, IQ and 
social class were drawn from amongst young 
men also seen at the clinic but not diagnosed as 
schizoid. The sampling is described in detail by 
Wolff and Chick (in press). 

Of the 60 subjects, 44 were eventually inter- 
viewed. For technical reasons, the tape re- 
cording of the test for psychological construing 
was not available for six consecutive cases (two 
from the schizoid’ group, and four from the 
controls). Thus, data are presented on 38 indi- 
viduals (20 probands and 18 controls) :whose 
mean age at time of testing was 22.2 years. 
Because of the missing cases, the groups are not 
individually matched. However, the 20 pro- 
bands and 18 controls did not differ on mean 
age at the follow-up interview, mean interval 
from initial referral to follow-up in terms of the 
proportion who came from a ‘non-manual’ 
social class background, or in their overall IQ, 
as assessed at the childhood referral (Table I). 
Amongst these 20 probands, there were seven 
with current minor psychiatric disorder. Of the 
18 controls reported on here, one had a chronic 
anxiety state. 


Procedures 


. Subjects were individually interviewed by a 
psychiatrist who was blind to the childhood 
diagnosis. The interview lasted 14-2} hours and 
comprised a standardized enquiry into the 
subject’s social and personal world, with em- 
phasis on the traits listed above. The interview 
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TaBe I 
Characteristics of the subjects 
Formerly diagnosed 
as having schizoid 
personality Controls 
N =20 N = 18 

Present age: ie 
Mean 22.23 years 22.16 years 
Range 17-28 years 16-28 years 
Interval since referral to child psychiatrist: j 
Mean 11.6 years 11.3 years 
Range 8-16 years 8-15 years 
Social class by father’s occupation: 
% non-manual 65% 61% 
Overall IQ at initial referral: ' 
Mean 106.0 107.1 
SD 21.4 20.3 


rated these traits and assessed the presence or 
absence of schizoid personality: This was thus a 
‘clinical’ assessment—an overall impression. 


The tests 

At the end of the interview, the subject was 
shown the five pairs of photographs used by 
Dixon (1968). The procedure followed that used 
by McPherson et al (1970) : subjects were asked 
to state ‘all the differences you can see between 
the people in the two pictures. I will show you 
each pair for'about three minutes, which should 
give you plenty of time to describe all the 
differences you can see’. If necessary, the in- 
structions were repeated. The prompts per- 
mitted were ‘What strike you as the important 
differences between these people?’ and’ Any: 
thing else ?’. 

Responses were tape-recorded and tran- 
scribed by a secretary, who was unaware of the 
hypotheses being tested. An independent scorer, 
also unaware of the hypotheses being tested and 
of the present or previous diagnoses of the sub- 
jects, analysed the constructs ‘used into 12 con- 
tent categories. These differentiated the people 
in the photographs according to age; physical 
characteristics; nationality or race; clothing; person- 
ality or emotional state; stance; status or occupation; 
or current activity; others described the back- 
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ground of the photographs or the photographs 
themselves, reflected some irrelevant personal 
preoccupation or contained an assertion by the 
subject that the people did not differ (‘denial’), 

Each pair of photographs was scored separ- * 
ately. Each category was scored 1 if it had been 
used or 0 if it had not; over the five pairs, the 
scores for each category thus ranged from 0-5. 
The score for each category was expressed as a 
percentage of the summed scores of all the cate- 
gories used; this indicated the relative fre- 
quency with which the subject used that cate- 
gory. McPherson et al (1970) found this method 
produced high inter-rater reliability. 

Finally, the subject completed the Mill Hill 
Vocabulary Scale (Definitions, Set A, senior) 
(Raven, 1943). 


Results 

Table II presents the mean scores for each of 
the 12 categories of constructs used. The median 
score for psychological construing in the schizoid 
group was 20.5 per cent (range 0-62 per cent) 
and for the control group 31 per cent (range 
14-50 per cent). The two groups differed signi- 
ficantly on psychological construing, but not on 
any other category (Mann Whitney U-test, 
U =111, p <0.025, etal): 


Taste II : 
Constructs used in photos procedure: mean Ireni of total 
used 


Controls 





Schizoids 

n= 20 - n= 18 
Psychological** 21.8 29.5 
Activity 19.2 17.7 
Occupation 10.8 11.0 
Nationality 7.1 7.0 
Age 6.9 6.6 . 
Clothes 6.2 5.2 
Stance 6.7 4.8 
Physique: 5.9 4.7 
Background 2.7 6.6 
Denial 5.5 5.0 
Irrelevance 2.4 0.5 
Photography 2.7 0 
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nae 
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** Difference significant, P <.025. 
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The mean scores on the Mill Hill vocabulary 
Scale were 18.65 for the schizoid group (range 
5-33) and 18.28 for the controls (range 7-28). 
The correlation of score for psychological con- 
“struing with the Vocabulary. score was insigni- 
ficant (Spearman rank correlation coefficient— 
— 0.06) 

Discussion 

There is a roughly 30 per cent likelihood that 
1 out of 12 categories would show a significant 
difference between the groups at the 2.5 per 
cent level, by chance alone. It remains possible 
that the main conclusion—that low psycho- 
logical construing characterized these formerly 
diagnosed schizoid males—hangs on a chance 
finding. 

There were three controls who scored below 
the median for the schizoid group (two at 14 per 
cent and one at 18 per cent). Of the two scoring 
at 14 per cent, one was the only subject in the 
study who had clinical evidence of organic 
brain damage, with signs of thought disorder 
related probably to surgery for control of 
epilepsy during the interval to follow-up. The 
other who scored only 14 per cent for psycho- 
logical constructs was the single control who 
(completely independently of results on this 
test) had been categorized at follow-up as 
typically schizoid. 

There were five probands who scored above 
the mean of the controls. Of these, one was a 
proband who was ‘not definitely schizoid’ at 
follow-up. These five subjects were less ‘fluent’ 
than the probands as a group, all using a 
smaller total number of constructs (mean 10.5) 
than the mean for the probands (14.5) (t = 
2.00, P <.05, one-tailed). The effect of using a 
smaller total number of constructs is to increase 
the proportion that are ‘psychological’. The 
overall difference between probands and con- 
trols cannot be explained by greater fluency 
among the probands. The probands did not use 
a significantly greater number of constructs in 
total than the controls (mean totals: propanas 
14.4; controls 13.9; t = 0.642, n.s.). 


It may be argued that, in the absence of a, 


‘normal’ control group, it remains possible that 
it was the schizoid group who were mostly 
scoring in the ‘normal’ range, while the controls 
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were deviant and scoring higher than normal. It 
is unfortunately not possible to compare our 
results with those of McPherson et al (1970), who 
studied ‘normal’ subjects. In our study, the 
procedure was administered at the end of an 
intensive interview lasting 14-24 hours, not as a 
single brief test. The subjects’ ‘fluency’ is likely 
to be less after a long interview and, as already 
mentioned, this may affect the scores on psycho- 
logical construing. Secondly, though the scoring 
procedure was as recommended by McPherson 
et al, the scorer had to adopt guidelines for 
certain borderline concepts as they arose (e.g. 
‘looks as though she’s had a busy life’). 

Ad hoc guidelines do not prevent high reli- 
ability, but prevent comparisons between studies 
of actual scores. 

The possibility that it was the controls who 
tended to score at an especially high level seems 
unlikely. There was no unifying deviant feature 
discernible among these 18 control subjects and 
certainly not one that might be related to having 
a ‘very psychological’ way of construing. Their 
childhood diagnoses had varied greatly. They 
were not unusually ‘person-oriented’: the 
Eysenck Personality Inventory administered on 
the same occasion have a mean Extraversion 
score in these controls of 12.56, which is close to 
the general population mean of 12.07 (s.d. 4.37) 
(Eysenck and Eysenck, 1964). 

-The possibility of an unintentional inter- 
viewer bias must be raised. The test was admin- 
istered by the psychiatrist who had conducted 
the preceding interview. Although he was blind 
to the original diagnosis, he had often formed a 
view of the present personality of the subject by 
the time he administered the test. Verbal in- 
structions and prompts were standardized, and 
adhered to. It is, however, impossible to be 
certain that non-verbal cues did not transmit an 
expectation to the subject. 


Interpretation of the findings 

If it is the case that this group of formerly 
diagnosed schizoid individuals tend to use 
relatively few psychological constructs, is this 
because of the fact that they are still ‘schizoid’, 
or because of some associated feature? It could 
be argued, for example, that low psychological 
construing primarily reflects severity of psych- 
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iatric disturbance rather than schizoid traits in 
particular. The schizoid group had more 
current psychiatric disorder. 


There ‘was indeed a relationship in dhs whale 

group between low psychological construing and 
(i) psychiatric attendance in adulthood (U = 
221, z =2.04, P <0.0207 one-tailed), and (ii) 
current psychiatric symptoms (U = 10 2 
1.32, P <0.093, one-tailed). 

However, within the schizoid group, the 
mean score of those 13 who had attended a 
psychiatrist in adulthood. or had current 
psychiatric symptoms was 23.7 per cent and for 
those seven who scored on neither item was 
24.1 per cent—a difference which is insignificant 
(U = 50, ns.). Thus, it is unlikely that low 
psychological construing is merely an index of 
overall severity of psychiatric disturbance. ‘ 


The schizoid group were predominantly still 
diagnosed ‘definitely schizoid’ at follow-up: 17 
out of the 20 schizoid subjects reported here 
were so diagnosed. As might be expected, given 
this close association, there was a significant 
relationship between low psychological con- 
struing and being diagnosed ‘definitely schizoid’ 
at follow-up, as opposed to ‘definitely not 
schizoid’ (U = 58.5, P <0.01, one-tailed). 
However, it must be noted that this study does 
not report on psychological construing in a 
representative sample of adults with schizoid 
personalities. 

Of the features of schizoid personality referred 
to in the introduction to this paper, impaired 
empathy was the most cloesly related to low 
psychological construing (Spearman rank corre- 
lation coefficient, r = 0.52, n = 38, P <0.01). 
It was impossible, because of the intimate 
association of impaired empathy with schizoid 
personality, to separate out the contribution of 
each to the variation in the use of psychological 
constructs in the sample. Solitariness (which, 
with impaired empathy, was the core feature of 
schizoid personality that best characterized the 
probands) did not correlate with psychological 
construing (r = —0.09, n = 38, n.s.). If the 
chief contributor to the variance of scores of 
psychological construing was the global diag- 
nosis ‘schizoid personality’, then impaired 
empathy and solitariness should both have been 
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found to have an association with low psycho- 
logical construing. 

Thus, it seems reasonable to propose that low 
psychological construing might be an index of 
impaired empathy. It is highly speculative,‘ 
however, to’ postulate that a lack of psycho- 
logical constructs or a failure to use them is the 
cause of the impaired empathic abilities of schiz- 
oid individuals. It is equally likely that the 
schizoid person’s social isolation has led to a 
failure to refine and practice his psychological 
construct system. It is therefore possible that 
those schizoid people who feel disabled by their 
personalities might- be helped by altering and 
extending their range of constructs for thinking 
about and acting in human relationships. 


Conclusions 


1. Young men who were former child psych- 
iatric patients, diagnosed as having schizoid 
personality, used psychological constructs less 
than a control group of other former patients. 
It is likely that the difference reflects a ‘deficit’ 
among the schizoid individuals, related to the 


* persistence of schizoid features in this group. The 


test provides a concurrent validation of the 
category of schizoid personality as diagnosed in 
childhood. 

2. The findings were not contaminated by 
vocabulary level. 

3. A measure of psychological construing 
may be specifically an index of the lack of 
empathy shown by many of these individuals. 

4. The study suggested but could not prove 
(by virtue of its design) that schizoid personality, 
as seen in adult psychiatry, will be characterized 
by low psychological construing. 
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Degree of Sobriety i in, Male Niekde a Coping 
Styles used by their Wives ` 


By JACK B. SCHAFFER and JOHN D. TYLER 


SUMMARY The ‘Coping With Drinking’ questionnaire, administered 
to 124 Al-anon members, was factor analyzed and revealed nine identi- 
fiable styles of coping. Multiple regression analyses between three 
measures of sobriety and each of the nine styles of coping factors 
provide support for the general hypothesis that the coping styles used 
by wives of alcoholics are related to dtinking outcome. Further, those 
modes of coping in which the wife communicates her feelings of 
distress and frustration to the drinking husband in a way which is 
minimally threatening for him seem to be most positively related to 


his attainment of sobriety. 


Much has been written about the problems of 
alcohol abuse—its aetiology, stages, and bio- 
logical-sociological causes and effects. Consider- 
ably less’ research, however, has focused on the 
spouse of the alcoholic (for a recent literature 
review see Jacob et al, 1978). To date, efforts to 


understand and explain the experiences of wives’ 


of alcoholics have generated three somewhat 
different perspectives. The earliest published 
model (Lewis, 1937; Boggs, 1944; Futterman, 
1953), called the ‘disturbed personality model’, 
was the dominant point of view from the 1930's 
into the 1950’s. It held that a woman who is in 
some way psychologically maladjusted—de- 
pendent, hostile, domineering, masochistic, 
sadistic—marries the alcoholic to fulfil her own 
neurotic needs, Being psychologically disturbed 
herself, she often contributes to the alcoholism of 
her husband and needs therapeutic help as'much 
as, if not more than, her chemically dependent 
spouse (More and Gry, 1941; Cork, 1956; 
Forizs, 1953). 

The majority of the Sadendé cited in support 
of this perspective came from: uncontrolled; 
unsystematic attempts to study the problem. 
Subject selection, in particular, was non- 
random and potentially biased. For the most 
part data were obtained from participants in 
therapy, inmates in state hospitals, or spouses of 
alcoholics in in-patient or' private practice treat- 


ment. In addition, measurement typically was 
primitive and in most cases conclusions were 
based solely on clinical impressions. 

In the 1950’s a second model was proposed 
which stated that wives of alcoholics may display 
maladaptive behaviour in response to their 
husbands’ drinking (Jackson, 1954). According 
to this position, the wife’s pathological behaviour 
is an attempt to resolve the alcoholic crisis and 
to return the family to its former stability. That 
is, the wife simply responds to the stress of the 
environmental situation. Hence, the second 
perspective could be termed the ‘stress model’. 

- More recently investigators have generated 
data which appear too complex to be entirely 
explained by the stress model (Kogan and 
Jackson, 1961, 1963, 1964a, 1964b, 1965). 
Consequently, a third perspective has evolved, 
which might be called the ‘psychosocial model’, 
It does not appear that the wife’s behaviour can 
be understood simply as a function of her own 
disturbed personality, nor’ merely as a response 
to a stressful situation. A broad variety of 
variables, including both personality and situ- 
ational factors, seem to be important. Sub- 
sequent research has attempted to -discover 


. which are the important variables and how these 


may affect the behaviour of both the alcoholic 
and his wife. 
The present study was stimulated by Orford’s 
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work (Orford and Guthrie, 1968; Orford et al, 
1975) on one such variable, coping styles used by 
wives of alcoholics. Orford and his associates set 
out to determine whether consistent patterns of 

‘coping with the husband’s alcoholism could be 
identified and measured. Using interview state- 
rents by alcoholics’ wives, a “Coping With 
Drinking’ questionnaire was -prepared and 
administered to wives of alcoholics. Several 
general styles of coping were revealed through 
factor analysis. 

The relationship between the wife’s modes of 
coping and eventual outcome of the husband’s 
drinking is of considerable clinical interest. If it 
could be demonstrated that certain wife reaction 
patterns are conducive to her husband’s sobriety 
while other patterns interfere, more effective 
approaches to counselling wives of alcoholics- 
might be developed. Previous research suggests 
that there is a relationship between the hus- 
band’s drinking, outcome and his wife’s be- 
haviour (Smith, 1969; Rae, 1972; Wright 
(unpublished), 1975). None of these studies, 
however, clearly identifies specific behaviours on 
the part of the wife which are associated with a 
favourable resolution of her husband’s drinking 
problem. 

Orford’s work (1975) also included an attempt 
to relate coping behaviours to the husband’s 
drinking outcome. Minimal relationships were 
obtained, possibly because Orford’s analysis 
lacked sufficient sensitivity to reveal such 
relationships. A median score was computed for 
each of the 56 items on the questionnaire and 
the results were analysed to determine whether 
a score higher than the median was associated 
with outcome. This statistical analysis provides 
only a gross measure of the relationship between 
coping style and outcome. In addition, perhaps a 
particular style of coping might be effective in 
one stage of alcoholism -but ineffective in 
another (see James and Goldman, 1972), that 
is, the minimal relationships observed may have 
been due to the nonlinear nature of some of the 
effects studied. It can also be hypothesized that 
the mode of coping a wife uses is only one of a 
number of marital variables which are related 


to drinking outcome. While the effects of the ` 


individual modes of coping measured. by Or- 
ford’s questionnaire might be relatively small, 


the effects of the wife’s overall behaviour and 
the familial configuration could be considerable. 
The fact that Orford et al and James and Gold- 
man (1972) have found modes of coping to be 
related to a number of different variables sug- 
gests such an hypothesis: the relationship bet- 
ween a wife’s coping style and her husband’s 
sobriety depends partly upon other relevant 
variables. 

Thus, the purpose of the study reported here 
was twofold: (1) to study the relationship 
between modes of coping and drinking outcome, 
using more refined measures of the relationship 
than did Orford et al, and (2) to attempt to 
predict drinking outcome by a number of 
marital variables. 

The literature provides some hints as to 
which variables might be important. Coping 
style as identified by Orford and his associates is 
one. Others are the stage of the wife’s adjustment 
pattern (Jackson, 1954), differences in how 
wives perceive their husbands (Kogan and 
Jackson, 1961, 1963), whether there was a 
drinking problem before marriage (Lemert, 1960) 
and the educational level of the wife (Bailey, 
1967). 

Given the limited available knowledge of the 
complex relationships between the variables 
thought to be relevant, it is premature to 
attempt a precise specification of the relation- 
ship between the husband’s drinking pattern 
and his wife’s behaviour. The present study is an 
effort to move in that direction by using a 
multiple regression approach to explore further 
the relationship between wife’s coping style and 
husband’s sobriety. 


Method 


Four questionnaires, 250 copies each, were 
distributed to key members of Al-anon groups in 
Minnesota and North Dakota who in turn 
distributed the questionnaires to fellow Al-anon 
members. Completed , questionnaires were re- 
turned by 124 of these women. 

The primary instrument was the 56-item 
‘Coping With Drinking’ questionnaire devised 
by Orford et al (1975) as a measure of the 
styles wives of alcoholics use to cope with their 
husbands’ drinking. The respondent is asked to 
consider her behaviour over a six-month period 
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and to check one of four answers (‘yes, often’, 
‘yes, sometimes’, ‘yes, once or twice’, ‘no’) for 
each statement. Subjects also received a modi- 
fication of the Leary Interpersonal Check List 
(LaForge and Suczek, 1955), to determine how 
the wife perceived her husband overall, and a 
questionnaire designed to determine which of 
Jackson’s (1954) coping states was currently 
occupied by the wife. Results from the latter 
two measures were essentially uninformative 
and therefore will not be presented here. 
Criterion measures were obtained from a 
fourth questionnaire, entitled the Alcoholism 
Questionnaire, which was intended to assess the 
husband’s level of sobriety. Both the husband 
and wife were asked to respond independently to 
this instrument, which included items enquiring 
as to time since the husband last drank, the 
number of Alcoholics Anonymous meetings he 
attended in the previous year, and the percent- 
age of time he was sober during the past year. 
The major hypothesis was that the wife’s 
coping behaviour, as revealed by the ‘Coping 
With Drinking’ questionnaire, would be signifi- 
cantly related to the husband’s current drinking 
behaviour, as defined by the three criterion 
variables named above. To test this hypothesis, 
data from the ‘Coping With Drinking’ question- 
naire were the first factor analysed, using the 
principal components condensation procedure. 
Next, a varimax rotation was applied and factor 
scores were computed for each subject. Finally, 
coping factors and the three criterion variables 
were submitted to a multiple regression analysis. 


Results 
Demographics , 

The wives in this study had a mean age of 40.1 
with a range of 20 to 69 years. They had been 
married for an average of 18.3 years, with a 
range of less than one year to 50 years. They had 
an average of 3.4 children with a range of 0 to 
12. Of the 124 husbands, 25 attended no Alco- 
holics Anonymous meetings in the past year, 18 
attended 10 or fewer meetings, and 46 attended 
once a week or more. In addition, 35 of the 
husbands were drinking alcoholics, 30 had been 
sober for less than six months, and 16 had been 
sober for five years or more. The mean number 
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of months since the last drink was taken was 
21.8. 


Response groups 
Of the 124 wives who completed the question- + 
naire, 41 indicated that their husband had 
either refused or failed to complete his copy of 
the Alcoholism Questionnaire. Independent 
sample ¢ tests were used to compare wives’ 
responses to the alcoholism criterion measures 
for two groups of wives: the group in which the 
husband did complete his questionnaire (HR 
group) and the group in which the husband 
failed to respond (HNR group). Highly signifi- 
cant differences on all three criterion variables 
were obtained. (See Table 1). Wives in the HR 
group reported that their husbands had gone 
longer since their last drink, had attended more 
AA meetings in the past year, and were sober a 
greater percentage during the past year. Related 
sample ¢ tests revealed no significant differences 
between the responses of the wife and the hus- 
band in the HR group. Differences between the 
HR and the HNR groups had not been anti- 
cipated. In view of the consistent differences 
between these groups, subsequent analyses were 
performed separately for the two groups. 


Coping with drinking questionnaire 

The 56 items of the ‘Coping 'With Drinking’ 
questionnaire were factor analysed using a 
principal components condensation procedure 
with unities in the diagonal of the correlation 
matrix. The most readily interpretable solution 
involves the first nine factors, which account for 
53 per cent of the common variance. 

Factor 1 accounts for 15.5 per cent of the 
common variance and includes items with three 
different foci. One set of items involves the wife’s 
aggressive confrontation of her husband con- 
cerning his drinking and drinking-related 
problems. A second group of items involves a 
more indirectly manipulative confrontation of 
the husband’s behaviour.. The remaining items 
appear to reflect the wife’s feelings of anger and 
helplessness. Thus, this factor is labelled 
‘Confrontation-Discord’. : 

Factor 2 (7.9 per cent of the variance) includes 
two general types of items. The first type in- 
volves behaviour on the wife’s part which is 
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TABLE I 


Wives’ reports on husbands’ dake: the difference between report on husbands who completed their alcoholism questionnaire 
(HR) and on those who did not do so (HNR) 





> HR 
Variable mean’ 
Last drink (mos.) 8.5 

AA attendance -146.9 

Per cent time sober in year 88% 





HNR 

mean t df* $ 
28.0 3.27 118 ' 001 
20.6 4.09 107 .0001 
67% . 2.94 56 005 





* Not all wives responded to all three items, hence the differing degrees of freedom. 


either self-destructive or places her in an em- 
barrassing situation (e.g. ‘Have you tried to 
show him how you feel by threatening to kill 
yourself?’). The second type includes behaviours 
which are destructive to her spouse or place him 
in an embarrassing situation. Thus, this factor is 
called ‘Destructive Reaction’: 

Factor 3 (6.2 per cent-of the variance) in- 
volves items which describe the. wife’s attempts 
to avoid her husband, particularly when he is 
drinking, and consequently is entitled the 
‘Avoidance’ factor. 

Factor 4 (5.2 per cent of the variance) con- 
cerns specific action taken by the wife which is 
directed against her husband (e.g., items con- 
cerning separation or divorce), so is labelled 
‘Spouse-specific Reaction’. 

Factor 5 (4.4 per cent of the variance) refers 
to those.actions taken to eliminate the. alcohol 
itself, and is called the ‘Anti-alcohol Reaction’. 

Factor 6 (4.2 per cent of the variance) in- 
volves taking specific action to seek: assistance 
from outside the family, so is labelled ‘Seeking 
Outside Help’. ` 

Factor 7 (3.4 per cent of the variance) con- 
cerns the wife’s inability to take.specific action, 
or her tendency to react in a fearful, passive 
manner. This factor is labelled Taata, 
Fearful Action’. ; 

Factor 8 (3.3 per cent of the Jiane in- 
volves the wife’s attempts to care for her husband 
and make him comfortable, and is called 
“Taking Care of Husband’. 

Factor 9 (2.8 per cent of the variance) refers to 
financial considerations and is called the 
‘Financial Action’ factor. . 

There are a number of similarities between 


ratios are. presented, 


the 9 factor solution used in the present study 
and the 10 factor solution of the Orford et al 
study (1975). In both studies, principal factors 
indicate that the general types of coping that 
wives use in response to their husbands’ abusive 
drinking seem to be confronting him about his 
behaviour, avoiding him, taking specific action 
against the alcohol itself, taking specific action 
against him, competing with him in a self- 
destructive or spouse-destructive manner, and 
responding in a passive or fearful manner. 


Coping styles and drinking pattern 

Recall that the major goal of this study was to 
determine whether there is a relationship 
between the wife’s coping style and the pattern 
of her alcoholic husband’s drinking behaviour. 
In order to test the hypothesis that such 
relationships exist, a series of regression analyses 
were performed between each of the nine 
coping style factors and the three criterion 
variables. 

For the HR group there were two significant 
regressions, the regression of the criterion 
variables on the Spouse-specific and on the 
Inaction, Fearful Action factors. For the HNR 
group there were also two significant regressions, 
the regression of the criterion variables on the 
Anti-Alcohol and the Taking Care of Husband 
factors. (See Table 2). 

Typically, for statistically significant re- 
gression analyses, beta weights and associated F 
so that a prediction 
equation can be computed. In the present case, 
for each regression analysis , there is one, pre- 
dictor variable (style of coping factor) and three 
criterion variables (drinking behaviour of the 
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Tase II . 
Upali between criterion variables and styles of coping shai 








Pearson 
Group Variable - correlation (Significance) 
` coefficient - 
Last Per cent 
; . drink AA i sober 
A S 
HR : Spouse-specific — .30(< .01) — .23 (< .05) —.34 (< .01) 
Inaction : -25 (< .05) - 17 (a.s.) 31 (< .01) 
HNR  Anti-alcobol ` .40 (< .01) ` 91 (ns) — .09 (n.s.) 
' Taking care —.5l (< .01) — -26 (n.s.) —.11 (n.s.) 





Compare with Table I. 


husband). Thus a regression equation would 
select the optimal combination of criterion 
variables in order to predict the predictor 
variable. This study attempted instead to pre- 
dict the criterion variables from the pre- 
dictor variable, i.e. the husband’s sobriety from 
the wife’s behaviour. Therefore, the Pearson 
correlation coefficients between the relevant 
predictor variable and each of the criterion 
variables are more appropriate than the beta 
weights. 

Table 2 contains the correlations between 
predictor and criterion variables for those styles 
of coping for which the overall regression analy- 
sis was statistically significant. These co- 
efficients iridicate that for the HR group the 
Spouse-specific factor is negatively related to 
sobriety, while the Inaction, Fearful. Action 
factor is positively correlated with successful 
drinking control. In the HNR group the Anti- 
alcohol factor was positively related and the 
“Taking Care of Husband factor was negatively 
correlatéd with one of the criterion variables, 
time since the last drink. 


Other predictor variables re 


The data on the educational level and the 
husband’s drinking before marriage show that 
the women in this study averaged slightly more 
than a high school education (12.8 grades in the 
HR group and 13.0 in the HNR group) and 
approximately 70 per cent of the men did not 
have a drinking problem when they married. A 
multiple regression analysis was performed bet- 


ween these variables and the criterion variables 
and no significant relationships were found. 


Discussion | 


Aione wives whose husbands failed to com- 
plete the questionnaire, the responses most 
strongly related to the husband’s sobriety 
involved taking specific action against the 
alcohol itself, such as pouring it away or re- 
fusing to allow it in the house. A coping pattern 
which -was nurturant and caretaking, e.g., 
avoiding fights or making the husband more 
comfortable, was negatively related to sobriety. 
It is understandable that the latter type of 
response could be counterproductive,: since the 
wife would in effect be reinforcing her husband’s 
drinking behaviour. It is not as clear why taking 
action against the alcohol itself should be 
positively related to sobriety. One possible 
explanation is that confronting the husband 
about his drinking in an indirect and non- 
threatening : manner enables him to. realize 
what he is doing to the family and thereby 
precipitates a change. Alternatively, the wife’s 
response might somehow be a direct result of the 
husband’s behaviour, or both behaviours might 
be a result of some third unmeasured variable. |. 

In ,the group in which the husband did 
respond to the questionnaire, two apparently 
different strategies had a positive correlation 
with sobriety. When the wives pretended as if 
all were well or reacted in a fearful way, these 
responses were positively related to sobriety. In 
addition, wives who took specific action against 
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the husband, such as seeking a divorce or 
separation or leaving home, showed a negative 
relationship. Again, an interpretation of these 
findings is not readily apparent. The current lore 
in alcoholism counselling states that taking 
direct, assertive action such as filing for divorce, 
‘creates a family crisis, which in turn encourages 
changes conducive to the husband’s sobriety. 
On the surface the findings of the present study 
suggest the opposite. Again the explanation for 
this discrepancy may have to do with threat. It 
may be that, if the wife responds in an assertive 
manner, her alcoholic husband feels threatened 
and responds angrily and defensively, accoun- 
ting for the negative correlation. Subsequently, 
his behaviour may become increasingly passive- 
aggressive, a tendency which may find ex- 
pression through even more drinking behaviour. 
Or he may turn to alcohol, as he has in the past, 
to relieve the anxiety associated with the new 
threat. 

Thus, the crucial variable in explaining the 
findings in both HR and HNR groups may be 
the safety of the atmosphere which exists be- 
tween the husband and wife. Any behaviour on 
the wife’s part which severely threatens her 
husband is likely to be counterproductive. If, on 
the other hand, she is able to communicate her 
feelings of distress and frustration to him in a 
way which he regards as safe, the probability 
will increase that he will achieve sobriety. 

This interpretation is similar to that proposed 
by Orford et al (1975). Their data suggest that 
an ‘engaged but discriminated’ coping style may 
be associated with a favourable outcome. That 
is, coping styles which involve withdrawal or 
disengagement from the marriage are ‘most 
uniformly associated with a relatively poor 
prognosis’. Similarily, responses which invoke 
taking action against the husband himself are 
associated with continued drinking. That leaves 
a coping style which is directed at the drinking 
behaviour, not at the person. (For a parallel in 
the child-rearing literature, see Dreikurs, 1964.) 
The present data are consistent with the hypo- 
thesis that the safety of the marital atmosphere 
may be the crucial variable in an ‘engaged but 
discriminated’ coping style. 

The major implications of these findings is 
that different response patterns on the part of 


the wife are related to differences in her hus- 
band’s drinking behaviour. The more specific 
interpretations detailed above must be offered 
tentatively in view of several considerations. 
Both coping style and drinking behaviour were 
assessed in self-reports. Thus the observed 
relationships may to some degree reflect 
cognitive/perceptual factors affecting self-report 
accuracy. Further, the extent to which the 
obtained relationships are descriptive of non 
Al-anon populations requires further investi- 
gation. Finally, given the correlation nature of 
the data, inferences about causality are offered 
as only one possible interpretation. The wife’s 
behaviour may influence her husband’s drinking 
activity, but the reverse is also possible (see 
James and Goldman, 1972), as is the possibility 
that each may influence the other (for parallels 
outside this area, see von Bertalanffy, 1965; 
Bowers, 1973). It is also conceivable that both 
the attainment of sobriety and coping style are 
mutually influenced by some third variable(s). 
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“The Hierarchy Model of Psychiatric Symptomatology: An 


Investigation Based on Present State Examination Ratings 


By P. G. SURTEES and R. E. KENDELL’ 


SUMMARY Psychiatric diagnoses are arranged in a rough hierarchy, 
generally regarded as a convention to enable patients with a wide range 
` of symptoms to be allocated to single diagnostic categories. Foulds, 
on the basis of self-report questionnaire responses, claimed that 
patients with symptoms at the higher levels of this hierarchy not only 
may but characteristically do exhibit symptoms at all lower levels as 
well. Foulds’ hierarchy model was tested here, using PSE ratings from 
two large series of in-patients; at least 75 per cent fulfilled the require- 
ments of the model, but up to 50 per cent of schizophrenic and manic 
patients failed to do so. Almost two-thirds of all patients with psychotic 
symptoms establishing them in one of the upper two classes of the 
hierarchy did not exhibit the neurotic symptoms they required lower 


in the hierarchy. 


Although they may not be aware of doing so, 
most psychiatrists use diagnostic categories as if 
the major psychotic and neurotic disorders 
were arranged in a hierarchy. Uppermost in 
this hierarchy come the organic psychoses. If 
there is evidence of brain disease like epilepsy or 
severe cognitive impairment, that determines 
the diagnosis almost regardless of which other 
psychotic or neurotic symptoms are present. 
Next comes schizophrenia. By tradition, certain 
symptoms are regarded as diagnostic of schizo- 
phrenia no matter what other symptoms may 
also be present, provided only that there is no 
question of cerebral disease. The “symptoms of 
the first rank” which Schneider (1959) regarded 
as pathognomonic of schizophrenia “except in 
the presence of coarse brain disease” are an 
explicit statement of this convention, and in 
practice other clinicians attach a similar 
significance to thought disorder. 

The next tier down is occupied by manic- 


depressive illness. Even if its characteristic, 


features are present, organic or schizophrenic 
psychoses take precedence so that, for instance, 
patients with both schizophrenic and affective 
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symptoms are classified as schizophrenics. On 
the other hand, neurotic symptoms of any kind 
may be present without disturbing the diagnosis, 
for neurotic illness comes below manic-depressive 
in the hierarchy. In general, any given diagnosis 
excludes the symptoms of all higher members of 
the hierarchy and embraces the symptoms of 
all lower members. It is therefore no accident 
that the order in which psychiatric diagnoses 
have been listed in the last three revisions of the 
International Classification of Disease and the 
flow charts of computer programs for deriving 
diagnoses from clinical ratings (e.g. Spitzer and 
Endicott, 1968; Wing et al, 1974) are based on 
the same sequence. 

Jaspers (1959), who was the first to recognise 
the existence of this hierarchy, assumed that it 
was simply a convention, adopted to enable 
psychiatrists to attribute a single diagnosis to 
each patient, even though many patients 
exhibited the characteristic symptoms of several 
different diagnostic categories. More recently, 
Foulds claimed that psychiatric patients not 
only may but almost invariably do possess the 
symptoms of disorders lower down the hier- 
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archy (Foulds, .1965 and 1976). His schema 
ignores organic states and arranges functional 
disorders into four distinct classes, with each 
class representing a different level of psycho- 
pathology. The classes are as follows :— 


Class 4 Delusions of Disintegration 

(the highest) (DD)—delusions of control, 
autochthonous delusions and 
hallucinations. 

Class 3 Integrated Delusions (ID)— 
delusions of persecution, gran- 
deur and contrition. 

Class 2 Neurotic Symptoms (NS)— 

i obsessional, phobic and DR 
-cal symptoms. 

Class 1 Dysthymic States (DS)—-states 

, (the lowest) of anxiety, depression and 
elation. 


In order to test this model, Foulds developed 
a self-report inventory, the Delusions-Symptoms- 
States Inventory (DSSI) which consists of 84 
items, each scored on a four-point scale, covering 
the groups of symptoms represented in this 
hierarchy. He then demonstrated that 93 per 
cent of 480 psychiatric patients (a mixture of in- 
and out-patients from English, Scottish and 
Canadian hospitals) obtained scores on the R 
(recent) form of the inventory which fulfilled 
the requirements .of his model (Foulds and 
Bedford, 1975). Patients who achieved the 
threshold score of 4 on DD reached the thresh- 
holds for ID, NS and DS as well; those who 
achieved the threshold score for ID, also did so 
for NS and DS; and those who reached the 
threshold for NS also did so for DS. 

So far, this finding has not attracted as much 
interest as it deserves, perhaps because of the 
idiosyncratic terminology Foulds used. If it 
could be confirmed by other workers for other 
patient populations, however, the implications 
would be far reaching, not just for psychiatric 
nosologies but also for theres of aetiology and 
therapeutics. - ” 

The: present study was daed to find out 
whether ratings made by psychiatrists using: 
structured interviews fulfilled the requirements: 
of Foulds’ hierarchy.as well as the. self-report 
questionnaire responses he himself described. 
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Method 

Between 1966 and 1968, the staff of the 
US/UK Diagnostic Project (J. E. Cooper, 
J. R. M. Copeland, R. E. Kendell and N. 
Sartorius) examined two large consecutive series * 
of admissions to English mental hospitals—250 
patients admitted to Netherne Hospital in 
Surrey and 174 from a representative sample of 
9 of the 22 mental hospitals serving Greater 
London. All patients were between the ages of 
20 and 59 and each was interviewed within a few 
days of admission, using the Present. State 
Examination (Wing et al, 1974), Full details of 
the patients, interviewing methods and diag- 
nostic criteria employed are given elsewhere 
(Cooper et al, 1972). The present. study was 
based on the PSE ratings of these ‘Netherne’ and 
‘London’ series. Partly because the Netherne 
patients had been given the 480 item 7th.edition 
of the PSE and the London patients the 442 item 
8th edition, and partly to condense the inform- 
ation into more ‘useful units, both sets of data 
were converted by stage 1 of the Catego 
programme (Wing et al, 1974) into the 145 
‘symptoms’: of. the 9th edition. Prior to data 
analysis, these 145 PSE symptoms, or com- 
binations of them, were then equated as closely 
as possible with the; 84 items of the DSSI. 
Seventeen PSE items were assigned to Foulds’. 
Dysthymic States, ten to Neurotic Syniptoms, 
seven to Integrated Delusions. and ten' to 
Delusions of Disintegration. It was harder to 
decide what. the threshold score should be for 
each level of the hierarchy and eventually two 
alternative sets were used—a low threshold set 
(Method 1) in which a score of one on any PSE 
item assigned to that class of the hierarchy was 
accepted, and-a high threshold set (Method 2) 
which used the thresholds for each PSE: item 
suggested by Wing et al (1974). (Details of which 
PSE items were.equated with which DSSI items 
and of these threshold scores are available from 
the authors on request.) - í 


; Results... 

Sixteen patients were.excluded because their 
original PSE interviews had been. rated, as 
incomplete, and eleven others because they had 
project diagnoses of organic illness. This reduced 
the Netherne series to 235 patients and the 


TABLE I 
Overall conformity to the hierarchy model 


Patients fitting the 


hierarchy model 
N % 

Netherne Method 1 190 80.9 
patients 

N = 235 Method 2 206 87.7 

London Method 1 112 69.1 
patients 

N = 162 Method 2 117 72.2 

Netherne and Method 1 302 76.} 
London 

N = 397 Method 2 323 81.4 


London series to 162. The proportion of 
patients in each series fitting Foulds’ hier- 
archy model was then examined, first with 
Method 1 and then with Method 2. The results 
are shown in Table I. 

A somewhat higher proportion of the Netherne 
patients than of the London patients fitted the 
model, and Method 2 (high threshold) produced 
fewer non-conforming patients in both. Overall, 
however, at least 75 per cent of patients fitted the 
model. 

For the next stage of the analysis, the Netherne 
and London patients were combined to form a 
single population of 397 patients and different 
diagnostic categories were examined separately. 
These diagnoses had originally been made by 
the project psychiatrist after a detailed history 
had been obtained and the mental state 
examination carried out. They were based on 
the nomenclature of the 8th (1965) revision of 
the ICD and the descriptions in the British 
glossary (Registrar General, 1968). Four broad 
diagnostic groupings were examined: Depres- 
sion, consisting of ICD categories 296.0, 296.2, 
296.3, 296.9, 298.0 and 300.4; Mania, con- 
sisting of ICD category 296.1 and a single case 
of reactive excitation (298.1); Schizophrenia, 
consisting of ICD category 295 plus five 


patients with paranoid states (297); and Other. 


Diagnoses, consisting mainly of neuroses (other 
than depressive), personality disorders, alco- 
holism and combinations of these. The per- 
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centages of patients from these four broad 
groupings fitting the hierarchy are shown in 
Table II. 

The results are clear-cut. Whichever method 
of analysis is used, over 90 per cent of the 
Depression and Other Diagnoses groups fit the 
requirements of the hierarchy, but for Schizo- 
phrenia and Mania the percentage is much 
lower, varying from 48 per cent to 70 per cent. 
Finally, all non-conforming patients were 
examined separately. The results are shown in 
Table ITI. 

It is clear from this that some of the eleven 
possible non-conforming patterns are much 
commoner than others and that, as Foulds 
found himself, the majority of failures to meet 
the requirements of the model (72 per cent with 
Method 1 and 47 per cent with Method 2) are 
due to an absence of neurotic symptoms (NS) 
in patients with either integrated delusions (ID) 
or delusions of disintegration (DD). 


Discussion 


This study required a large number of 
arbitrary decisions concerning both the equi- 
valence of PSE and DSSI items and the 
appropriate threshold scores for each of the four 
classes of Foulds’ hierarchy. It is possible, 
therefore, that different choices at either of these 
stages would have produced different results. 
We doubt, however, whether they would have 
been sufficiently different to change the main 
conclusions. It is likely that if the threshold 
scores had been set even higher than they were 
in our Method 2, the overall percentage of 
patients fitting the model would have been 
somewhat higher. This would, however, have 
been at the expense of reducing even further the 
number of patients reaching the two higher 
classes (DD and ID) of the hierarchy, and as it 
was, the thresholds of our Method 2 only 
allowed 67 of 121 schizophrenics (55 per cent) 
to qualify. 

The most important cause of failure to fulfil 
the requirements of the hierarchy model was an 
apparent absence of neurotic symptoms in 
patients with Delusions of Disintegration or 
Integrated Delusions. This could, of course, have 
been due simply to an inadequate coverage of 
neurotic symptoms in the PSE, or to the failure 
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Taste II 
Percentage of patients falling to each of the five hierarchy patterns 


A. Method 1 








Hierarchy classes 












































Group 1111 Olll 0011 0001 0000 Other % 

Diagnostic group size DD ID NS DS PI patterns Fit 
Depressive illness 168 3.0 5.4 35.7 45.2 1.2 9.5 90.5 
Mania 20 10.0 0 0 40.0 5.0 45.0 55.0 
Schizophrenia 121 14.1 6.6 10.7 14.9 1.6 52.1 47.9 
Other conditions 88 0 0 43.2 47.7 1.1 8.0 92.0 

ess 
Total 397 6.0 4.3 28.0 36.3 1.5 23.9 76.1 
B. Method 2 
Hierarchy classes 

Group 1111 0111 0011 0001 0000 Other w 

Diagnostic group size DD ID NS DS PI patterns Fit 
Depressive illness 168 0 2.4 29.1 61.9 1.8 4.8 95.2 
Mania 20 0 5.0 0 660.0 5.0 30.0 70.0 
Schizophrenia 121 5.0 5.0 9.9 24.8 10.7 44.6 55.4 
Other conditions 88 0 0 31.8 58.0 3.4 6.8 93.2 
Total 397 1.5 2.8 22.4 49.6 5.1 18.6 81.4 











Membership of each class of the hierarchy is denoted by | and non-membership by 0. The letters associated 
with each pattern (DD, ID, NS, DS, PI) indicate the highest class included in that pattern. PĪ, to use Foulds’ 
notation, indicates the absence of ‘personal illness’ i.e. symptoms where present do not reach the threshold 


for any of the four classes. 


of the Diagnostic Project psychiatrists to go 
systematically through this section of the 
interview in patients who were clearly psychotic. 
In fact, the PSE covers phobic and obsessional 
symptoms very thoroughly. The 7th and 8th 
editions used here, however, did not include 
items for either conversion symptoms or dis- 
sociative states, and had they done so it is likely 
that a few more patients would have scored on 
Neurotic Symptoms. We do not think, though, 
that the inclusion of these items would have 
altered our findings very much. Hysterical 
symptoms are less common than phobic or 
obsessional symptoms, particularly in psychotic 


patients. It can be calculated from the data in 
Tables II and III that only 49 of 135 patients 
(36 per cent) by Method 1, or 24 of 90 patients 
(27 per cent) by Method 2, who scored on 
Delusions of Disintegration or Integrated Delu- 


sions also scored on Neurotic Symptoms and the 
addition of a few hysterical symptoms would not 
be likely to increase these low percentages very 
much. 

Nor do we think that a failure by the original 
interviewers to elicit neurotic symptoms in 


‘psychotic patients is a plausible explanation of 


these findings. In most cases, even in patients 
who were obviously hallucinated or deluded, the 
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Taste III 
Non-conforming patients 






















































































, A. Method 1 
Symptom pattern 
T Depressive Other 
DD ID NS DS illness Mania Schizophrenia conditions Total 
1 0 1 1 1 0 4 3 8 
1 1 0 1 3 5 33 0 41 
1 1 1 0 0 0 0 0 0 
l 0 0 1 2 1 4 3 10 
i l 0 0 0 j 0 4 0 4 
1 0 1 0 0 0 0 0 0 
l 0 0 0 0 0 l 0 1 
0 l 0 1 id 2 15 0 27 
0 1 1 0 0 0 0 0 0 
0 i 0 0 0 l 2 0 3 
0 0 i 0 0 0 0 1 i 
B. Method 2 
Symptom pattern 
Depressive Other 
DD ID NS DS illness Mania Schizophrenia conditions Total 

1 0 1 1 1 0 4 2 7 
1 1 0 1 0 1 18 0 19 
1 1 1 0 0 0 0 0 0 
l 0 0 1 5 i 12 3 21 
1 1 0 0 0 j 0 2 0 2 
1 0 1 0 0 0 0 0 0 
1 0 0 0 0 0 3 0 3 
0 l 0 1 2 4 10 0 16 
0 1 I 0 0 0 0 0 0 
0 1 0 0 0 0 5 0 5 
0 0 1 0 0 0 0 1 1 











P. G. SURTEES AND R. E. KENDELL 


interviewers worked systematically through the 
interview from beginning to end, and in all 
editions of the PSE neurotic symptoms precede 
psychotic ones. Moreover, in any patient in 
whom any substantial section of the interview 
schedule was not completed, a rating of ‘in- 
complete interview’ was made and the sixteen 
patients to whom this applied were not included 
in the analysis. 

In conclusion, therefore, our findings do not 
support Foulds’ hierarchy model despite the 
fact that its requirements are fulfilled overall by 
at least 75 per cent of patients and by over 90 per 
cent of those with depressive illnesses, neurotic 
illnesses and personality disorders. The in- 
compatible findings are that between 30 per cent 
and 52 per cent of patients with manic and 
schizophrenic illnesses do not fulfil its require- 
ments and, more damaging still, at least 64 per 
cent of all patients with Delusions of Dis- 
integration or Integrated Delusions do not 
possess the Neurotic Symptoms they are 
required to have. Perhaps this is not surprising. 
It is common clinical experience that although 
schizophrenics frequently have mood distur- 
bances (usually depression but sometimes 
anxiety or elation) as well as their hallucinations 
and delusions, it is less common for them to have 
hysterical, phobic or obsessional symptoms. It is 
also well known that neurotic symptoms and 
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mania are almost incompatible and that if 
patients with lifelong phobic or obsessional 
symptoms ever become manic their neurotic 
symptoms melt away until their mood returns 
to normal. 
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‘Neuroendocrine Effects of Apomorphine: Characterization of 
Response Patterns and Application to Schizophrenia Research 


By JOHN ROTROSEN, BURTON ANGRIST, SAMUEL GERSHON, 
JEANNE PAQUIN, LAURA BRANCHEY, MARVIN OLESHANSKY, 
FRIEDA HALPERN and EDWARD J. SACHAR 


SUMMARY Apomorphine, a direct-acting dopamine agonist, stimu- 
lates release of growth hormone (hGH) and suppresses release of 
prolactin (PRL) from the anterior pituitary. Previous studies com- 
paring the magnitude of these responses in schizophrenics and controls 
suggest that many acute (and some chronic) schizophrenics have 
exaggerated hGH responses; many chronic schizophrenics (and 
patients with tardive dyskinesia) have blunted hGH responses to 
apomorphine, and possibly blunted PRL responses. The present 
studies extend and confirm these findings in chronic schizophrenics; 
in addition, several studies were undertaken to further characterize 
these apomorphine-induced endocrine responses. Studies in which 
apomorphine was given on 2 or 3 separate occasions to each of five 
subjects indicate that the hGH response is a highly reproducible 
individual index, but PRL suppression is a less satisfactory measure. 
hGH responses to apomorphine were consistently antagonized by 
pretreatment with haloperidol, supporting the concept that the 
hGH-releasing effect of apomorphine is mediated by its action on 
dopamine receptors. Cyproheptadine pretreatment was associated 
with erratic increases or decreases in the hGH response to apomor- 
phine, but did not alter PRL levels or apomorphine-induced PRL 
suppression. The relationship of these findings to biological hypotheses 
of schizophrenia and to neuroleptic-induced receptor changes is 
discussed. 


In attempts to explore hypotheses relating 
schizophrenia to dopaminergic alteration (Matt- 
hysse, 1973; Snyder et al, 1974; Carlsson, 1978), 
our group and several others have examined 
endocrine responses elicited by dopamine 
agonists (Ettigi e al, 1976; Rotrosen et al, 1976, 
1978a, 1978b; Pandey et al, 1977; Tamminga et 
al, 1977; Meltzer et al, 1978b). Differences 
between schizophrenics’ and controls’ res- 


ponges have been seen in each reported study;. 


however, the nature of these differences, their 
relationship to previous neuroleptic treatment, 
and their implications with respect to the etio- 


. 


pathology of schizophrenia and possible dopa- 
minergic alteration in brain are not clear. 

Two hormones-—growth hormone and pro- 
lactin—have been studied. Growth hormone 
(GH) release from the anterior pituitary is 
regulated by complex mechanisms. Enhance- 
ment of human GH (hGH) release is seen 
following administration of dopaminergic agon- 
ists (apomorphine, 1-DOPA, bromocriptine), 
alpha-adrenergic agonists (clonidine), beta- 
adrenergic antagonists (propranolol), and possi- 
bly serotonergic agonists (L-tryptophan, 5- 
hydroxytryptophan) (Imura et al, 1968, 1973; 
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Lal et al, 1973, 1975a, 1975b; Muller et al, 1974; 
Camanni et al, 1975). Various stresses (insulin- 
induced hypoglycemia, exercise) and physio- 
logical rhythms (sleep) are associated with hGH 
release; these may be mediated, at least in part, 
through serotonergic mechanisms (Smythe and 
Lazarus, 1974; Mendelson et al, 1975; Plotnick 
et al, 1975; Brown and Heninger, 1976). 
Morning hGH levels in women are elevated for 
several days surrounding ovulation (Genazzani 
et al, 1975). Pharmacologically evoked hGH 
release diminishes with age (Maany et al, 1975). 
These hGH responses are all thought to be 
mediated by a releasing factor and a release- 
inhibiting factor which are secreted from pepti- 
dergic hypothalamic neurons into the portal 
hypophyseal circulation (Martin, 1973). These 
peptide factors exert their effects at the level of 
the pituitary. Prostaglandin E, (PGE,) can also 
elicit GH release, probably by a direct action on 
pituitary somatotrophs; PGE, may play a key 
role in mediating the effects of GH-releasing 
factor (Ito et al, 1971; Cooper et al, 1971; Ojeda 
et al, 1978). 

Release of PRL from the anterior pituitary is 
physiologically suppressed by tonic dopa- 
minergic activity. Dopamine agonists (apo- 
morphine, 1-DOPA, bromocriptine, ET-495) 
enhance this suppression; drugs that interfere 
with dopaminergic neurotransmission (neuro- 
leptics, reserpine, «-methyl-para-tyrosine) re- 
move the inhibitory control and induce PRL 
release. Serotonin clearly induces PRL release 
in the rat and may do so in man (see Meltzer et 
al, 1978a and McLeod, 1976 for review). Other 
neurotransmitter systems (endorphins, GABA) 
affect PRL secretion, but it is not clear whether 
these actions are mediated through dopa- 
minergic neurons (Meltzer et al, 1978a; Mc- 
Leod, 1976; Dupont et al, 1977; Grandison and 
Guidotti, 1977; Simonovic et al, 1978; Thorner 
et al, 1978; Van Vugt et al, 1978; Vijayan and 
McCann, 1978). Dopamine inhibits PRL 
release directly at the level of the pituitary, both 
in vitro and in vivo (Meltzer et al, 1978a; Mc- 
Leod, 1976; Grandison and Guidotti, 1977; 
Thorner et al, 1978; Sachar, 1978). Whether 
physiologic PRL regulation at the pituitary level 
involves a prolactin release inhibiting factor 
other than dopamine itself is not clear. Basal 
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PRL levels are higher in women than in men, 
are elevated during sleep, and vary throughout 
the menstrual cycle (Meltzer et al, 1978a; 
McLeod, 1976). A 

The dopamine agonists that have been used to- 
study endocrine response in schizophrenia are 
apomorphine and levo-dihydroxyphenylalanine 
(1-DOPA) (Ettigi et al, 1976; Rotrosen et al, 
1976, 1978a and 1978b; Pandey et al, 1977; 
Tamminga et al, 1977; Meltzer et al, 1978b). 
Apomorphine is considered to be a direct-acting 
dopamine agonist; its action is not dependent 
upon intact presynaptic neurons (Anden et al, 
1967; Ernst, 1967). 1-DOPA is an indirect 
dopamine agonist requiring decarboxylation to 
dopamine in order to elicit endocrine responses. 
Peripheral decarboxylation and a direct action 
of dopamine on the pituitary is sufficient to 
suppress PRL release (Meltzer ef al, 1978a; 
McLeod, 1976); however, entry into the brain 
followed by presynaptic decarboxylation and 
release is probably requisite for evoking a GH 
response. 

Apomorphine or 1-DOPA administration is 
followed by elevation of hGH levels and sup- 
pression of PRL levels in peripheral blood 
(Ettigi et al, 1976; Rotrosen et al, 1976; 1978a 
and b; Pandey et al, 1977; Tamminga et al, 
1977; Meltzer et al, 1978a and b; Lal et al, 1973, 
1975a; Maany et al, 1975; McLeod, 1976; 
Sachar, 1978). While these responses are most 
likely to be mediated by dopamine-receptive 
cells, it is clear that they may be modified by a 
host of influences. The studies presented here 
extend previous work comparing schizophrenic 
to control subjects and explore the reliability 
and pharmacologic characteristics of these 
endocrine responses, 


Methods 


The methods used in these studies have been 
described in detail previously (Rotrosen et al, 
1976). Subjects were all men, 20-40 years old, 
who volunteered to participate and gave 
written informed consent. Schizophrenics met 
Research Diagnostic Criteria (Spitzer et al, 1977) 
for chronic or subchronic schizophrenia (never 


“regaining premorbid functional levels between 


hospitalizations, and having significant signs of 
schizophrenia more or less continuously for at 
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least two years), as well as criteria for ‘definite’ 
schizophrenia as defined by Feighner et al 
(1972). Controls included non-hospitalized phy- 
sically and psychiatrically healthy volunteers, as 

* well as hospitalized alcoholics after withdrawal 
from alcohol, and patients with clearly non- 
Schizophrenic character disorders. For at least 
7 days prior to testing subjects received no 
medication other than chloral hydrate or paral- 
dehyde for sedation when this was necessary. At 
least 48 hours intervened between different 
studies with an individual subject. 

All testing was begun between 9 and 10 a.m. 
after an overnight fast. Heparinized blood 
samples (3-6 ml) were obtained through a 
19-gauge butterfly needle kept patent with a 
slow infusion of normal saline. Samples were 
rapidly centrifuged and the separated plasma 
was stored at —20°C until assayed. Apomor- 
phine HC] was dissolved 1 mg/ml in iced saline 
10-15 min. prior to use. The dose of apomor- 
phine was 0.5 mg subcutaneously. Pretreatment 
medications were administered as indicated. 
hGH was assayed by a single antibody radio- 
immunoassay described by Laue ef al (1966); 
PRL was determined by the double antibody 
radioimmunoassay method of Sinha et al (1973). 


Results 


Altogether 47 male subjects (21 control sub- 
jects, 26 schizophrenics) participated in these 
studies. The two populations did not differ 
significantly in age or in weight (see Table I). 


Taare I 


Characteristics of schizophrenic and control populations 

participating in reported endocrine studies {meant+SEM). 

Not all the subjects represented here participated in all of the 
studies represented in the figures 








Schizo- 
Controls phrenics 
n 21 26 
Age (years) 27.24+1.0 25.9+4+0.7 
Weight (Ibs.) 156.143.4 163.544.4 
Basal hGH (ng/ml) 1.24+0.84 1.69+0.59- 
Basal PRL (ng/ml) 9.71+1.28 8.52+0.92 





NEUROENDOCRINE EFFECTS OF APOMORPHINE 


Basal hGH levels are usually low and fre- 
quently not detectable (<0.2 ng/ml), Following 
administration of apomorphine, elevation of 
plasma hGH occurs rapidly, usually reaching 
peak levels within 40 min.; hGH levels return 
toward baseline by 2 hours. We have previously 
shown a highly significant correlation (r = 
0.985, p <0.005) between peak hGH levels and 
total hGH response (area under the curve) 
(Rotrosens? al, 1976). 


Basal PRL levels vary considerably (mean 
9.05 + 0.76 ng/ml; range 1.0-28.8; n = 47), and 
tend to drop slightly during baseline period. 
Maximal PRL suppression usually occurs 
60-120 min. following apomorphine admin- 
istration. PRL levels 2 hours after apomorphine 
administration are usually still suppressed. 


Reliability of endocrine response to apomorphine 


In order to determine whether endocrine 
response to apomorphine is a reproducible 
measure that can provide information differ- 
entiating individuals or populations, five sub- 
jects were each tested on 2 or 3 different occa- 
sions (from 2 days to 9 months apart) (Figure 1). 
Peak hGH responses in these individuals ranged 
from 4 ng/ml to 30 ng/ml. A significant corre- 
lation (r = 0.975, P <0.005) was found between 
the first hGH peak and the second hGH peak. 
Two subjects, B (9 months between tests) and C 
(2 days between tests) had elevated basal hGH 
levels; nearly identical basal elevations were 
found on retesting, and responses to apomor- 
phine were also similar. 


Tests for reproducibility of PRL suppression 
in these same five subjects (Figure 2) gave less 
satisfactory results. In 3 subjects (C, D, E) both 
basal PRL levels and PRL suppression following 
apomorphine were reproduced reliably on 
retesting. However, marked retest differences in 
basal PRL levels were seen in subjects A and B; 
for both subjects PRL suppression following 
apomorphine (absolute or per cent suppression) 
differed between tests. Correlation between per- 
cent suppression on test | and on test 2 was low 
(r = 0.41, n = 5, not significant). 

Throughout the course of these (and other) 
studies, 23 subjects (10 controls, 13 schizo- 
phrenics, all males, 20-40 years old) have had at 
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Fic 1.—hGH responses of five subjects who were given apomorphine 0.5 mg s.c. (at 
arrow) on each of 2 or 3 separate occasions. Open circles = Ist trial, filled circles = 2nd 
trial (for subject A, 3rd trial is represented by lowest curve). Time between trials ranged 
from 2 days to 9 months (subject B). Note variability of responses between subjects but 
high reproducibility for repeated trials for each subject. Note also the reproducibly 
elevated basal levels in subjects B and C, and the fact that these elevations apparently do 
not preclude consistent responses to apomorphine. Inset, upper right, shows the relation- 
ship between peak response on Ist trial to the peak response on 2nd trial (r = 0.975; 
p <0.005). 


least duplicate baseline (at least 7 days neuro- 
leptic washout, overnight fast, 9-10 a.m. 


Responses in schizophrenics vs controls 
Growth hormone: Basal hGH did not differ 


sampling at the time the intravenous line was 
started, and prior to any drug administration) 
PRL determinations. Comparison of PRL levels 
in the Ist and 2nd determination for these 23 
subjects (data not shown) indicate that basal 
PRL levels are a reliable and reproducible 
individual measure (r = 0.85, n = 23, p 
<0.005). 


between 26 schizophrenics and 21 controls 
(Table I). Responses to apomorphine 0.5 mg 
s.c. were studied in 16 controls and 25 schizo- 
phrenics. Peak plasma hGH (highest absolute 


„hGH level in samples taken 20, 40, 60, or 80 min: 


after apomorphine) was significantly (p < 0.001) 
elevated over basal hGH. Mean peak hGH 
responses did not differ significantly between 
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Fic 2.—PRL responses of the subjects described in legend for Fig |. Open circles = Ist trial, 

filled cirles = 2nd trial (for subject A, 3rd trial is represented by upper curve of open 

circles). Note that a relatively reproducible response is seen when basal levels correspond 

(subjects C, D, E and subject A, 2nd and 3rd trial). Inset, upper right, shows the 

relationship between maximal suppression (here defined as percent change from time = 
0 min.) on the Ist trial and on the 2nd trial (r = 0.411, NS). 


schizophrenics (22.01 +5.09 ng/ml, mean + 
sem) and controls (24.18 +4.65 ng/ml) (Figure 
3). However, the distribution of responses in 
these two groups does differ (p <0.02, Kolmo- 
gorov-Smirnoff test) (Siegel, 1956), with con- 
trols tending to cluster about the mean, and 
schizophrenics tending toward a bimodal dis- 
tribution. 

Prolactin: Basal PRL levels in 21 controls and 


26 schizophrenics did not differ (Table I); _ 


significant suppression (p <0.01) of PRL levels 
was seen following administration of apomor- 
phine to 16 controls and 25 schizophrenics 


(Figure 4). Suppression was somewhat blunted 
in the schizophrenics compared to the controls. 
However, intersubject baseline variability of 
PRL levels is large, and this variability is 
greater than the total drug effect. 


Effects of pharmacologic pretreatments 

These studies were undertaken to attempt to 
assess the ‘dopaminergic’ mediation of these 
apomorphine-induced endocrine responses, and 
to explore the possibility of serotonergic modu- 
lating interactions. Haloperidol is a relatively 
specific dopamine receptor antagonist, and an 
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peak plasma hGH (ng/ml) 





controls 


schizophrenics 

Fic 3.— Peak hGH levels after apomorphine 0.5 mg s.c. in 

16 controls and 25 schizophrenics (some of the data for 
this figure have been published previously). 


inhibitor of apomorphine effects (Matthysse, 
1973; Snyder et al, 1974; Carlsson, 1978; Jan- 
ssen et al, 1965), Haloperidol 2.5 mg i.m., given 
60 minutes prior to apomorphine, markedly 
suppressed hGH response in 3 subjects (C, E, F; 
Figure 5); partial suppression was seen in 2 
subjects (B, D); in one subject (A) hGH levels 
which were dropping when apomorphine was 
administered continued to fall and remained 
low. Prolactin elevation was seen in all cases 
following haloperidol (PRL before haloperidol 
mean+SEM = 6.42+0.46 ng/ml; PRL 100 
minutes after haloperidol and 40 minutes after 
apomorphine = 29.67+2.94 mg/ml). Whether 
the response to haloperidol was partially attenu- 
ated by the subsequent administration of apo- 
morphine cannot be determined from these 
studies. 
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basal nadir basal nadir 


controls schizophrenics 


Fic 4.—Apomorphine-induced suppression of PRL levels 
in 16 controls and 25 schizophrenics. Basal samples were 
drawn just prior to administration of apomorphine 0.5 mg 
s.c. The nadir value was the lowest level seen in samples 
drawn 20, 40, 60 or 80 minutes following apomorphine. 


Cyproheptadine is usually considered to be a 
serotonin antagonist, although this may not be 
the case in the central nervous system, and other 
pharmacological effects are known (Aghajanian, 
1978; Stone et al, 1961). Pretreatment with 
cyproheptadine consistently suppresses hGH 
responses to insulin-induced hypoglycemia and 
to exercise (Smythe et al, 1974). hGH responses 
to apomorphine were not consistently altered by 
cyproheptadine 4 mg p.o. given 4 times daily for 
2 days and then 60 min. before apomorphine on 
the third day. Although no consistent effect 
was seen, in some subjects (B, D, F, H; Figure 6) 
pronounced increases or decreases in hGH 
response were associated with cyproheptadine 
pretreatment. 

Cyproheptadine did not alter basal PRL 
levels, nor did it alter the PRL response to 
apomorphine in 8 subjects (Figure 7). In con- 
trast, similar doses of cyproheptadine admin- 
istered intravenously to monkeys produce 


‘marked PRL elevation, and this effect can be 


blocked by prior administration of apomor- 
phine (Gala et al, 1977, 1978). 
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Fic 5.— Effect of haloperidol pretreatment on hGH responses to apomorphine. Six subjects 

were given no pretreatment (open circles) or haloperidol 2.5 nig i.m. (filled circles) 

60 minutes prior to administration of apomorphine 0.5 mg s.c. (at arrow). Subjects B and 
E were tested twice with no pretreatment. Note that vertical scales differ. 


Dopaminergic mediation of endocrine response 

The magnitude of the apomorphine-induced 
hGH response appears to be a reliable and 
reproducible individual index. Elevation of 
basal hGH levels may also be characteristic for 
certain individuals; these elevated basal levels 
do not preclude a significant and reproducible 
response to apomorphine. The ability of halo- 
peridol to antagonize the response to apo- 
morphine supports the concept that this effect is 
mediated by the action of apomorphine at dopa- 


mine receptors. Cyproheptadine pretreatment _ 


had no consistent effect on this response, but 
was often associated with an altered (up or 
down) response to apomorphine. This may 


represent the pharmacologic removal of a 
stabilizing regulatory input (possibly sero- 
tonergic) resulting in a more labile system. Our 
data are consistent with those of Lal et al (1977) 
who found that hGH responses to apomorphine 
were antogonized by pretreatment with pimo- 
zide but not methysergide; comparable data for 
PRL suppression were also reported. 

Prolactin levels are consistently suppressed by 
apomorphine. However, intersubject variability 
in basal levels, inherent limitation of maximal 
suppression, and the inability to assign a rank 
order for the magnitude of PRL suppression 
(e.g., is 75 per cent suppression from 10 ng/ml to 
2.5 ng/ml greater or less than a 75 per cent 
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Fic 6.—Effect of cyproheptadine pretreatment on hGH responses to apomorphine. 

Eight subjects were given no pretreatment (open circles) or cyproheptadine 4 mg 

p.o. 4 times daily for 2 days and once on the third day (filled circles) 60 minutes prior 

to administration of apomorphine 0.5 mg s.c. (at arrow). Subjects B and C were 
tested twice with no pretreatment. Note that vertical scales differ. 


suppression from 4 ng/ml to 1 ng/ml?) make 


PRL suppression a poor tool for quantitatively . 


comparing individuals or groups. Cyprohepta- 
dine did not alter basal PRL levels nor did it 
alter apomorphine-induced PRL suppression. 


Implications for schizophrenia 

Basal hGH and PRL levels did not differ 
between schizophrenics and controls. Meltzer et 
al (1974) hypothesized that if functional dopa- 
minergic ‘hyperactivity were associated with 


plasma prolactin (hg /ml) 
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basal nadir basal nadir 


no pretreatment cyproheptadine 


Fic 7.—Effect of cyproheptadine pretreatment on PRL 
responses to apomorphine in the 8 subjects described in the 
legend for Fig 6. Basal samples were drawn immediately 
prior to apomorphine administration. The nadir value is 
the lowest PRL level seen in samples drawn 20, 40, 60, 80, 
100, or 120 minutes following apomorphine (for subject F 
the nadir value was the lowest value of the 20, 40, 60, and 
80 minute samples). 


schizophrenia, and included the dopaminergic 
neurons involved in PRL regulation, schizo- 
phrenics might have decreased basal PRL levels 
compared to controls. Their findings did not 
confirm this, nor did the findings of Gruen et al 
(1978). Our results are consistent with these 
other reports. By the same reasoning schizo- 
phrenics might be predicted to have elevated 
basal hGH. Our data do not support such a 
hypothesis. 


Since the endocrine response to apomorphine 
is suppressed by neuroleptics and is apparently 
mediated by dopamine receptors, an adequate 
neuroleptic washout is imperative. While there is 
no absolute way of ascertaining this, the fact that 
basal PRL levels were not elevated in our 
schizophrenics after a 7-30 day washout period 
is evidence that residual neuroleptic levels are 








* In each of the above studies the distribution of hGH 
responses for schizophrenics deviated significantly 


(defending on the specific population characteristics, ` 


e.g., acute, chronic) from that for the controls. More- 
over, hGH responses in each control population appear 
to be normally distributed and of comparable magnitude. 
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too low to interfere with this very sensitive 
system which responds reliably to i.m. doses of 
haloperidol as low as .003 mg/kg in man 
(Sachar, 1978; Langer et al, 1977). 

Ettigi et al (1976) reported blunted hGH 
responses to apomorphine in chronic schizo- 
phrenics who had been withdrawn from neuro- 
leptics for up to 15 weeks. These findings are 
similar to those of other studies (Rotrosen et al, 
1976; Tamminga et al, 1977; Meltzer et al, 
1978b) and lend further support to the concept 
that blunted responses are not simply due to 
inadequate neuroleptic washout. 

At least five groups have examined endocrine 
response to dopamine agonists in schizophrenia, 
and a number of interesting and compatible 
findings have begun to emerge (Ettigi et al, 1976; 
Rotrosen et al, 1976, 1978a, 1978b; Pandey et al, 
1977; Tamminga et al, 1977). Responses to in- 
direct agonists (I-DOPA, amphetamine) tend to 
be highly variable. Apomorphine elicits more 
reliable hGH responses. Blunted hGH responses 
have been seen in many chronic schizophrenics 
in our studies (Rotrosen et al, 1976, 1978a and 
1978b) as well as in those of Ettigi et al (1976); 
Tamminga ef al (1977) and Pandey et al (1977)*. 
Pandey et al have seen exaggerated hGH res- 
ponses in acute schizophrenics; we have seen 
similar exaggerated responses in a small number 
of chronic schizophrenics. Ettigi e¢ al and Tam- 
minga et al have both reported severely blunted 
hGH responses in patients with tardive dyskin- 
esia. Blunted PRL responses (i.e, less PRL 
suppression) have been seen in chronic schizo- 
phrenics and patients with tardive dyskinesia in 
some studies but not others. In contrast to these 
findings, Meltzer and his colleagues have seen 
no differences between schizophrenics’ and 
controls’ endocrine responses to apomorphine 
(Meltzer et al, 1978b). The relationship between 
hGH responses to apomorphine and subsequent 
therapeutic response with neuroleptics seen in 
our first ten schizophrenic subjects (Rotrosen et 
al, 1976) has not been upheld by our subsequent 
studies nor by those of Tamminga et al. 

The altered endocrine responses seen in many 
schizophrenics deserve comment. Many acute 
schizophrenics, and a small number of chronic 
schizophrenics, have markedly exaggerated 
hGH responses to apomorphine. Within the 
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context of the dopamine hypothesis, it is 
tempting to speculate that this response is 
characteristic of schizophrenia per se and that it 
represents a pervasive dopamine receptor hyper- 
sensitivity. The small number of acute schizo- 
phrenics studied to date and the possible 
contaminating effects of prior neuroleptic use 
require that this interpretation be made 
cautiously. 

The most consistent findings, however, are 
blunted hGH (and possibly PRL) response to 
apomorphine in many chronic schizophrenics, 
This blunting is suggestive of a diminished 
receptor sensitivity which may result from 
chronic neuroleptic use, but which may not 
otherwise be characteristic of schizophrenia. 
Evidence for this hypothesis is threefold: (1) 
Ettigi et al (1976) found a relationship between 
blunted hGH responses and duration of neuro- 
leptic use. We have seen a similar relationship in 
our studies—subjects with sporadic or little 
neuroleptic use tend to have exaggerated hGH 
responses to apomorphine, and those with 
chronic, high-dose, continuous neuroleptic use 
show blunted responses*. (2) Chronic admin- 
istration of neuroleptics to rats appears to 
induce dopaminergic subsensitivity in the 
hypothalamo-pituitary system. Friend et al 
(1977) have found reduced numbers of dopa- 
mine receptors in rat pituitary after 2 weeks of 
daily haloperidol injections; and Meltzer, Goode 
and Fang (1978a) report blunted PRL res- 
ponses to apomorphine in rats chronically pre- 
treated with, and then withdrawn from, halo- 
peridol. By contrast, similar pretreatments 
induce a biochemically and behaviourally de- 





* In our population, as opposed to that studied by Ettigi 
et al, the duration of neuroleptic therapy per se is not an 
adequate index of total neuroleptic use. Ettigi’s subjects 
had all been receiving neuroleptics for at least 5 years, 
and had been in hospital continuously for at least one 
year prior to being tested with apomorphine. In contrast, 
our population is a transient one; our subjects spend 
most of their time living in the community, but are 
frequently in hospital for periods of several weeks to 
several months in either a municipal hospital or a 
state-operated facility. These differences are associated 
with differences in the continuity, regularity, and 


reliability of neuroleptic use—the chronic hospital - 


population presumably being medicated with consistent- 
ly high reliability, and the out-patient population with 
variable reliability. 


monstrable dopaminergic supersensitivity in the 
corpus striatum, which has been proposed as a 
model for tardive dyskinesia. (3) Blunting of 
endocrine response may be more severe in 
chronic schizophrenics with tardive dyskinseia . 
than in those without this syndrome (Ettigi et 
al, 1976). ` 

This evidence suggests that there may be a 
relationship between hypothalamo-pituitary 
subsensitization and striatal supersensitization. 
Since the emergence of tardive dyskinesia is not 
simply related to the quantity of neuroleptics 
consumed, but also to an apparently variable 
receptor plasticity or predisposition to alter- 
ation, it is possible that blunting of endocrine 
response may be a model of the interaction of 
these two factors. Although the directions of 
receptor alteration in the striatal and hypo- 
thalamo-pituitary systems are opposite, the 
plasticity or propensity for alteration in both 
systems may be mediated by similar mech- 
anisms. 

Other factors could account for blunted hGH 
responses in schizophrenics. It has been pro- 
posed that a functional prostaglandin de- 
ficiency could be an aetiopathological factor in 
schizophrenia (Horrobin, 1977); direct, but 
limited support for this hypothesis exists (Ab- 
dula and Hamadah, 1975; Rotrosen et al, 
1978c; Kafka and Van Kammen, 1978). If the 
action of GH releasing factor at the pituitary is 
mediated by prostaglandins, then such a 
deficiency might underlie blunted responses. 

In summary, hGH responses to apomorphine 
vary considerably from subject ot subject, but 
are reliable and reproducible for a given indi- 
vidual; the response to apomorphine indeed 
appears to be mediated by its action on dopa- 
mine receptors. Endocrine responses to apo- 
morphine represent a complex sequence of 
events which may be modified by hormones, 
drugs, physiological and metabolic status, and 
other neurotransmitters. Several research groups 
have now reported consistent neuroendocrine 
data which are compatible with concepts of 
dopaminergic alteration in schizophrenia; ex- 
aggerated responses to apomorphine are seen 
in many acute and some chronic schizo- 
phrenics; blunted responses are seen in most 
chronic schizophrenics with or without tardive 
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dyskinesia. These exaggerated responses may be 
indicative of dopamine receptor supersensitivity, 
and may be characteristic of schizophrenia per 
se; in contrast, the blunted responses may 
-reflect cellular changes induced by chronic 
neuroleptic use. 
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Review Article’ 





Meditation 
By MICHAEL WEST 


SUMMARY Meditation practices which have appeared across cultures 
and at different times are briefly described, as well as the mechanics 
of meditation practices in the West. The research problems which 
_arise in examining the effects of meditation are outlined and the 
research literature reviewed under „three headings: the psycho- 
physiological correlates of meditation; personality change associated 
with learning and regularly practising meditation; the use of medi- 
tation as a therapy in psychiatric units, in cases of drug addiction, 
insomnia and hypertension. The dangers of meditation practice and 
possible explanations of the effects of meditation are described, 


together with a suggestion for the direction of future research. 


Meditation is being used as a clinical tool 
within psychiatric units in both Europe and 
North America and efforts are now being made 
by a number of pressure groups to have medi- 
tation made available as a treatment within the 
National Health Service. There is also a 
persisting public interest in meditation, some 
92,000 people in Britain having learned the 
technique privately. ‘There is therefore a need 
for information about what meditation is, what 
the patterns of response to meditation practice 
are, whether its claimed effects can be objec- 
tively verified, and what diagnostic groups, if 
any, are most likely to benefit from it. 


Meditation 
Meditation is an exercise which usually 


involves the individual in turning attention or ` 


awareness to dwell upon a single object, 
sound, concept or experience. Historically, the 
goal of the exercise has been ‘enlightenment’ or 
direct experiential knowledge of an absolute 
such as God, Being, Unity, Brahma or “The 
One’. Meditation has been ‘practised for at 
least 2,500 years and probably very much 
longer; the most common form involves 
holding the attention on a sound or ‘mantra’. 
The mantra is often a sound perceived by the 
teacher of meditation to be particularly suitable 
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or powerful, or it can be the name of a spiritually 
revered person. The practitioner: is generally 
taught .to maintain awareness of the mantra, 
excluding other thoughts, external influences 
and desires. Subjects of meditation can also be 
visual (a candle flame, the picture of a teacher 
or ‘guru’, a mandala) or repetitive movements 
can be the central experience. A simple example 
of the latter is the repetitive touching of the tips 


‘of the four fingers individually with the thumb. 


Buddhism has amongst its meditation practices 
one reputedly used by the Buddha on the night 
he reached ‘Nirvana’ or achieved enlighten- 
ment. It consists of focussing the attention on 
the breath at the point at which it enters and 
leaves the nostrils. After practice of this breath- 
ing meditation, Zen Buddhist disciples are 
taught the practice of ‘zazen’ or sitting medi- 
tation, which involves maintaining ‘simply a 
quiet awareness, without comment, of whatever 
happens to be here and now’ (Watts, 1962). 
There exist a variety of other meditation 
practices which appear in many different 
cultures. American Indians practise a form of 
meditation remarkably similar to zazen. In 
Africa, in the Kalahari desert, the people of the 


“Kung ZHu/twasi practise a form of ritual 


dancing (like -Islamic Sufi dancing) which 
activates a postulated energy source and 
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produces an ‘ecstasy’ experience (Katz, 1973). 
Many tribal groups practise such ritual dancing 
coupled with chanting to produce altered states 
of consciousness (Sargant, 1973). Freuchen 
*(1959) describés how the Eskimo would sit 
facing a large soft stone and using a small, 
hard hand-stone would carve a circle in the 
large stone continuously to produce a trance 
state. 

These techniques of meditation are not 
confined to the religions of the East and of 
‘primitive’ peoples, however. Meditation has 
long been used within the Christian religion 
and many of the Christian techniques are 


identical to those used in other religidhs, — 
‘ .,. and fanned. There are social pressures upon the 


cultures and times. 


Transcendental Meditation ‘ 

Recently, meditation has been enthusiastically 
received in the United States of America and 
Europe by large numbers of people who have 
seen it as an answer to the ‘stresses of modern 
life’. One of the better known of the techniques 
to be introduced in the West is Transcendental 
Meditation or ‘TM’. Unfortunately, enthusiasm 
for TM has tended to lead to biased presen- 
tations and misleading explanations. Sen- 
sational research results have failed to receive 
the necessary critical examination and it is only 
now, after some ten years of intensive research 
activity, that a clearer-picture of the effects of 
meditation is beginning to emerge. 

The technique of TM is a standardized form 
of mantra meditation which has been adapted 
for Western use from an Indian technique and 
consists of the individual sitting upright with 
eyes closed, silently repeating the mantra. This 
mental repetition is supposed to be: effortless, 
the meditator neither attempting to concentrate 
on the sound nor attempting to prevent his 
attention from wavering. There is no need to 
prevent thoughts during TM; the meditator is 
instructed merely to ‘favour the mantra’ and is 
frequently adjured to ‘take it easily as it comes’ 
during the period of instruction. It is recom- 
mended that TM is practised for twenty minutes 


in the morning and twenty minutes in the late | 


afternoon, before breakfast and the evening 
meal. The major difference between TM and 
more traditional techniques of meditation is its 
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essentially non-coercive, permissive nature—the 
meditator does not have to concentrate ex- 
clusively and strenuously upon his mantra. 


Research Problems 


Much of the research carried out on medi- 
tation has concentrated on TM, largely because 
of the availability of TM meditators and 
partially because people who learn TM are all 
taught in the same way, regardless of teacher or 


area. However, the process of learning TM 


subjects the individual to a variety of pressures, 
which create difficulties for interpreting research 
results. Throughout the process of learning, the 
individual’s expectation of benefits is fuelled 


individual to experience and report benefits, and 
the payment of a large fee to the TM teacher is 
likely to deter the subject from believing he or 
she has gained nothing. Within the experi- 
mental situation, therefore, a variety of con- 
founding variables are introduced. The subject 
has some predisposition to change anyway 
(hence taking wp meditation) and there is the 
danger that he or she will view the experiment 
as an opportunity to prove that meditation 
works. There is also the problem that some 
experimenters may themselves be TM teachers 
or practitioners and so their motivations may 
have some effect on the outcome of the experi- 
ment. Finally, the demand characteristics of the 
meditation experiment are fairly explicit, since 
it is usually fairly obvious that the aim of the 
experiment is to discover the effects of medi- 
tation. ` 

A partial solution to these problems has been 
the development of non-cultic techniques of 
meditation by psychiatrists and psychologists 
(e.g. Benson’s Relaxation Response; Benson, 
1975; Woolfolk’s Breathing Meditation: Wool- 
folk, 1976) which reduce placebo and expect- 
ancy effects though for experimental purposes 
they cannot overcome the problems entirely. 
One of the more carefully ‘developed and 
thorough of these techniques is a taped instruc- 
tion course called ‘Clinically Standardized 
Meditation’, which -has been developed . by 
Carrington (1978) and which includes detailed 
instructions for learning and teaching the 
technique. Carrington also includes three one- 
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hour cassette lectures dealing with the use of 
meditation in clinical conditions and special 
circumstances. : 


Research into Meditation, 

Research into the effects of meditation to date 
can usefully be divided into three major areas 
dealing respectively with the - psychophysio- 
logical correlates of meditation, the effect of 
meditation on personality variables and the use 
of meditation as a therapy. Though there is a 
tendency for some reports to fit into two cate- 
gories, the experimental approaches used in 
these categories have tended to be of a type 
which is generally specific to that category. 
However, by far the greatest research interest, 
as evidenced by the number of published 
reports, has been in the investigation of the 
psychophysiological correlates of meditation. 


Psychophysiological Correlates of 
. Meditation : 

The earliest research interest in meditation 
centred on the psychophysiological changes that 
occurred during its practice (Das and Gastaut, 
1955; Bagchi and Wenger, 1957; Kasamatsu et 
al, 1957) and subjects of the experiments were 
expert practitioners, i.e. Indian yogis and Zen 
monks. Indeed, Bagchi and Wenger trans- 
ported recording equipment to caves in different 
areas of India so that they might gather data 
from expert subjects. The techniques these 
subjects practised, however, ‘were diverse and 
the experimenters carried out different measure- 
ments on different subjects. As a result, the 
experiments lacked the control and sophistica- 
tion of later work. Nevertheless, they do repre- 
sent an attempt to evaluate meditation in situ 
among the accomplished yogis of India and the 
Zen masters of Japan. 

The first well controlled study of meditation 
was conducted by Fenwick in 1960. Fenwick’s 
subjects were Westeners who had been taught a 
technique of mantra meditation (almost identi- 
cal to TM). The subjects were asked to meditate 
for thirty minutes and to drowse for thirty 
minutes (randomized order of presentation). 
The author reported that the EEG records of 
subjects showed an increase in alpha amplitude 
at the beginning of meditation, accompanied 


459 


later in meditation by. bursts of theta. In 
another careful study, Kasamatsu and Hirai 
(1966) selected 48 priests and disciples from the 
Soto and Rinzai sects in Japan, with meditation 
experience ranging from one to more than - 
twenty years. The EEG during Zazen (Zen 
meditation) was characterized by the initial 
appearance of 11 cps alpha, followed by an 
increase in alpha amplitude, and a decrease in 
alpha frequency in the central and frontal 
regions. Occasionally, rhythmical theta trains 
of 6-7 cps appeared. The authors reported a 
direct relationship between the length of time 
their subjects had practised meditation and the 
nature of the EEG changes during meditation. 
Those with long experience always exhibited 
theta trains. 

Subsequent studies (Wallace et al, 1971; 
Banquet, 1972, 1973; Williams and West, 
1975) have confirmed previous findings and a 
summary of work on EEG activity reveals the 
following generally agreed’ changes during 
meditation :— 

(1) On beginning meditation, alpha ampli- 

tude increases and in some cases alpha 

frequency slows by 1-3 cps. 

Later in meditation, trains of theta 

activity occur, often intermixed with 

alpha (especially when the subjects are 
. experienced at meditation). 


(2) 


During deep meditation or ‘samadhi’, 
bursts of high frequency beta of 20 to 30 
or 40 cps can occur. | ' 


(4) At the end of meditation, alpha some- 
times persists, even with eyes open. 


ie 1970, when Wallace published the results 
of a study of the physiological effects of TM on 
fifteen subjects, his work received great publicity 
and subsequent publications (Wallace et al, 
1971) suggested that the meditation state was 
characterized by significant and dramatic 
decreases in heart rate, respiration rate, oxygen 
consumption and skin conductance. With the 
passing of time and the advent of more careful 
evaluations of meditation, the general trend of 


(3) 


- decreases on these parameters has been *con- 


firmed: 
(1) A decrease in heart rate—Wallace et al, 
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1971; Vassiliadis, 1973; Dhanaraj and 
Singh, 1975; Woolfolk, 1975; West, 1978. 


A decrease in respiration rate and 
oxygen consumption—Bagchi and Wen- 
ger, 1957; Sugi and Akutsu, 1968; 
Allison, 1970; Dhanaraj and Singh, 
1973; Treichell et al, 1973; Beary et al, 
1974; Woolfolk, 1975; Elson et al, 1977; 
Malec and Sipprelle, 1977; West, 1978. 


A decrease in skin conductance—Bagchi 
and Wenger, 1957; Woolfolk, 1975; 

Walrath and Hamilton, 1975; Elson et al, 
1977; West, 1978. 


However, this research has generally ils 
shown that the decreases in arousal observed 
during meditation are not significantly different 
from decreases in arousal observed in other 
relaxing practices. Fenwick et al (1977) used a 
control group whọ listened to music for 20 
minutes, and they compared- mean oxygen 
consumption in this group with the consump- 
tion in a group of meditators practising medi- 
tation. Both groups exhibited decreases in 
oxygen consumption, but the differences be- 
tween the groups were not statistically sig- 
nificant. Treichell, Clinch and Cran (1975) also 
failed to demonstrate a significant difference 
between groups resting and ‘meditating. It is 
perhaps noteworthy that in most within-subject 
comparisons, i.e. where the same subjects both 
meditate and perform the task.set in the control 
condition, more significant decreases have 
always been found during meditation (e.g. 
Wallace et al, 1971; Beary, Benson and Klem- 
chuk, 1974). This may be explained by the 
variety of methodological artefacts associated 
with research into meditation, described above. 
Very great changes in respiration and energy 
metabolism during meditation reported by Sugi 
and Akutsu (1968) were observed in Zen 
masters of some years’ experience and, whilst 
they may be indicative of the results of the long- 
term intensive practice of meditation, they are 
not necessarily representative of changes in the 
novice practitioner. 


(3) 


Little research has been carried out to assess 


the long-term psychophysiological effects of the ` 


regular practice of meditation. There is some 
evidence to suggest that regular practice of 
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meditation results in lowered heart rate and 
more Sleep Stage 1 EEG during meditation 
(Vassiliadis, 1973; Otis, 1973), and Orme- 
Johnson (1973) has reported differences between 
long-term meditators and non-meditators on 
habituating the galvanic skin response. How- 
ever, this work is open to criticism on a number 
of methodological points (Smith, 1975). 

West (1979) found a significant decrease in 
spontaneous skin conductance responses (a 
measure correlated with trait anxiety—Lader 
and Wing, 1964) outside of meditation, in a 
group who learned and regularly practised a 
system of meditation for six months. Again, 
this study can be criticised because no placebo 
treatment was used and indeed, no satisfactory 
control treatment for meditation appears as yet 
to have been devised. There is some support 
for West’s finding however in the work of 
Goleman and Schwartz (1976). These experi- 
menters reported that a group of experienced 
meditators showed significantly greater increases 
in skin conductance and heart rate prior to 
seeing a stressful film than a control group, but 
they also showed far more rapid recovery 
immediately following the stressful incident in 
the film, as measured by spontaneous skin 
conductance responses and heart rate. After the 
film was over, they did not display the signs of 
tension still measurable in the control group. 

The evidence suggests, therefore, that there 
are decreases in arousal during meditation 
which do not appear to be significantly different 
from decreases in arousal observed during other 
relaxing activities. There is some slight evidence 
which suggests that regular meditation practice 
produces decreases in arousal and arousability 
outside of meditation itself. Studies of the effect 
of meditation on scores from personality 
questionnaires give some support for- this 
suggestion. 


Meditation and Personality 

A cursory reading of the literature dealing 
with the effects of meditation on personality 
would lead one to the conclusion that its 
practice is accompanied by decreases in neuro- 
ticism, depression, anxiety and irritability, and 
increases in internal self-control, self-actualiza- 
tion and happiness (Lesh, 1970; Seeman et al, 
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1972; Shelly, 1973; Linden, 1973; Nidich e¢ al, 
1973; Hjelle, 1974; Fehr, 1976; Fehr and 
Torber, 1976; Williams et al, 1976; Ferguson and 
Gowan, 1976; Dillbeck, 1977). However, many 
of these studies have employed inadequate or no 
controls for the effects of placebo, cognitive 
dissonance, social pressures, demand char- 
acteristics and subjects’ expectations. The usual 
experimental paradigm has employed the 
following regimen :— 

Testing—Meditation instruction and prac- 
tice—Retesting. ‘Control groups’ whose mem- 
bers had no training or treatment have been 
used as comparisons. Not surprisingly, therefore, 
these studies have produced results showing a 
wholly beneficial effect of meditation upon 
personality. However, in a few studies, some of 
these problems have been partially overcome. 
Fehr (1976) compared regular and irregular 
meditators’ scores on the Freiburger Personality 
Inventory over one year from the date of their 
learning meditation. Twelve subjects dis- 
continued meditation and served as a control 
group for the 25 subjects who persisted. This 
comparison is in many ways more meaningful 
than simply comparing meditators and non- 
meditators, since some baseline differences are 
eradicated (e.g. predisposition to change, 
attraction to meditation). Fehr observed no 
significant differences between the two groups 
at baseline. After one year of practice (a 
considerably longer experimental period than in 
most: of ‘the other experiments cited), the 
experimental group were significantly less 
nervous, depressed, tense and neurotic, and 
significantly more sociable and extravert. In a 
similar study, Williams’ et.al (1976) found that 
regular meditators were significantly less neuro- 
tic after a six month period than irregular 
meditators (as measured on Eysenck’s PEN) 
and decreases in neuroticism correlated sig- 
nificantly with regularity of meditation. 

In a number of studies, authors have reported 
that those attracted to meditation are sig- 
nificantly more anxious (Rogers and Livingston, 
1977) and neurotic (Fehr, 1976; Williams etal, 
1976) than the normal population. This 
interesting finding has largely been overlooked, 
apparently in the enthusiasm over decreases in 
undesirable personality traits that meditation 
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practice appears to produce. The author has 
examined this finding, using a larger sample of 
subjects than has previously been used (West, 
1978) and found that the mean neurotigism 
score of a group of people who had learned TM: 
in one geographical area was significantly 
higher than the norm score for the general 
population. Those who continued with medi- 
tation were significantly less neurotic than those 
who had given up their practice. The results of 
this survey also suggested that a significant 
proportion give up meditating (42.9 per cent) 
and that the subjective experience of meditation 
is similar to that of the hypnagogic state. Most 
respondents (including those who had given up 
meditation) reported that psychological benefits, 
such as calmness and relief of tension, and 
physical benefits, such as relaxation and better 
sleep resulted from their practice of meditation. 
There are therefore some indications that 
learning and practising meditation is associated 
with decreases in measured anxiety and increases 
in subjective feelings of relaxation. These 
indications, coupled with .the findings from 
studies examining the psychophysiological corre- 
lates of meditation, have led some researchers to 
the hypothesis that meditation is effective as a 
therapy. f 


, Meditation as Therapy 
(a) Meditation and drug abuse 


'.One of the reasons why meditation rapidly 
became an object of research interest early in 
the 1970s was the widely reported finding that 
practitioners of TM stopped or dramatically 
decreased their usage of non-prescribed drugs 
(Benson and Wallace, 1971; Otis, 1972; 
Shafii et al, 1974; Shafii et al, 1975). Unfortu- 
nately, a major methodological problem was 
overlooked in all of these studies. All 
practitioners of TM are required to abstain 
from using non-prescribed drugs for 15 days 
prior to their learning the technique. As only 
those who are less severely addicted are likely 
to achieve this, the samples in these studies have 
been biased. Secondly, those who take up TM 
and who use non-prescribed drugs like mari- 
“juana and heroin may well have a predisposition 
to reduce their drug usage anyway, since TM is 
advertised as an alternative to drugs. 
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Of the studies reported in this area, most have 
been retrospective questionnaires, administered 
to meditators on residential training courses 
where TM is practised more: frequently than 

"the usual twice daily and where teaching in the 
philosophy behind TM is given. It is safe to 
assume that those who attend such courses are 
fairly committed to the practice of TM in that 
they have continued to pursue their interest 
beyond simply learning the technique and 
continuing to practice. Furthermore, those who 
go on such courses are not representative of 
those people who take up TM and then, shortly 
afterwards, ‘give up practising the technique. 
It may be, for example, that those who persevere 
with TM are the kind of people who are more 
likely to decrease their drug. usage anyway. 
Finally, continuing drug usage is frowned upon 
in TM ‘centres’ and the:activity of drug abuse is 
condemned ‘asa hindrance to deepening one’s 
experience of TM. Indeed, those meditators 
who use non-prescribed drugs are seen as 
presenting a threat to the public image of TM 
and there is therefore social pressure on new 
meditators to give up drug usage. That these 
pressures would be increased on meditation 
courses is likely, and so results from retrospective 
questionnaires administered on such courses are 
likely to be distorted by all these pressures. 

Nevertheless, the possibility that meditation is 
useful in achieving a decrease in the non- 
medical use of drugs (and the results of all 
studies to date have suggested this) is one which 
deserves careful investigation. Accompanied by 
the drug-user’s motiyation’ to give up using 
drugs, meditation may be an effective tool in the 
treatment of what is commonly viewed as a 
social ill. It may be (as Brautigam, 1971, 
suggests) that the adoption of a new social role 
and a new self-concept of ‘meditator’ would 
provide the drug user with some extra moti- 
vation. 


(b) Meditation in psychiatry l 
Meditation has become increasingly popula 
as a therapy over the last twenty years within 


psychiatry, and a number of theoretical papers _ 


have appeared in journals comparing, for 
example, Zen and Psychotherapy (Sato, 1958; 
Fromm, 1959; Becker, 1961; Van Dusen, 1961; 
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Berger,, 1962; Haimes, 1972; Dean, 1973). 
Details of single case studies have also been 
published, describing the use of meditation in 
cases of obesity (Berwick and Oziel, 1973), 
claustrophobia (Boudreau, 1972) and anxiety’ 
neurosis (Girodo, 1974; Shapiro, 1976). More 
detailed examples of the use of meditation as an 
adjunct to psychotherapy have also appeared 
(Shafii, 1973; Carrington and Ephron, 1975; 
Carrington, 1977). 

The studies evaluating the effectiveness of 
meditation in treating psychiatric patients have 
generally failed to overcome the methodo- 
logical problems which dog research in this 
area. In one sense, though, clinicians are less 
strict in evaluating programmes than the 
experimentalist. The former tend to ask 
whether or not the patient is improved, whilst 
the latter is perhaps more interested in isolating 
the factors responsible for change. 

-Vahia et al (1973) reported a study which 
appears to have controlled for most (though not 
all) of the contaminating variables discussed 
earlier. They report the results of a study of the 
effects of yoga and meditation in the treatment 
of psychoneurosis. Ninety-five out-patients, 
diagnosed as psychoneurotic, acted as subjects 
in the study; all had failed to show improvement 
as a result of previous treatments. Half of the 
patients were taught yoga and meditation, and 
they practised these techniques for one hour of 
each day for four to six weeks. The other half of 
the sample was given a_pseudo-treatment, 
consisting of exercises resembling yoga ‘asanas’ 
(postures) and breathing practices (‘prana- 
yama’). The control subjects were asked to write 
all the thoughts that came into their miinds 
during treatment, as a control .for-the medi- 
tation. This group followed the same daily 
schedule as the experimental group. Both groups 
were given the same support, reassurance and 
placebo tables and were assessed clinically 
before, during and after treatment. 

Following treatment, the experimental group 
exhibited a significant mean decrease in anxiety, 
measured on the Taylor Manifest Anxiety 
Scale. The control group exhibited no signi- 
ficant change on this scale. Overall, 74 per cent 
of the. experimental group were judged to be 
clinically: improved after treatment as against 
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only 43 per cent of the control group (improve- 
ment in the control group being attributed to a 
combination of involvement in research and 
therapist time). The authors conclude that 
meditation and yoga were significantly more 
effective than a pseudotherapy in the treatment 
of psychoneurosis. i i 
More recent investigations into the use of 
meditation in the psychiatric setting, also 
producing positive results, have been less well 
controlled and conducted. Candelent and 
Candelent (1975) and Glueck and Stroebel 
(1975) have described the results of their 
studies of the use of meditation in psychiatric 
hospitals and both' suggest that it might be a 
useful therapy. Unfortunately, in: both cases, 
meditation. was taught indiscriminately to 
patients representing a broad range of diagnostic 
categories. Whilst it is necessary to criticize 
these studies for their lack of specificity with 
regard to diagnostic groups, in one study 
(Glueck and Stroebel) a comparison group, 
whose members were unaware of their status 
as controls, was used and the members of this 
group continued to receive normal treatment. 
Glueck and Stroebel found that when patients 
learned and practised meditation, they showed 
significantly greater improvement: than -the 
comparison group. Ultimately, improvement is 
the goal of any treatment and it does not 
necessarily matter to the clinician..that the 
specific agents of the improvement are un- 
identified; his or her concern is often simply 
with the fact of improvement (Jackson, 1967). 
Not surprisingly, some attention has also 
been focussed on the effectiveness of meditation 
in. the treatment of stress-related disorders such 
as insomnia, hypertension and headaches (Wool- 
folk et al, 1976; Patel, 1977; Benson, Klemchuk 
and Graham, 1974). 


(c) Meditation and insomnia ; 
‘Woolfolk et al (1976) recruited 24 chronic 
insomniacs for their. study, on the ‘basis that 
there was considerable evidence that placebos 
are ' ineffective in the. treatment of severe 
insomnia. Meditation was compared with 
progressive relaxation and a waiting list as 
treatments for insomnia and analysis of the data 
showed both meditation and “progressive re- 
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laxation to ‘be ‘superior to .no treatment in 
reducing latency of sleep onset. The meditation 
and progressive relaxation treatments did not 
differ significantly in effectiveness. In a follow- 
up study, six months later, both the treatment. 
groups showed significant improvement over 
pre-treatment levels on latency of sleep onset, 
while pre-treatment -and follow-up means for 
the control group were not significantly differ- 
ent. Credibility of treatments was also assessed 
by asking subjects and college students to rate 
their belief in the potential effectiveness of the 
treatments. These ratings also did not differ 
either between treatments or between: subjects 
and students. : g 


(d) Meditation and hypertension 

The application of meditation as a treatment 
in hypertension has received more careful 
investigation than has been afforded other 
areas in this research field. Of the studies 
published to date, all show a positive and 
significant effect of meditation in reducing 
elevated blood pressure (Patel, 1973; Benson et 
al, 1974a; Benson et al, 1974b; Datey et al, 
1969; Patel and North, 1975; Blackwell et al; 
1976; Pollack et al, 1977) though two of these 
(the Blackwell and the Pollack studies) demon- 
strated only a short-term improvement in 
symptoms. In both of these latter studies, 
significant decreases in blood: pressure levels 
over a three month period -of meditation 
practice were observed, but the decreases were 
non-significant at the end of six months. One 
possible explanation for this finding is that it is 
merely a’ placebo effect, showing diminishing 
returns over time. Alternatively, it is possible 
that both the motivation to practise meditation 
evoked by the experimenters in their patients 
and individual differences in response to 
meditation could have been responsible; to an 
extent, for the differing results. . e 

Indeed, frequency of meditation may, well be 
a crucial ‘factor in longitudinal studies, parti- 
cularly as it may reflect-the success of the 
experimenter in motivating subjects to practise 
meditation regularly, This-in turn: may be a 


` reflection of the belief of the experimenter ih the 


treatment method. In the Patel and North 
study, in.which patients were given a-good deal 
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of time, attention and motivation, the results 
were over-ridingly positive throughout the six 
month period for which the experiment ran. 
Perhaps only some hypertensive patients will 
-benefit from learning and practising meditation 
and others will not. There may be significant 
differences between these groups of patients on, 
measures such as age, sex, personality, IQ or 
aetiology of disorder (for a discussion of this see 
Davidson and Schwartz, 1976). A study 
attempting to discover reliable predictors of 
‘responders’ and ‘non-responders’ to meditation 
would be of value in relation to both the 
treatment of hypertension and the use of 
meditation as a therapy. ° 


(e) The dangers of meditation 

The dangers of meditation have been referred 
to by a number of authors (Otis, 1973; Benson, 
1975; Lazarus, 1976; Carrington, 1977). Otis 
reports that five subjects suffered a re-occurrence 
of serious psychosomatic symptoms after com- 
mencing meditation, and Lazarus reports cases 
of attempted suicide, severe depression and 
schizophrenic breakdown following TM instruc- 
tion. Carrington believes that such cases are the 
result of over-meditation initially. This belief is 
supported by the reported findings that over- 
meditation of, for example, three hour sessions, 
can cause serious emotional disturbance and 
hallucinations (Benson, 1975 ; Carrington, 1977), 
though such over-meditation appears to be 
unusual, 


Conclusions Èo 

There is some evidence from psychophysio- 
logical and personality.studies that meditation 
practice is associated with decreases in arousal 
and anxiety, and the limited work which has 
been carried out to assess the usefulness of 
meditation as a therapy has provided grounds 
for cautious optimism. Nevertheless, no satis- 
factory , experimental design has yet been 
devised which adequately tests the effectiveness 
of meditation. Psychotherapy and behaviour 
therapy are fields where similar problems for 
research are encountered. No experimental 


paradigm has yet been proffered which satisfies ` 


entirely the demands of the researcher for an 
objective test of the efficacy of these particular 
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treatment methods. Similarly, until effects 
attributed to meditation can be distinguished 
from the effects of merely treating (no matter 
what the treatment) the answer to the research 
problem will not have been found. 

It may be argued that there are fewer 
theoretical reasons why meditation should be 
effective, in comparison with psychotherapy, 
but there are a number of explanations for the 
apparent success of meditation as a treatment 
method, some of which draw upon the termino- 
logy of psychoanalysis. One such explanation is 
that meditation is a practice where adaptive 
regression takes place (Maupin, 1962; Shafi, 
1973). Meditation may also be seen as a form of 
desensitization (Tart, 1971) since some suggest 
that during meditation, (which is accompanied 
by lower arousal) unfinished psychic material, 
pre-verbal emotional trauma and life-conflicts 
are dealt with. A number of authors have 
referred: to the ‘deautomatization’ which is 
supposed to result from meditation practice 
(Deikman, 1963; Goleman, 1971; Carrington, 
1977). They see meditation as a way of learning 
to experience without either categorizing or 
experiencing in any pre-determined way, likely 
to result from habit, set, selective inattention or 
selective perception. This deautomatization is 
proposed as an explanation for the increase in 
‘psychological differentiation’ reported in some 
experimental studies of meditators (Linden, 
1973; Pelletier, 1974). Measures of field 
dependence—independence, such as the Em- 
bedded Figures Test and the Rod and Frame 
Test have shown that meditators become more 
field independent following several months of 
meditation. The possible mechanisms mediating 
the therapeutic effects of meditation are 
reviewed in more detail by Shapiro and Giber 
(1978). 

Whatever the explanation for the effects 
associated with meditation practice, the un- 
trodden research ground remains extensive, but 
the possibility that a technique exists which is 
associated with increased relaxation and de- 
creased anxiety is one which deserves more 
careful study and examination. With the 
advent of all new ‘wonder cures’ like meditation 
and biofeedback, initial enthusiasm can pro- 
duce a plethora of hopes, claims and expecta- 
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tions, which later are washed away by the 
results of careful research. It appears that as 
research into meditation continues, there remain 
beneficial effects which may have practical 
applications. Although we know that meditation 
may be an effective therapy, comparative 
studies have not been conducted and so our 
knowledge is still limited. Indeed, if there:is one 
area of research into meditation which demands 
further exploration, it is this. The importance 
of beginning to compare meditation with other 
known treatment methods cannot be over- 
emphasized, given the ever present need for new, 
effective treatments of psychosomatic and 
psychiatric illnesses. 
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SCHIZOPHRENIA AS AN INFECTIOUS 
DISEASE 


Attention has recently been given to the idea that a 
virus infection may be causal for a common type of 
schizophrenia, and the evidence in support has been 
summarized by Torrey (14), by Torrey and Peterson 
(16), and by Kety (9). Since then, Tyrrell et al (18) 
have reported a virus-like agent in the cerebro-spifial 
fluid of about one-third of 28 schizophrenic patients, 
and though their work has yet to be confirmed it 
provides an- opportunity for reconsidering the 
epidemiological aspects of the viral hypothesis. 

Epidemiological studies in schizophrenia are 
hampered by the subjectivity of diagnosis and by the 
fact, or the probability, that ‘schizophrenia’ is an 
end-state of many disease processes. Nevertheless, 
there are certain broad patterns of incidence and 
distribution which perhaps are clear enough to be 
used for the promotion of causal hypotheses. 

One of the more firmly established of such patterns 
is the excess of winter births in schizophrenics. This 
can be explained either as due to an abnormal pattern 
of parental conception or to some seasonally varying 
factor causing foetal or perinatal damage which 
increases any genetic risk for schizophrenia. Present 
evidence seems slightly to favour the damage hypo- 
thesis (11). Such seasonal damage is as likely to be 
nutritional or obstetric as due to a virus; but the 
instance of congenital rubella (6) shows that virus 
infection can cause the kind of seasonal birth pattern 
found in schizophrenia. The fact that schizophrenia is 
equally common in the sexes argues against a causal 
factor acting during foetal life (13), and this is 
supported by the evidence that the offspring of 
schizophrenic fathers are as much at risk of schizo- 
phrenia as those of schizophrenic mothers (10). 

The incidence of schizophrenia varies with occu- 
pational and social status. If low status were a causal 
association, then it might well reflect an increased 
risk for a causal viral infection. But present evidence 
strongly supports the alternative view that low status 
is an effect, not a cause, of the illness. Similarly, the 
high sates of schizophrenia found in some migrant 
populations are best explained in terms of selection 
for high genetic risk. Again, the high rate of schizo- 
phrenia which has been found to persist in a North- 


Swedish population is attributed by Bodk et al (3) to 
selection and in-breeding rather than to environ- 
mental factors. 

Geographical variations in the incidence of a 
disease are a fruitful source of causal hypotheses; but 
to an epidemiologist, the rarity of such variations for 
schizophrenia 1s both a surprise and a disappointment. 
The lack of variation might simply reflect an in- 
sufficiently sensitive technique, but there is also the 
possibility that a type of schizophrenia due to a virus 
began in a particular place, perhaps from a mutation, 
and has since spread everywhere. This possibility has 
been framed in the question: is schizophrenia a 
disease of civilisation (15)? Insanity was formerly 
thought to be rare or absent in cultures remote from 
the industrialized world. More recent obsersers have 
found it not uncommon and have concluded that the 
older opinion was a myth. But in a recent study by 
Torrey et al (17) in Papua New Guinea, schizo- 
phrenia-like states were found to be rare in the remote 
tribes and commoner in those more in contact with 
western culture; and indeed, the increase in cases 
was related to births occurring at the time of the 
cultural contact. There is a parallel here with general 
paralysis, which was at first thought to be absent or 
rare ın remote societies, and was later found to be 
fairly common. The question then arose whether the 
early observations had been incorrect or whether the 
societies had ‘acquired the disease through contact 
with western civilisation (8). 

The evidence that, within the western world, there 
have been variations in the incidence and type of 
schizophrenia over the years is uncertain and con- 
flicting. This is not surprising for an ill-defined 
disease which was only characterized in the 1880's. 
But three aspects of the problem may be noted. First, 
schizophrenia of the Kraepelinian type—that is, a 
condition with auditory hallucinations, delusions, a 
chronic course to mental deterioration and an onset 
typically in early adult life—presents a dramatic 
picture, and it is therefore curious that there are no 
descriptions of any such state before the 19th century. 
Secondly, the alienists of the 19th century were much 


- exercised by the question whether insanity was on the 


increase. Statistical data in Britain are inadequate to 
answer this before about 1860, and thereafter inter- 
pretations have differed. Third, there is some agree- 
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ment on changes in the ‘severity and the: mani- 
festations of schizophrenia over the past 40 years. The 
‘profound dementia’ which Kraepelin considered the 
characterist end-state is rarely seen today; the sub- 
type of catatonia has almost disappeared; and the 
prognosis, both for clinical and social outcome, has 
steadily improved. . 

Explanations are not hard to find. Thus, it may be 
maintamed that schizophrenia has always been as 
common as now (1) but was unrecognized as a syn- 
drome before the 19th century—except perhaps by 
Willis (5); or that schizophrenia only ‘became 
common during the 19th century, and this was due to 
the social effect of population density (4); and that 
the recent changes are either the consequence of 
better medical treatment, or due to better general 
health (from mmproved nutrition, smaller families and 
fewer infections) leading to increased resistance to 
diseases of many kinds. But if it were the case that 
poor-prognosis schizophrema was rare before the 19th 
century, became common then and has since been 
changing ın its nature, this could be understood in 
terms of the explanation proposed by McKeown (12): 
and by Fenner (7) for the variations in incidence and 
severity of a number of infectious diseases which 
became common at the time of the Industrial 
Revolution. Thus (the argument would run), a type 
of schizophrenia due to an infectious agent became 
common m the 19th century either because of a 
mutation or because the high population density in 
cities facilitated transmission; and now gradually, 
through increased host resistance or a change in the 
organism, is becoming less severe. 

It may be noticed that, if schizophrenia has always 
been common, then its persistence in spite of the low 
fertility of schizophrenics is hard to explain; whereas 
if it only became common during the last two cen- 
turies, this difficulty disappears. Again, if it were the 
case that severe schizophrenia was formerly rare in 
non-westernized societies and is only now becoming 
common, this could be explained in terms of a 
gradual spread of an infectious type of schizophrenia 
from some centre in the western world; and if this 
spread is still incomplete, that in turn could explain 
the better prognosis of schizophrenia which has been 
found in less developed parts of the world. 

There is at present no established evidence for any 
environmental cause in common schizophrenia; and 
indeed it is possible that there are no causes of any 
useful degree of specificity (2). The viral hypothesis 
has much explanatory power; but it is one which is 


likely to seem strange to the clinician and is perhaps .- 


essentially less plausible than some competing 
hypotheses. Meanwhile we await the results of further 
laboratory study. ; 


469 


References 


(1) AurscHute, M. (1976) Historical perspective— 
evolution of the concept of schizophrenia. In 
The Biology of the Schizophremc Process (ed. S. 
Wolfand B. Berle). Plenn Press, pp. 1-15. ° 


(2) Boxtacz, C. E. (1977) Schizophrenia, brain 
asymmetry and’ twinning: cellular relationship 
with etiological and possibly prognostic im- 
plications. Biological Psychiatry, 12, 19-35, 


(3) Boox, J. A., WETTERBERG, L., MODRZEWSKA, K. & 
Unor, C. (1978) Clinical Genetics, 13, 110. 


(4) CoorerR, C. & Sartorius, N. (1977) Cultural and 
temporal variations in schizophrenia: a specu- 
lation on the importance of industrialization. 
British Journal of Psychiatry, 130, 50-5. 


es 
(5) CranerieLp, P. F. (1961) A seventeenth century 
view of mental deficiency and schizophrenia. 
Thomas Willis’ ‘stupidity or foolishness’. 
Bulletin of the History of Medicine, 35, 291-316. 


(6) Dunczon, J. A., PeckHam, C. S., Marsma, W. G., 
Suarnetts, R. W. & Sueprarp, S. (1973) 
National congenital rubella surveillance pro- 
gramme. Health Trends, 5, 75-9. 


(7) Fenner, F. (1971)- Infectious disease and social 
change. Medical Journal of Australia, 1, 1043-47 
and 1099-1102. ` 


(8) Hare, E. H. (1959) The origin and spread of 
dementia paralytica. Joumal of Mental Science, 
105, 594-626. ' 


(9) Kery, S. S. (1978) Schizophrenia: the challenge 
and the prospects of biologic research. Birth 
Defects: Original Article Series, Vol. XIV, No. 5. 
Pp. 5-15 (ed. A. L. Goldstein). New York: 
Alan Liss. 


— Rosenruat, D., WENDER, P. H., SCHULSINGER, 
F. & Jacossen, B. (1975) Mental illneas in the 
biological and adoptive families of adopted 
individuals who have become schizophrenic. In 
Genetic Research in Psychiatry (ed. R. Fieve, 
D. Rosenthal, and H. Brill). Baltimore: Johns 
Hopkins University Press. Pp. 147-65. 


Kinney, D. K. & Jaconsen, B. (1978) Environ- 
mental factors in schizophrenia: new adoption 
study evidence. In The Nature of Schizophrenia 
(ed. L. C. Wynne, R. L. Cromwell and S. 
Matthysse). New York: Wiley. 


McKzrown, T. (1976) The Role of Medicine: Dream, 
Mirage or Nemesis, London: Nuffield Provincial 
Hospitals Trust. 


SHELDS, J. & Gorresman, I. I. (1977) Obstetric 
complications and twin studies in schizo- 
phrenia: clarifications and affirmations. Schizo- 
phrenia Bulletin, 3, 351-4. 


(11) 


470 
(14) Torrey, E. F. (1973) Slow. and latent viruses in 


schizophrenia. Lancet, ti, 22-4. Ri 
(15) —— (1973) Is schizophrenia universal? An open 
question. Schizophrema Bulletin, 7, 53-9. 
(16) .—— & Psrerson, M. R. (1974) Schizophrenia and 
$ the limbic system. Lancet, ti, 942-6. 
(17) —— Torrey, B. B. & Burron-Brapiey, B. G. 


(1974): The epidemiology of schizophrenia in 
Papua ‘New Guinea. American Journal of 
Psychiatry, 131, 567-73- 
(18) TyrrELL, D. A. J., Crow, T. J., Parry, R. P., 
: Jounsrons, Eve & Ferrier, I. N. (1979) 
Possible virus in schizophrenia and some 
neurological disorders. Lancet, i, 839-41. 
E. H. Hare 


PSYCHIATRIC IMPLICATIONS OF 
ENDORPHIN RESEARCH 
The revelation that opium-like substances are 


constitutional body elements is surely one of the major , 


biological advances of the decade. The notion that the 
brain contains an inbuilt supply of opioid chemicals 
has been particularly seductive to the psychiatrist. It 
seems to offer a key to understanding, and therefore 
manipulating, the cerebral substrates for somatic 
pain, drug addiction and psychic discomfort. At a 
time when research effort in this area is increasing 
logarithmically, I present here a selective and per- 
sonal view of certain aspects of endorphin research 
which have been claimed to be psychiatrically rele- 
vant. For detailed accounts of the background and 
breadth of endorphin research the reader is directed 
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to other more extensive recent reviews (Kosterlitz and 
Hughes, 1977; Guillemin, 1978; Snyder, 1978; 
Watson et al, 1979; Hughes, 1979). The term endor- 
phin will be used in the generic sense to include the 
specific Endorphins (such as p-Endorphin) and the 
enkephalins (Leu- and Met-)—see figure. 

The endorphins have pharmacological properties- 
that generally parallel those of the plant opiates, such 
as the ability to cause analgesia, tolerance and de- 
pendence. If one first considers the simple assumption 
that the endorphins are merely intracerebral equiv- 
alents of the plant opiates, then it is pertinent to ask 
what place opium and its more recent derivatives 
have secured for themselves in psychotherapeutic 
practice. After all, opium has one of the longest 
histories in the whole of the Materia Medica. The 
answer is somewhat discouraging, since there is no 
historical evidence for any specific beneficial action of 
opiates in a wide range of psychiatric disorders in- 
cluding schizophrenia, mania and depression (Wixler 
gt al, 1951; Wikler, 1952; Carlsson and Simpson, 
1963). Even as a ‘sweet oblivious antidote’ to an- 
hedonia, there is scant evidence for a true euphoriant 
effect of opiates (Smith et al, 1962; Wikler and Rasor, 
1953), although this view is disputed (Kornetsky et al, 
1979). 

The mechanisms of opiate addiction are clearly 
complex and may become better understood as 
endorphin research progresses. So may the neuronal 
processes involved in opiate-induced analgesia 
(Hosobuchi et al, 1979), acupuncture (Ho et al, 1978) 


Amino acid sequences of the §-Lipotropin/endorphin series 
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and even the placebo analgesic response (Levine et al, 
1978). But it is rather to the implication of endorphins 
in the major functional psychoses that psychiatrists 
have turned their attention, with an important 
conceptual dissociation of the conventional analgesic 
and anxiolytic effects of opiate-like compounds from 
their more unconventional behavioural effects 
(Kastin et al, 1978). Terenius et al (1976) provided the 


first clinical evidence for an involvement of endor- . 


phins in psychotic illness, but it was from reports on 
the behavioural effects of endorphins in rats that two, 
diametrically opposite hypotheses emerged to shape 
the direction of clinical investigations. 

Bloom et al (1976) reported that intraventricular, 
injection of endorphins in rats produced a state of 
rigid immobility, which was interpreted as an appar- 
ently novel ‘catatonic’ state, with the implication that 
schızophrenic illness might be associated with ab- 
normally raised endorphin. activity. Not only was 
reference omitted to previous reports of similar 
behavioural effects of systemic plant opiates (dating 
back to Mavrojannis, 1903) but the anthropomorphic 
allusion to Bleuler’s syndrome was rather daring. 

The alternative hypothesis emerged from similar 
observations made by Jacquet and Marks (1976) in 
rats given endorphins intracerebrally. They saw ‘waxy 
flexibility’ and even ‘blunted affect’ in their rats but 
they interpreted the endorphin-induced ‘catalepsy’ as 
analagous to the effects of certain neuroleptic drugs 
and concluded that psychosis may be due to reduced 
availability of a neuroleptic-like endorphin. 

Most clinical attention has been paid to the first of 
the above hypotheses: that psychotic illness is: asso- 
ciated with overactivity of central endorphin systems. 
Gunne et al (1977) were the first to report on the 
clinical effects of the opiate antagonist naloxone 
administered to chronic schizophrenic patients. In 
this small open study they observed dramatic im- 
provement in auditory hallucinations. This report 
was followed by a minor deluge of clinical investi- 
gations of naloxone and its parenterally absorbed 
relative, naltrexone (Emrich et al, 1977; Volavka et 
al, 1977; Davis et al, 1977; Janowsky et al, 1977; 
Kurland et al, 1977; Mielke and Gallant, 1977; 
Simpson et al, 1977; Watson et al, 1978). Of the studies 
reported, 3 showed some benefit (mainly in auditory 
hallucinations) and 7 failed to show any therapeutic 
effect. If one considers only the studies on naloxone 
which were double-blind and in which clear diag- 
nostic definitions were applied (Emrich et al, 1977; 
Volavka et al, 1977; Janowsky et al, 1977; Watson et 
al, 1978) the evidence for and against a beneficial 
effect in schizophrenic illness is fairly evenly matched. 
There has been no doulbe-blind study of oral nal- 
trexone, -but published erports so far have shown no 
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therapeutic effect. This should. remain an area of 
clinical interest and it may be relevant that the studies 
showing a positive effect of naloxone have tended to 
use a high dose range. i 
The alternative idea, that schizophrenia may result. 
from deficiency of an endogenous neuroleptic-like 
peptide, was taken up by de Wied et al (1978), who' 
reported on the effects of various endorphins on 
avoidance ‘behaviour in rats. These effects were not 
antagonised by the opiate antagonist naltrexone and 
appeared therefore to be independent of the con- 
ventional morphine receptor. A synthetic endorphin 
analogue (des-tyrosine!-y-endorphin, or DT yE). was 
found to produce effects on operant behaviour similar 
to those of. neuroleptics. On the basis of these be- 
hawioural tests DT yE has now been administered to 
„six. treatment-resistant schizophrenic patients in a 
double-blind design (Verhoeven et al, 1979). Im- 
provement was reported in every case but it is un- 
fortunate that: the sparse diagnostic definition and 
general methodology make it difficult to interpret 
these clinical results. However, this is an area of 
heuristic importance, both because the „behavioural 
effects of DTYyE are not antagonised by naltrexone 
and because it has no direct interaction with central 
binding sites for neuroleptics {van Ree et al, 1978). 


Any advance in pre-clinical biology provides an 
irresistible opportunity for those clinicians with a 
taste for the bizarre and anecdotal, and the endorphin 
field has already attracted its fair share. Haemo- 
dialysis has been reported to alleviate the condition 
of chronic schizophrenics (Wagemaker and Cade, 
1977) and it has been further suggested that the 
dialysable : psychotogen - is a previously unknown 
peptide, Py-Leu’-Endorphin (Palmour et al, 1977)., A 
retrospective postal survey of haemodialysis centres 
throughout the US gathered information on 50 
schizophrenic patients with renal failure, but no 
relationship was found between renal function or 
haemodialysis and psychiatric state.(Port et al, 1978), 
Using clearly defined analytical methods, Lewis et al, 
(1979) have failed to find any trace of 6H-Leu!- 
Endorphin in the haemodialysate from 3 schizo- 
phrenic patients, whereas Cox et al, (1979) ‘have re- 
cently confirmed its presence in the dialysate from 
one of Wagemaker’s patients. : 

Recent studies on the biosynthesis of endogenous 
Met- and Leu- enkephalin throw: doubt. on the 
assumption that the enkephalins are derived bio- 
synthetically from the lipotropin/§-Endorphin series 


- (Hughes, 1979), making it perhaps implausible that 


Pu-Leu’-Endorphin exists naturally. Only further 
studies will indicate whether this putative psycho- 
togen should join the growing list of unsuccessful 
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candidates which includes the ‘pink spot’. 
` The claim for an antipsychotic effect of i iiträvenóùs 
-Endorphin must represent a nadir in ‘clinical 
scientific methodology (Kline et'al, 1977):.In an open 
study involving 3 patients with, schizophrenic illness 
and 3 patients with affective illness, exclamations 
from patients’ relatives while watching -the thera- 
peutic infusion were offered in support of the authors’. 
conclusion. It is impossible to derive any reliable 
information from studies such as this. >  ..,. 
When considering the effects of pharmacological 
manipulation of endorphin systems it is important ‘to 
try to interpret these in the light'of receptor speci- 
` ficity. Martin et al (1976) proposed a'scheme involving 
3 classes of opiate receptor-(z, 8, k), to account for the 


distinct effects of several ‘classes‘of opiates. It seems ` 


that §-Endorphin has high affinity.-for: all three 
receptor types, whereas the affinity spectrum of 


morphine lies towards the u receptor and that of the. 


enkephalins towards the '8 receptor (Lord et ‘al, 1977) ; ; 
Teérenius, 1977). This may be of crucial importance in 


distinguishing- between those effects of endorphins . 


which are shared by the plant opiates, such as anal- 
gesia, and those-which are novel and may be parti- 
Cularly associated ‘with the anatomically distinct 
enkephalin systems (see Watson e# al, 1979). 
‘The 8 receptor may mediate the hallucinogenic and 
dysphoric effects of certain opiate-related drugs-such 
as the cyclazocine derivatives (Martin et al,: 1976). It 
‘may be significant in the context of existing hypo- 
theses for psychotic illness that ithe 8 receptor, has 
been implicated in the interception of endorphins 
with dopamine and noradrenaline (Martin et al, 
1976; Watson et al;' 1979), and-.such an‘ interaction 
may be important in the integration of central 
reward systems (Belluzzi and Stein, 1977). Evidence 
is emerging of an interaction between enkephalins 
- and mesolimbic dopamine systems'which could be of 
great importance in reinforcement and: motivational 

" processes (Broekkamp et al, 1979). zi 9 
‘If the enkephalins have a preferential association 
with 3 receptors it would seem that attention might 
- profitably be concentrated on the specifi pharma- 
cological manipulation of the enkephalins rather than 


vot ste 


f-Endorphin. The widely used ‘opiate antagonists. 


naloxone and naltrexone appear to ‘be relatively 
selective for the » receptor and’ so may be poor tools 
with which to investigate the complex central roles 
of the enkephalins. Preferential antagonists of the'-8 
receptor -(such as diprenorphine; ' Waterfield et al, 


1977}-and stable enkephalin: analogues that. are - 


clinically safe are’ what seem to be required, and one 
looks forward with interest to the scientific evaluation 
_ of their therapeutic potential in psychiatric disorder. 
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Book Reviews 





The Schizophrenic Disorders: Long-Term 
Patient and Family Studies. By Manrrep 
BLEULER, translated from: the German by 
Stgcrrep M. C1iemens. New Haven and 
London: Yale University Press. 1978. Pp’ 529. 
£32.00. 

When Manfred Bleuler’s Dis schizophrenen Geistes- 
stérungen im Lichte langjahriger Kranken— und Familien- 
geschichten was published in 1972, it was at once 
accepted as a classic work and a worthy successor to 
Eugen Bleuler’s Dementia praecox oder die Gruppe der 
Schizophrenien of 1911. Thirty-nine years elapsed 
before Eugen’s book was translated into English. 
- Manfred’s book, half as long again as his father’s, has 
waited only six years, and for this we have to thank 
the editors of the Yale University Press,.the financial 
support of the Scottish Rite’s Schizophrenia Project, 
and of course the translator, Mr Clemens. It’s a pretty 
costly book but is finely set out, and the translation 
reads smoothly. The original German publication was 
extensively reviewed in British journals (for example, 
by Professor John Hoenig (1) and by ‘Sir Aubrey 
Lewis) (2), but an English translation now permits us 
all (within the limits of any translation) to study it 
closely. ; 

The author’s aim was to record the long-term course 
of schizophrenia in a sufficient number of patients 
(about 200) to give statistically useful information; 
and at the same time to-study the personalities of 
these patients, their family backgrounds, and the 
personalities and mental disorders of their close 
relatives. The place (canton of Zurich), the time 
(1942-1966), and the administrative conditions, 
combined to allow these studies to be almost complete 
in coverage and follow-up; and during the whole 
period the patients remained under the personal care 
of the author (a circumstance of which he is pardon- 
ably proud; there are investigators, he says, whose 
subjects represent mere research tools to them, but 
“my probands are my patients”). The result is a 
historical record, perhaps unique in its thoroughness 
and probably now unrepeatable, of what schizo- 
phrenia was like in a particular place and time. But 


Bleuler’s book is much more than this. The various . 


researches are described in such detail and discussed 
with such comprehensive criticism that they provide 
models which every research worker may study with 


advantage; the case-descriptions display obser- 
vational and literary powers of a high order; and 
among all the statistical considerations and theoretical 
discussion, the author keeps in mind the needs of his 
patients and their relatives. 

So this is a book which everyone concerned with 
schizophrenia should read. But because it is already 
some years old (the manuscript was essentially 
complete in 1969), it may now be reviewed in terms 
of the knowledge and ideas of the past decade. In 
these ten years we have still learned nothing definite 
about the aetiology of schizophrenia, and Bleuler’s 
own theory, which informs his book and is discussed 
at length in his final chapter, retains its significance. 
This is a theory which is not widely known in Britain 
and of which the author himself says that it will be 
“shared by very few”. But it is one which cannot be 
neglected. 

Schizophrenia, says Professor Bleuler, is not a 
disease in the ordinary sense, There are no somatic 
components, no pathological genes and no particular 
environmental factors. The disposition to schizo- 
phrenia lies in a person’s inheritance of genes which, 
though normal in themselves, form a dysharmonious 
pattern so that, as he grows up, a discord develops 
between his personality and his social experience. 
Schizophrenia occurs when this discord reaches a 
critical level—a ‘threshold value’—and the patient 
then gives up the struggle to resolve it and swings over 
into a fantasy world (becomes ‘mired in autism’). 
There is never any somatic impairment of the 
patient’s faculties, and a potential for recovery 
remains even mn the most chronic case. The theory is 
attractive because it explains many of the facts about 
schizophrenia which have proved so awkward for 
other theories. It explains why schizophrenia is 
unlike any other disease, why no physical factor has 
been found, why there is no comparable condition in 
animals, why it persists in spite of low fertility, and 
why its incidence is about the same in every country 
of the world. 

To the clinician, this is an optimistic theory, for it 
gives him a reason to believe that treatment is 
always worthwhile and recovery never impossible. It 
tells him that although specific forms of treatment 
may come and go (a fact distressingly evident to 
older clinicians), yet any treatment which helps the 
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patient to a fuller social life will be effective. And it 
allows him to comfort relatives with the opinion that 
schizophrenia is not a disease associated with here- 
ditary taint or bad genes. To the epidemiologist 
concerned with prevention, Bleuler’s theory is of 
course a profoundly pessimistic one, since lit asserts 
that there are no preventable causes of schizophrenia, 
neither environmental nor genetic, and that its 
incidence in the foreseeable future will continue to be 
what it has always and everywhere been in the past. 
But pessimistic predictions do not falsify a theory, and 
a theory which explains as much as Bleuler’s does, 
and which is the fruit of such massive clinical experi- 
ence, deserves the most serious attention. 

Theories, like coconuts, are put up for people to 
knock down (if they can), and most researchers will 
want to have a shy at this one because until they can 
unseat it, at least to their own satisfaction, they face 
the uncomfortable proposition that all their studies 
are fore-doomed to failure. Bleuler himself noted (and 
met) some likely objections, and other cogent 
criticisms were advanced by Professor Hoenig in his 
review. Since then, our knowledge of schizophrenia 
has advanced in many ways, but not so as to topple 
Bleuler’s theory. Studies of twins have been put on 
a surer footing, but Bleuler holds that their only 
value has been to show there must be environmental 
factors. Genetic studies have not yet solved the 
problem of low fertility. Psychological theories (such 
as those of Lidtz and of Wynne), which Bleuler found 
attractive, have now been severely criticized; but 
Bleuler’s own studies failed to confirm them. The 
adoption studies of Kety and his team in Denmark 
have demonstrated that upbringing in a family with a 
schizophrenic or severely psychopathic relative is not 
a necessary factor in schizophrenia; but this only 
` confirms Bleuler’s finding that a quarter -of his 
probands grew up under ‘normal’ conditions: Recent 
studies have shown that, contrary to earlier American 
opinion, low social class is not a causal factor in 
schizophrenia; Bleuler’s own study supported this 
current view. The excess of winter births which has 
been noticed in schizophrenic patients might suggest a 
somatic cause, but it could equally well be explained 
by a peculiarity in the conception habits of the 
parents and thus merely reflect a fact which Bleuler’s 
study amply confirmed—that a proportion of such 
parents are somewhat odd in their behaviour. Many 
studies of the last few years point to an association 
between schizophrenia and some organic disturbance 
of the nervous system; but there has been little to 
suggest a disturbance specific for schizophrenia, and 
Bleuler might observe that similar claims have been 
made before and are now forgotten. 

Thus in the knowledge gained during the past 
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decade there seems nothing seriously to shake 
Bleuler’s theory. Yet it is a theory which can readily 
be falsified, for any good evidence of a somatic cause 
would bring it down. The difficulty of disproving it (if 
it is to be disproved) will probably lie in the’ difficulty 
of ‘demonstrating that any particular association, ` 
whether somatic or psychological, is a causal one. 
However, the theory can perhaps be criticized on 
more general grounds. Thus it seems unsatisfactory to 
maintain (as Bleuler does) that psychological 
pressures are the environmental causes of schizo- 
phrenia when no specific kind of pressure has been 
found, nor, on the theory, is likely to be found. 
Bleuler accepts that stressful life-events often precede 
changes in the course of schizophrenia, but it seems 
unsatisfactory to conclude (as he does) that, because 
there is usually nothing out of the ordinary in such 
events, they must hold some special (but undiscovered) 
meaning for the patient. Again, Bleuler’s study 
confirms a conclusion, now generally accepted, that 
the prognosis of schizophrenia in industrialized 
countries has steadily improved over the past half- 
century or so. This might seem hard to account for on 
his theory, which holds that there is no specific 
treatment and which implies that schizophrenia is 
always and everywhere the same; but Bleuler 
confidently attributes the improvement to “improved 
therapeutic methods”. It might well be argued 
however, that the changes in schizophrenia have been 
so dramatic that either there must have been some 
new specific treatment (and the neuroleptics seem a 
likely candidate) or the changes reflect some general 
change in the environment or in the constitution of 
patients (and therefore likely to be of a somatic kind). 
But perhaps the weakest point in Bleuler’s theory is 
his concept of the threshold or “critical breaking 
point”, the process by which a state of (presumed) 
mental dysharmony swings over into a schizophrenic 
disorder. This concept is mentioned only briefly 
(pages 465, 472, 499), but it is a crucial one. Bleuler 
draws the analogy of water dripping into a glass, the 
effect changing suddenly when the glass is full. There 
is nothing unusual about such a concept in medicine: 
it applies to the fracture of a bone under stress and 
might also be applied to the slow development of 
hypertensive disease. But here we have to suppose 
that similar kinds of psychological stress may cause a 
swing-over which in one case will occur abruptly and 
in another will develop insidiously over many years. 
Moreover we have to suppose a mental process 


. different from anything else recognised in medicine 
_ or psychology (though the phenomenon of religious 


conversion might be similar). Certainly it is unlike the 
process by which psychological pressures lead to 
anxiety or hysteria or depression, in a way which 
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everyone can understand. We are led to conclude 
either that the, psychological pressures which lead to 
schizophrenia are of a special kind: (and there is no 
evidence for this), or that the significant aspect of the 
proeess must lie in the genetic make-up—which may 
* well be true, but in that case the unknown environ- 
mental factor, is as likely. to be somatic. as psycho- 
logical. Indeed, it is more likely.to be somatic since, 


judging from the rate of discoveries, there are more. 


likely to be undiscovered phenomena in the physical 
world than in the human psyche. 

Most clinical researchers would agree with Bleuler 
that a study based. on one’s own patients is more 
satisfying than a study of other doctors’ case-records, 
let alone the tabulations of a case-register or a 
central data-bank.: Yet for thé good physician, this 
satisfaction will carry with it a risk that compassion 
may outweigh dispassion. ‘The dilemma of the clinical 
researcher is very evident throughout Bleuler’s great 
work, and there! are passages (a reader might be 

tempted to think) wheré he seems half to admit that, 
across the marches of his breast, the clinician over- 
‘rides the scientist. It is one of Bleuler’s charms that 
he always takes the reader fully into his confidence. 
“When I feel constrained” (he says) ““—as I often do 
—to exercise as harsh a criticism of my book as I 
possibly can, I find that it consists of a peculiar 
admixture.of feelings and statistics, in which the 
statistics do not render the feelings more impressive, 
and the feelings do not support the statistics”. But he 
then adds—what every medical scientist will agree 
with—that the risks of this peculiar admixture must be 
accepted if advances are tobe made, and that it is 
from the.clinician’s concern for-his patient, and from 
his “subjective empathizing with the disease”, that 
new ideas for research emerge.. ' 
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The Innocence of Dreams. By CHARLES RyYCROFT. 
. London: Hogarth Press. 1979. Pp 184. £6.95. 
Rycroft writes critically but in some detail: about 

Freud’s analysis of the nature and significance of 

dreams. He rejects the mechanistic approach and so 

considers Jung’s views sympathetically. A dream; he 


maintains, is the expression of imaginative; meta- x 
phoric and'symbolic mental action; essentially private i 
it is to be understood in non-discoursve language. It is 


lack of the capacity so to understand them that makes 
them seem incomprehensible. 
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Apart from ideas based on those of Freud and Jung 
there are others on dream physiology, types of dream 
and a historical survey of the books of Macrobius and 
Artemiodorus etc. The last chapter is on dreams and 
literary imagination. There are some omissions: there 
is for instance no mention of the recent researches on 
the functions of the right cerebral hemispheres.: But 
in spite of occasional faults, some of which are due tos 
compression, if anybody wants a short well written, 
well. argued yet original introduction to tlie psycho- 


logy of degaia; Here irik 


Mics ForpDHaM, Assistant Director, : 
Paddington Clinic Child Guidance Unit, London 


Textbook of Clinicàl Psychopharmnacology. By 
Herman’ C. B, Denser. New York: Stratton 
Intercontinental. 1979. Pp 356. $29.50. 

Psychotherapeutic Drugs: An  Ultra-Short 
.Practice. By Ore RAFAELSEN and Leo E. 
Ho.ustTer. Co : Munsgaard Inter- 
national. 1979. Pp 77. Dkr. 50. TE 


Although both these books address themselves -to 
the same topic, the use of. psychotropic drugs in 
clinical practice, they do so in sharply contrasting 
ways. ' 

Denber in The Textbook of Clinical Psychopharmacology 
adopts a traditional, almost old-fashioned, approach, 
pontificating rather than persuading and even at 
times resorting to polemic, as for example when 
castigating his particular béte-noir, the ‘socialized 
Marxist-Maoist egalitarian (team) approach’. While 
his style makes for lively reading the organization and 
contents of the book are less satisfactory. For example 
I could not see the point of including the first: two 
somewhat simplistic chapters ‘on “The Clinical 
Examination’ and ‘Total Treatment of the Patient’ in 
a book of this kind. More important perhaps are some 
of the omissions; hardly any mention of pharma- 
cokinetics, an aspect of psychopharmacology on which 
rational dosage must be based, and no mention of any 
compounds outside’.the restricted range of those 
available in the United States. : 

Where Denber is expansive and personal, Rafaelsen 
and Hollister in Psychotherapeutic Drugs are terse almost 
to the point of being telegraphic. It is nevertheless 
amazing how much sound clinical sense about 
psychotropic drugs they have managed to compress 
into such a small frame. The authors‘can certainly 
be said to have fulfilled their avowed ‘aim, to give 
practical instruction to junior physicians, psychiatric 
nurses, and medical auxiliaries. Although this book 
is probably of ‘only limited value to the specialist 


or 
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psychiatrist because of the deliberately very restricted 
range of drugs which it covers, it can be confidently 
recommended to non-psychiatrist colleagues, such as 
general practitioners or general physicians as a 
sensible, safe and succinct introduction to the thera- 
peutic application of psychotropic drugs in clinical 
practice. 


TREVOR SILVERSTONE, Reader in Human 
Psychopharmacology, Medical College of St Bartholomew’ s 
Hos{ntal, London 


Sex Education for the Health Professional: 
Curriculum Guide. Edited by Norman 

- Rosenzweic and F. PAuL PEARSALL. New York: 
Grune & Stratton. 1978. Pp 336. $19.00, £12.35. 


In many countries there is a growing interest in 
education in human sexuality. This book passes on 
American experience in pre- and postgraduate 
education and training in this field. Such a book has 
been needed for a long time. It contains contri- 
butions from, among others, Mary Calderone; 
Harold Lief, Paul Gebhard, Richard Green and 
John Money, and gives much valuable information 
and advice. The main topics treated are: historical 
background, teaching methodology, design of curri- 
cula, courses for special target audiences (psych- 
iatrisis, gynaecologists, urologists, psychiatric nurses) 
sample programmes and audio-visual aids. 

The book does not say much about the connection 
between society and sexuality, but Gebhard warns 
against ethnocentric biases and the ‘editors emphasize 
“the relevance of such biases to the attitudes of 
students and teachers of human sexuality”. But 
unfortunately the book itself has not quite avoided 
American ethnocentrism; only American experience 
and viewpoints are mentioned. And the reader is not 
spared statements like “sex is managed better than 
ever before in history, due to the increase of know- 
ledge, the freedom of interchange of information, and 
finally, the focus of energy toward sexuality”. 

But the book has many qualities, among which are 
the many good examples of how to obtain the attitude 
restructuring, which is a must, if one wants to help 
people with their sexual problems. It is underlined 
that intensive programs covering several days are 
more effective than the same material presented in a 
‘spaced’ fashion over several weeks. And the book is 
encouraging in not giving in to resistance to sexo- 
logical training. The problem of convincing educators 
of the value of sexological training ‘seems to be that 
they are not aware of their own deficiencies’. 

Certainly, we in Europe owe much to American 
sexology. This book is another American gift to us. 


But a more rigorous editing of the book would have 
given space for a fruitful exchange of ideas and 
viewpoints across the Atlantic. In, for example, 
Switzerland, Germany, Holland- and Denmark a 
certain amount of experience has been collected on 
sexuality during the later years. There are differences ` 
between, for instance, some German contemporary 
views on what sexology is and ought to be and some 
American trends. Certainly, Danish students are not 
as fond of many multi-media films as American 
students seem to be. And indeed other audiovisual 
aids are accessible outside those mentioned in this book. 

But in spite of these reservations the book is 
recommended to all who teach or plan human 
sexuality courses. It is a source of inspiration and a 
help in overcoming resistance to such education. 


Presen HerrtorT, Consultant Psychiatrist, 
University Clinic of Psychiatry, Copenhagen 


The Theology of Medicine. By Tuomas Szasz. 
Oxford University Press. 1979. Pp 170. £5.75. ` 


There is no theology in this book. The word 
‘theology’ is misused to denote what Dr Szasz does not 
like: a pattern of dogma enunciated by a new 
omnipotent God, the modern psychiatrist, and 
imposed by a new authoritarian Church, the Welfare 
State. The sub-title of the book, The Political- 
Philosophical Foundations of Medical Ethics, ‘is more 
accurate, though no less pretentious. In twelve essays 
the author exploits paradox, analogy and the 
rhetorical question to preach the same message: that 
modern medical technology, practised by doctors who 
are agents of the State, is a new form of tyranny; and 
especially that institutional psychiatry—the subjec- 
tion of the involuntary patient in a State mental 
hospital to ‘treatment’ like aversion therapy—is 
involuntary servitude: the language of care masks the 
reality of control. Any one of these lectures could 
have been entertaining, even moving, when heard, in 
its own right; read together, they become a bore. 

Dr Szasz writes as a professed libertarian. His 
chapters on drugs of addiction and suicide enable him 
to exploit the rhetoric of Voltaire and Mill to the full 
in praise of the liberty of self-destruction, and in 
condemnation of all imposed restraint or control. The 
‘war on addiction’ is part of the ‘manufacture of 
madness’; drug abuse is an inevitable consequence of 
‘the medical monopoly of drugs’. Indeed, the 
licensing of doctors by the State is itself an evil, 


„serving only to maintain an artificial shortage and 


monopoly of doctors, not the protection of the public. 
The market, in doctors as in drugs, should be free. 
Behind the rhetoric there is wisdom. The doctor 
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must not become the servant of the State: he may not 
become anyone’s agent without reserve. He must 
respect the dignity and liberty of patients, the more 
so the more lacking in dignity and autonomy they 
are.-Clear, simple, descriptive language is a condition 

* of clear, honest thought and action (the lesson of the 
essay on ‘Language and Lunacy’). High-flown 
assertions of a ‘right to treatment’ are only a password 
to control by a State eager to impose the provision of 
it. The values of law and justice are too precious to be 
imperilled by the blandishments of behavioural 
technologists: ‘treatment’ can become an instrument 
of tyranny if imposed without consent, or, as a 
synonym or substitute for punishment, without desert. 
All true enough: and perhaps the explosive charge 
which Szasz puts behind the truths is necessary if they 
are to strike home everywhere. 


G. R. Dunstan, Professor of Moral and Social Theology, 
King’s College, London 


Implicit Psychology: An Introduction to Social 
Cognition. By D. M. Wecner and R. R. 
VaLLACHER. Oxford University Press. 1978. 
Pp 305. £4.75. 


This book starts out with good intentions. Its aim is 
to acquaint the reader with his or her own implicit 
psychological theories, i.e. those conceptions of the 
world and of the people in it which help the in- 
dividual to make sense of the environment. Such 
ideas are sometimes called ‘commonsense theories of 
psychology’, and there is no doubt that an examina- 
tion of these could make for interesting reading. 
However, the authors have a second aim, namely to 
introduce the reader to the field of cognitive social 
psychology, and in the event it is this with which the 
book is almost entirely concerned. 

Topics covered seem at first sight to be of potential 
interest to the reader of a psychiatric journal. For 
example there is a chapter on ‘Implicit Personality 
Theory’, and one on ‘Implicit Abnormal Psychology’. 
Closer examination of chapters such as these reveals a 
disappointing lack of awareness of the sorts of topics 
which might have been considered. The most 
obviously relevant chapter, that on abnormal 
psychology, consists primarily of a discussion of 
studies in social psychology which have investigated 
the way individuals evaluate others on the dimension 
‘good—bad’. The chapter also includes: a_ brief 
consideration of the similarities and differences 


between clinical psychology and implicit psychology. f 


The “writers appear to have only an academic 
awareness of what is involved in clinical psychology, 
and the chapter as a whole hardly merits its title. 
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To conclude: the book as a whole, which origi- 
nated as an interesting idea, has turned out in the 
end to be a simple account of research in social 
cognition. This may be of interest to students of 
social psychology at the introductory level, but it is 
unlikely to grip the attention of professional workers 
in the field. 


Jonn C. CoLeman, Senior Lecturer in Clinical Psychology, 
London Hospital Medical College 


Psychology Survey No. 2. Edited by Kevin 
Connotiy. London: George Allen and Unwin.. 
1979. Pp 288. £7.50, £3.95 paperback. 


This book consists of a series of essays in various 
topics spanning the whole range of psychological 
interest from ‘motor activity mutants of Drosophila’ 
to ‘language and human mentality’. Each chapter is 
written by a specialist of some standing in the field, 
mostly British but a few Americans. Most of them 
have provided a thoughtful account of some of the 
central issues in their subject, and the whole is an 
impressive testimony to the contribution that is being 
made by research psychologists in many different 
artas. Among the papers that I found most interesting 
were Paul Harris on ‘perception and cognition in 
infancy’, J. D. Mollon on the ‘theory of colour-vision’, 
and E. T. Rolls on ‘effects of electrical stimulation of 
the brain’. 

Although the series is billed as a means of keeping 
up with exciting and important developments in the 
subject, I doubt that many will be drawn to it with 
this purpose in mind. The presentation is as chaste as 
the title, and the writing and documentation so 
scholarly that one might just as well look to review 
journals such as Psychological Bulletin. I suspect that 
most people (psychologists and laymen) would 
gravitate toward more entertaining overviews of 
psychology, such as Sagan’s Dragons of Eden, or else 
specialist books devoted to their particular field of 
interest. Still, no doubt the book will find its way into 
psychology libraries where researchers will find it 
useful to aia chapters that connect with their 
work. 


GLENN WILson, Lecturer in Psychology, 
Institute of Psychiatry, London 


The Analysis of Hysteria. By HAROLD MERSKEY. 
London: Bailliere Tindall. 1979. Pp 310. £9.50. 


After well over two thousand years hysteria 


continues to be fascinating and controversial, and few 
psychiatrists can resist having their say. In our own 
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time, Eliot Slater tried to abolish it, calling it a 
delusion and a snare, while Sir Aubrey Lewis said 
it had a tendency to outlive its obituarists. Now 
Professor Merskey has written just the survey that we 
needed: the last comparable book was Wilfred Abse’s 
Hysteria in 1966. a 

This book is at least as thorough as Abse’s, more 
generally clear in its discussion, fully up to date, and 
very pleasant to read. Older history, and the well- 
known story of the nineteenth century is re-told, with 
less on Janet than might have been expected, but a 
welcome whole chapter on Kretschmer. 

Brief lucid chapters then discuss amnesia, malin- 
gering, compensation, pain, hypochondriasis, 
epidemic hysteria, knowledge about hypnotic 
phenomena and theories of hysterical personality. 

This now becomes the standard short book on this 
absorbing subject and its fringes—libraries will need 
it. 


ANDREW C. Satu, Consultant Psychiatrist, 
Greenwich District Hospital, London 


The Teaching of Psychosomatic Medicine and 
Consultation-Liaison Psychiatry. Edited by 
C. P. KmeaLL and A. J. Krakows, Basle: 
S. Karger. 1979. Pp 188. SFr. 83. 


The critic who views psychosomatic medicine as 
‘an improbable hybrid of clinical thinking, physio- 
logical speculation and psychoanalytic theory’ will 
not change his views as a result of reading the first 
half of this collection of papers. Styles of teaching and 
even the content of the subject vary widely and there 
is only one repeated theme, namely that psychiatry 
and its practitioners ‘are rarely accepted completely 
by their physician and surgeon colleagues. 

The different authors’ response to this situation is 
interesting but many see it in terms of a ‘resistance’ 
on behalf of the physicians which is once described as 
‘complicated, puzzling and stubborn’, and elsewhere 
physicians are classified as ‘forgetful’, ‘apologetic’, 
‘expert’ and ‘rejecting’! The psychiatrists’ contribu- 
tion to the low referral.rate is less often mentioned, 
but the first author at least suggests that they should 
be freely available to see referrals; communicate: 
clearly and avoid both psychiatric jargon and 
condescending attitudes. 

By contrast, the later chapters are concerned with 
clinical problems and illustrate the value of psycho- 
somatic concepts. A useful discussion of: reactions to 


pain illustrate how psychological, social and physical ° 


factors can fit nicely together to offer an explanation 
far superior to any which consider these factors 
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separately. The other main contribution of this book 
is its very full list of references. 


Fanon Creep, Mental Health Research Fellow, 
The London Hospital Medical College e 


Social Order and Mental Health: The-Florida 
Health Study. By Jonn J. Scnwas, ROGER A. 
BELL, :Georcoe J. Warmer and Rusy B. 
Soauwas. New York: Brunner/Mazel. 1979. Pp 
218. $15.00. ` 


The Health Care Dilemma. By J. H. U. Brown. 
New York: Human Sciences Press. 1979. Pp 183. 
e $14.95. 


The Florida Health Study is essentially a pre- 
valence survey using interviews on a representative 
sample of persons living in Alachua County in the, 
South Eastern United States. The assessment of 
mental disorder is based on measurement of Social 
and Psychiatric Impairment (SPI) assessed according 
to intra-psychic disturbance, difficulties in functioning 
and interpersonal distress. These scales were deliber- 
ately chosen by the authors to go beyond the medical 
model but naturally they are difficult to validate. 
Using these scales, there is a 28 per cent prevalence of 
mental disorder, but it is not surprising to. find, in 
view of the definitions used, that only 23 per cent of 
those defined as having mental disorder had utilized 
mental health services. 

An interesting aspect of the study was to investigate 
whether there was an association between mental 
disorder and the perception and concern about 
rapid social change in the deep South. In general, no 
such relationship emerged. 

The book by Professor Brown presents the familiar 


` problems of health care in America resulting from the 


fragmented state of health care organization and 
planning and the individual orientation of American 
doctors. The USA therefore is left with a legacy of 
poor medical care in the ghettos and rural areas, and 
with an emphasis on cure rather than’ care or pre- 
vention. The book explores the ways in which health 
information systems, especially computerized systems, 
may help in this particularly American dilemma. A 
variety of systems are briefly described though none 
in great detail. The emphasis on machines, the 
relative neglect of evaluation, and the American 
context suggest that the.book will have little appeal to 
British readers. i 

DonaLD P. FORSTER, Senior Lecturer in Community 
Medicine, University of Newcastle-upon- Tyne - 
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The Mental Health Industry: A Cultural 
Phenomenon, By Peter A. Macaro, ROBERT 
Griep and Davm J. McDowe tu. Chichester: 
John Wiley. 1978. Pp 272. £12.65. 


The bulk of this book is given over to a description 
* of the link between aetiological theories and treatment 
regimens in psychiatric disorder and the general 
cultural milieu. The relationship between American 
society and the management of madness is argued 
(with little sophistication) and two treatment 
regimens, milieu therapy and behaviour modification, 
given as particular examples. 

Yet having recognized the close connection 
between social structure and ‘cultural beliefs the 
authors then argue this relationship can be trans- 
cended by ‘prescriptive treatment’? and more com- 
petition—a return to market capitalism—in ‘the 
delivery of health care. These, the authors believe, 
would lead to an emphasis on ‘empirical results’ 
rather than theoretical speculation. Presumably one 
would have to rely on their ‘atheoretical’ choice of 
outcome indicators and effectiveness criteria and 
defer to their definitions of observational validity or 
the concept-indicator divide. At best the naivety of 
the authors’ conclusions provides more evidence for 
the strength of the link between society and its 
beliefs. 


DAVID ARMSTRONG, Lecturer in Sociology as applied to 
Medicine, Guy’s Hospital Medical School, London 


Cyril Burt, Psychologist. By L. S. HEARNsHAW. 
London: Hodder and Stoughton. 1979. Pp 370. 
£8.95. 


Inevitably the interest of this book must focus on 
the question of Burt’s. fraudulence. Hearnshaw 


supplies a clear answer. Burt certainly did in some ' 


instances doctor data and attempt to magnify his own 
position as one of the founding fathers of. factor 
analysis. There can be no doubt that, as Jensen and 
Kamin have argued, Burt’s crucial twin data is 
scientifically valueless. 

However, what makes this book so powerful is that 
Burt’s delinquencies are set in the context of his life 
and character. Burt was no simple fraud. On the 
contrary before the war, it is clear, his integrity was 
unimpeachable. The destruction of his data in war- 
time London, the onset of Meniére’s disease and the 
general breakdown of his health, the collapse of his 
marriage, his loss of influence at University College, 


and €ontrol of his (the statistical) journal, -these ` 


destroyed him and in Hearnshaw’s view, produced 
the changes in personality that led him to deceive. In 
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so brilliant and gifted a man it was indeed a tragedy, 
a tragedy that Hearnshaw has movingly portrayed. 
In brief, an excellent, well documented book, that all 
psychologists should read. 


PAUL Kung, Reader in Psychometrics, 
University of Exeter 


Shyness and Anxiety. By Puvius M. Suaw. 
London: Academic Press. 1979. Pp 104. £1.95. 

This paperback is one of a ‘popular’ series on 
Overcoming Common Problems, i.e. the range of emo- 
tional problems which are encountered in daily 
living. It aims both to review present knowledge in a 
balanced and realistic way and to show what help 
and relief can be hoped for and how problems can 
be better understood and lived with. Dr Shaw has 
carried over her brief with sympathy and sense and 
in her conclusion has drawn attention to the various 
psychological treatments now available as well as to 
the self-help groups. This is not a textbook for a 
professional, but it would be useful for lay coun- 
sellors, teachers etc. and could also be a great help 
to relatives and friends of the pathologically shy 
patient, who may himself be unable to benefit from 
the wise advice given without help from his friends 
or counsellors. 


H. E. S. Marsuatt, Consultant Psychiatrist, 
Netherne Hospital, Coulsdon 


Psychological Interventions in Medical Prac- 
tice. By J. J. Stram. Hemel Hempstead, Hert- 
fordshire: Prenctice Hall International. 1979. Pp 
222. £9.15. 

This book aims to introduce physicians, both in 
primary care and hospital practice, to the psycho- 
social problems of their patients. General principles 
of adaptation and maladaptation in the chronically 
ill patient are considered followed by selected issues: 
diagnostic and prognostic problems; organic psycho- 
syndromes; non-compliance; the aged; the obese; 
cancer and dialysis patients’ problems; and family 
reaction to illness. The author’s mildly condescending 
attitude may irritate some and the choice (and omis- 
sion) of one’s favourite liaison topics criticised. But, 
all in all, this is a useful addition to the literature of 
liaison psychiatry. 


Swney Crown, Consultant Psychiatrist, 
The London Hospital (Whitechapel) 


Brit. J. Psychiat. (1979), 135, 481-487 


Correspondence 


ARE DISEASE ENTITIES IN THE MIND? 


Dear SR, 

With an increasing interest in the relevance of 
epistemology to psychiatry, we would like to comment 
on the debate between the Newcastle medical and 
London sociological classifiers of depression/anxiety. 

Might not both sides gain by accepting that there 
are probably no natural taxa? Classes are for 
purposes. Work in Newcastle seems at least to have 
shown that we can predict the probable if temporary 
outcome of ECT. That does not in itself imply that 
groupings are the best for all treatments, not even 
that ECT is the ‘best’ treatment, nor that studies of 
aetiology will give the same clusters. The value of 
using factors other than mental state among the 
criteria for the purpose in hand is testable. Searching 
for the correct nosology, irrespective of its purpose or 
our motives, however, seems doomed to produce long 
statistical debates without rules to determine who has 
won them. There are not even in fact any ‘non- 
existent clusters’, just many useless and parochial 
ones, but utility depends on need, desire and purpose. 
Dimension versus category is also frequently a matter 
of choice; much depends on assumptions about 
linearity and about the use of arithmetic on the 
abscissa of graphs that can produce uni or bipolar 
curves. 

The knower influences the known, especially in 
psychiatry. Perhaps we would be better advised to 
state our vision of what could be, as well as struggling 
to ‘objectively classify disease entities’. 

i F. A. JENNER 
J. Damas Mora 
P. Ross-SmrrH 
University of Sheffield, 
Department of Psychiatry, 
Hallamshire Hospital, 
Glossop Road, 
Sheffield S10 27F 


DRUG OR MILIEU? 
Dear Sir, 

De Maio and Levi-Minzi (Journal, July 1979, 135, 
73-76) compared three different dosage schedules in 
treating neurotic depressed patients with Amitripty- 
line. They find no difference whether the drug is 


given in the morning, at night, or three times a day. 
They suggest that, as all patients improved compar- 
ably, this was an effect of the drug. This is an 
unwarranted assumption, particularly as these were 
all inpatients. They should have had a fourth, 
drug-free, group: it~being my view that if the in- 
patient milieu is a good treatment situation, this 
grqup may well have improved equally. 

I am always surprised that organically-minded 
psychiatrists admit so many neurotic patients when 
they appear to hold the view that the important 
therapeutic tool is the drug which, of course, could be 
given, and at far less cost, to outpatients. (Neurotics 
are usually avid drug takers and do not’need super- 
vision). I submit that we all admit patients not so 
often because they are a danger to themselves or to 
others but because the different milieu has con- 
siderable healing effects. We are short of studies that 
evaluate which parts of the milieu are helpful and 
which parts are not. 

Fate lan G. THOMSON 


Newport, 
Isle of Wight 


HARLOW ON CHILD DEPRIVATION 
Dear SR, 

Although F. H. Stone in his selection of readings 
relevant to child psychiatry (Journal, August 1979, 
135, 180-1) includes a reference to the WHO 
monograph in which there is a reassessment of 
Bowlby’s original monograph he fails to do the same 
with respect to Harlow’s work in the same area— 
deprivation. ‘ 

Harlow’s early work (1959) showed the importance 
of contact comfort for normal development in the 
infant monkey. This leads him to say that “‘the long 
period of maternal deprivation had evidently left 
them incapable of forming a lasting affectional tie”. 

However, the later work of himself and his 
colleagues has shown that, at least for rhesus monkeys, 


. critical periods do not exist—i.e. that it is possible to 


habilitate infant monkeys deprived of maternal 
attachment to the extent that they acquire many 
normal, species-typical behaviours. These are not lost 
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as a result of deprivation of social contact but merely 
suppressed and can be learned under carefully 
selected and controlled conditions. One of these 
involves the use of younger, surrogate-peer-reared 
‘therapist’? monkeys who have not yet learned those 
aggressive responses emitted by older monkeys which 
Harlow predicts have impeded attempts at habili- 
tation. 

I hope these additional references will enable 
readers to put Harlow’s work into a different 
perspective from that one gets from reading his early 
work, 

. JONN Saurru 
Health Care Evaluation Research Team, 
Dawn House, 

Sleepers Hill, 

Winchester 
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TOXIC REACTIONS TO LITHIUM AND 
NEUROLEPTICS : 
DEAR SR, 

Toxic neurological reactions to combined 
lithium/haloperidol treatment was first reported by 
Cohen and Cohen, 1974 (Journal of the American 
Medical Association, 230, 1283) and Loudon and 
Waring, 1976 (Lancet, ii, 1088), especially at high 
serum lithium levels and high doses of haloperidol. 
Thomas also reported (Journal, May 1979, 134, 552) 
a further case differing in that the patient had 
experienced previous treatment with lithium/ 
haloperidol combination without developing’ toxic 
side-effects. A similar syndrome was recorded by 
West, 1977 (British Medical Journal, ii, 642) after 
exposure to lithium/flupenthixol combination. 

I would like to report a case of toxic reaction to 
combined treatment with lithium and fluphenazine: 

A 25-year-old man with a manic episode and a seven- 
year history of manic-depressive psychosis was given 


fluphenazine, 75 mg in a single i.m. dose which was . 


repeated one week later. In addition, patient was receiving 
chlorpromazine, 300 mg and trihexiphenidyl (‘Artane’), 
5 mg daily. Haloperidol drops were given eventually and 
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for a few days in a maximum dose 2.5 mg/day. Lithium 
treatment was started 10 days after the second adminis- 
tration of fluphenazine and more than 10 days after the 
last administration of haloperidol, with 900 mg lithium 
carbonate daily, giving serum level 0.9 mEq/l. Four days 
after starting lithium treatment the patient developed 
tremulousness, rigidity, dysarthria, ataxia, tiredness, 
vomiting and confusion. Serum lithium level was 1.0 
mEq/]. Lithium and chlorpromazine were stopped and 
‘Artane’, 30 mg/day and ‘Disipal’, 12 mg/day, were given 
without any significant effect. The patient gradually 
improved and became functional after two months, with 
no clear evidence of organic brain damage. 

One month later he became hypomanic and lithium 
treatment was attempted again starting with low doses 
(300 mg) and progressively increasing to 1800 mg/day, in 
addition to chlorpromazine, 300 mg/day. No side effects 
were noted, while serum level was 0.86 mEq/l. In previous 
episodes the patient had been treated with large doses of 
neuroleptics (chlorpromazine, 900 mg, haloperidol, 
30 mg daily and fluphenazine, 75 mg/week) without 
exhibiting side-effects. 

The case suggests that the toxic reaction was due to 
lithium-fluphenazine interaction, as previous treat- 
ment with neuroleptics and subsequent treatment 
with lithium and chlorpromazine, but without 
fluphenazine, did not produce adverse effects. 
Haloperidol, given in a small total dose long before 
lithium administration seems not to account for the 
side-effects observed. 

Bası ALEVIZOS 
University of Athens, 
Department of Psychiatry, 
Eginition Hospital, 
74, Vass. Sophias Str., 
Greece 


INFORMAL PATIENTS DETAINED 
DEAR Sr, $ 

The analysis of compulsory admissions by Elliott, 
Timbury and Walker (Journal, August 1979, 135, 
104-14) gives only a partial picture of the imple- 
mentation of Section 31, the emergency Section. 
While the authors refer to “a three-fold increase in 
the use” of powers to detain informally admitted 
patients they omit the precise figures for these cases. 
A recent unpublished study by me at the Royal 
Edinburgh Hospital revealed that of 100 consecutive 
Section 31 applications, 38 were in respect of resident 
patients. If this use of the Act were included in the 
Gartnavel study, the mean annual figure of 71.6 
Section 31s, which the authors reported, would 
undoubtedly be very much higher. 

The use of 2nd, 3rd and 4th Section 31s in 10 per 
cent of the 1962-72 cohort is worrying and is clearly 
at variance with the intention of the lawmakers. The 
consequence is that patients are detained for 14, 21 or 


CORRESPONDENCE 


28 days on the authority of only one doctor .(not 
necessarily a consultant), without right of appeal and 
without the requirement,.of sheriff’s approval. The 
detention might be clinically appropriate, but it 
seems to lay the doctor open to accusations of not 
acting within the spirit of the law. 

Finally the authors’ comment regarding Section 31, 
that they “have not found published evidence of 
dissatisfaction” is a spurious and ostrich-like defence. 
The very existence of serious mental disorder is likely 
to impair the motivation, ability and sophistication of 
an individual, so that he may find it difficult to voice 
his complaints in a manner which would lead to 
‘published evidence’. Indeed it is precisely for this 
reason that the Mental Welfare Commission exists 
in Scotland. This body has a legal duty to monitor 
the implementation of Section 24. However it is my 
understanding (and I would welcome correction) that 
data are not automatically sent to the Mental Welfare 
Commission on the use of consecutive Section 31s 
which do not lead to a Section 24, nor on the use of 
Section 31s for informally admitted residents. If this 
is the case there would seem to be a strong argument 
for its correction. A 

DEREK CHISWICK . 
Royal Edinburgh Hospital, i 
Morningside Park, 
Edinburgh EH10 5HF 


Dear SIR, 

The strike of Local Authority Social Wares which 
took place at the end of 1978 and the beginning of 
1979, whatever the problems it caused afforded an 
opportunity to examine some aspects of the workings 
of the Mental Health Act 1959 (Review of the 
Mental Health Act, 1959. Command 7320, 1978. 
HMSO). It would be anticipated, and observation 
would suggest, that the number of compulsory 
admissions to hospital would fall. 

Statistics were obtained for compulsory and 
informal admissions to Middlewood Hospital from 
the Sheffield area for the months of October to 
January inclusive for the ‘years 1976-7, 1977-8 and 
1978-9. Figures were also obtained for the number 
of patients admitted informally who were made the 
subject of a detention order during their period of 
admission over the same three periods. The data was 
examined using the Chi squared test, partitioning the 
overall Chi squared according to a method described 
by Maxwell, 1961 (Analysing Qualitative Data. London: 
Methuen) to check that observed differences related 
to the relevant changes in circumstances. There was a 
significant drop in compulsory admissions, (a. and b. 
Chi squared overall 11.771 df 2 P <0.01: 1976 and 
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1977 vs 1978 9.255 df 1.P <0.01) and a rise in 


1976 1977 1978 Total 
a. Section 113 91 54 258 ° 
b. Informal 484 493 424 1401. 
c. Regraded 44 37 70 151° 
d. Not regarded 440 456 354 1250 


compulsory detention of informal patients in the 
relevant period (c. Chi squared overall 21.408 df 2 
P <0.001: 1976 and 1977 vs 1978 20.769 df 1 
P <0.001) but the total number of patients who were 
detained compulsorily at some time during their stay 
in Hospital did not change significantly. (Chi oe 
does not attain 0.05 level). 


1976 1977 1978 Total 
Detainees 157 12 124 409 
Not detained ` 440 456 354 1250 
ToTAL =a+b 597 584 478 1659 


Thus it appears that at least in the Sheffield area 
it has been possible to admit significantly fewer 
patients compulsorily than was the practice in the 
past, as has been suggested by those apprehensive 
about the workings of the Mental Health Act 1959. 
However the figures relating to the subsequent 
imposition of compulsory detention on informal 
patients suggest that, at least numerically, the 
increase in this practice balances almost exactly the 
fall in initial compulsion. Of course it is not necessarily 
the same individuals who will be affected. 

If it is accepted that the overall infliction of 
compulsory detention is constant and if the general 
principle that such detention is necessary at times is 
also accepted, there remains the problem of when 
compulsion should be applied. We suggest that the 
present findings imply that undue initial reluctance to 
use compulsion may result in its subsequent im- 
position in circumstances which may lead patients to 
feel that they have been misled. It is perhaps a 
matter for the individual psychiatrist to decide which 
approach is the more acceptable but it means that 
this is a dilemma which is unlikely to be resolved by 
regulation. 

F. G. SPEAR 
: B. M. MEHTA 
Middlewood Hospital, 
Sheffield S6 1TP 
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CHANNEL CAPACITY, SCHIZOPHRENIA 
v AND DOPAMINE 
DEAR SIR, Š 

In his recent article (Journal, March 1979, 134, 
, 225735) C. D. Frith deals with the origins of schizo- 
phrenic symptomatology as arising from a failure of 
restraint of preconscious material from entering 
consciousness. Like Broadbent, he attributes schizo- 
phrenic symptomatology to channel overload some- 
where in the brain. The question is where? 

Because the CNS is such a complicated matrix of 
feedback systems, it seems improbable that psycho- 
logical analysis of schizophrenia will ever un- 
ambiguously pinpoint a defect in a specific system. 
The question therefore needs to be considered at a 
neurophysiological level and requires electrophysio- 
logical analysis with specific reference to the total 
information transmitted through various brain 
regions, using the analytical techniques of information 
theory. The methods of evoked potential analysis and 
Fourier analysis of the time and space variation of 
neural activity in various brain regions offer some 
hope of attacking these problems, although present 
techniques may well prove inadequately discrimin- 
ating to detect a reliable difference between 
schizophrenics and normals. 

Some indirect support for channel overload 
hypotheses can be concluded from recent work on 
, the role of dopamine in the CNS. This work indicates 
that dopaminergic activity accelerates the rate of 
information processing in the cortex (Wright and 
Craggs, 1979, Experimental Neurology, 65, 42-52) and 
as antipsychotic medications appear to be dopamine 
blockers it follows that their action may be regarded 
as reducing information overload on the channel. 

J. J. Wriest 
Department of Psychiatry, 
University of Auckland, 
School of Medicine, 
New Zealand 


DRUG INTERACTION BETWEEN | 
HALOPERIDOL AND METHYLDOPA 


Dear Sr, 

This vexing drug interaction is little known, as we 
have found only two publications (see below) where 
it was mentioned, haloperidol being. given con- 
currently with methyldopa. We have had such a case. 

This 74-year-old white Caucasian female was 
admitted for the first time to a state hospital when 


she was in her early twenties. Childhood and. 


adolescence were uneventful, she married at 20, had 
three children and was described by her relatives to 
be slovenly, careless and lazy. The diagnosis , at 
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admission was schizophrenia, paranoid type: she was 
suspicious, worried that everybody wanted to steal 
from her apartment and finally that her husband 
wanted to kill her. She was treated with the thera- 
peutic methods of the time. Her condition remained 
psychotic, but she was manageable. . 

Lately she had the delusion of pregnancy and that 
she was about ‘to deliver a baby’. As she developed a 
slight arterial hypertension, she was given methyldopa 
250 mg b.id. by the treating internist, while the 
psychiatrist treated her with thioridazine 50 mg b.i.d. 
and then instead with haloperidol 2 mg b.id. 
because the patient developed ventricular premature 
beats. After several days she became progressively 
irritable, aggressive, assaulted other patients and 
staff, was unmanageable. Although the dose of 
haloperidol was increased to 24 mg per day, this 
state of permanent restlessness and assaultiveness did 
not subside. When the methyldopa was discontinued, 
and replaced with hydrochlorothiazide 50 mg daily, 
the patient improved dramatically: her aggressivity 
and assaultiveness subsided, her paranoid ideation 
became much less intense and she became again 
easily manageable. The daily dose of haloperidol was 
rapidly reduced and is now only 1 mg b.i.d. 

This drug interaction is not mentioned in any of 
the literature inserted with these two widely used 
drugs. We must not overlook that the older a 
psychiatric patient becomes, the more likely he is to 
be treated by a physician for an intercurrent arterial 
hypertension; therefore it is important to be aware of 


this possible drug interaction. 

' Icnart NADEL 

Morton WALLACH 
Kingsboro Psychiatric Center, 
681 Clarkson Avenue, 
Brooklyn, 
New York 11203 
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. CHEAPER CARE OF PARASUICIDES 
DEAR Sir, 

In their letter entitled ‘Cheaper Care of Para- 
suicides’ (Journal, July 1979, 135, 92-93) Kennedy 
and Oswald ask whether the specialist psychiatric 
services recommended in the Hill report and 
developed in the Regional Poisoning Treatment 


CORRESPONDENCE 


Centres (RPTCs) are expensive luxuries. The answer 
must surely be that they are. There is no convincing 
evidence that self-poisoned patients are more 
effectively treated in a special unit than in a general 
medical ward and we have shown that for psych- 
jatrists to see every case is as unnecessary as it is 
impracticable. 

We did not find in our trial at Addenbrooke’s 
Hospital, as Kennedy and Oswald state, that house 
physicians could match psychiatrists in their assess- 
ment of self-poisoned patients. What we did find was 
that medical teams (consisting of house physicians, 
medical registrars and nurses under their respective 
consultant physicians) could match consultant 
psychiatrists and senior registrars in most instances, 
though they still needed a psychiatric opinion for 
about one in five of their self-poisoned patients. 
Kennedy and Oswald equate our study with the one 
at Charing Cross Hospital (Journal, April 1979, 134, 
335-42). However, Newson-Smith and Hirsch not 
only used a rather small sample but also failed to 
show that social workers were as effective as psych- 
iatrists. In their pilot study only the trainee psych- 
iatrists offered patients help and made decisions about 
further care and it would require a larger randomized 
trial (similar to ours) to find how the social workers 
would have performed had they been given this 
responsibility. i 

Kennedy and Oswald criticize the use of medical 
teams or of social workers to assess self-poisoned 
patients and produce some figures to show that they 
offer further treatment to more patients than the 
RPTC does in Edinburgh. Their figures are mis- 
leading as far as the results of our study are concerned : 
only 40 per cent of our patients were recommended 
for psychiatric outpatient follow-up. In the study at 
Charing Cross Hospital social workers understand- 
ably diagnosed twice as many patients as being 
mentally ill as did the trainee psychiatrists and were 
also more cautious about discharging patients from 
hospital. But at Addenbrooke’s the medical teams 
made the same diagnoses as the psychiatrists and 
identified a similar number of patients for psychiatric 
treatment and social work support. 

Kennedy and Oswald believe that the difference 
between the hospitals is due to the trainee psych- 
iatrists in Edinburgh being ‘much more selective and 
sparing in the use of psychiatric after-care’ than the 
consultants and senior registrars in Cambridge. 
There may be another explanation. At Edinburgh, 
all patients referred to the RPTC are admitted, 
whereas in Cambridge—as in the rest of the country— 
many patients are screened out in the Accident 
Department. With these patients (who are offered 
less psychiatric treatment) excluded, it is hardly 


overall price (or rate) going down. 
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surprising that our figures should differ from theirs. 

If due allowance is made for this difference in the 

patient populations, the apparent disparity between 

the two hospitals largely disappears. In one respect, 

Edinburgh does differ from Cambridge, namely in, 
the utilization of expensive psychiatric resources. At 

the RPTC in Edinburgh psychiatrists see all self- 

poisoned patients for the purpose of selecting less than 

half of them for treatment. 

Compared to the Edinburgh model the liaison 
scheme at Addenbrooke’s is not only cheaper but also 
teaches junior doctors and nurses how to evaluate 
suicidal risk and patients’ psychosocial difficulties. It 
has helped to change adverse attitudes in the hospital. 
In addition, it may contribute towards the prevention 
of self-poisoning by training future general prac- 
titioners, as well as psychiatrists, to assess such 
patients. 

R. GARDNER 
R. HANKA 
Addenbrooke’s Hospital, 
Cambridge CB2 2QQ 


SIMPSON’S PARADOX 
Drar SR, 

The principle behind Simpson’s paradox as 
described by D. J. Hand (Journal, July 1979, 135, 
90-91) is of great significance and bears reiterating in 
terms not obfuscated by the use of unnecessary 
symbols. Simply, the paradox arises from the 
intuitive temptation to average rates. í 

When considering rates of two or more subgroups, 
the overall rate is obtained by adding together the 
rate, multiplied by the proportion of the total, for 
each subgroup. In the type of example quoted the 
paradox is most likely to arise when the rates in each 
subgroup are very different, and the proportion in 
each subgroup changes markedly over time, thereby 
weighting the overall rate towards that of a different 
subgroup. 

A parallel and more easily perceived example, so 
familiar that it ceases even to be a paradox, would be 
the purchase of wine. A year ago two cases of claret 
at £50 a case and one case of Beaujolais Nouveau at 
£20 a case cost on average £40 a case. This year, 
with inflation at 20 per cent, restraint necessitates the 
purchase of one case of claret at £60 and two of 
Beaujolais Nouveau at £24; an average of £36 per 
case. Thus although the price (or rate) for each has 
gone up, the changes in proportions result in the 


DAVID Costin 
Littlsmore Hospital, 
Oxford OX4 4XN 
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ENDOCRINE POSSIBILITIES IN 
MANIC DEPRESSIVE ILLNESS 


Dear SR, 
Paschalis ¢¢ al (1) have published results of sweat 


‘analyses in persons in the manic phase of manic 
depression which show that the K+/Na+ ratio 
ig too high and that conversely it is too low in de- 
pressives. This suggests that aldosterone levels might 
be too high in mania and too low in depression. 

Reinberg et al (2) have recently shown (in man) 
that urinary levels of aldosterone have a very marked 
circannual rhythm reaching a peak of 12+3.2 in 
May and a nadir of 3.5 +2.3 ug/24 hrs in October. It 
has long been known that manic attacks are parti- 
cularly common in early summer (3) which again 
suggests an association between mania and high le%els 
of aldosterone. Finally it has recently been shown that 
spironolactone—a specific aldosterone antagonist—is 
successful against mania (4). 

Paschalis’ results indicate that a faulty K +/Na + 
‘ratio is not the only disorder present in manics; 
from their figures it is clear that the sweat is far too 
concentrated i.e. there is fluid retention also. This 
could be due either to low cortisol levels or to high 
levels of antidiuretic hormone (ADH). The fact that 
lithium alleviates mania and suppresses ADH sug- 
gests that the latter is the cause. Conversely depres- 
sives have very dilute sweat (1) and most drugs which 
improve depression raise ADH (5). However, one 
should be careful about jumping to the conclusion 
that manic/depression is a disorder of ADH because 
it is difficult to distinguish between the activities of 
cortisol and of ADH which have a mirror-image 
relationship to each other e.g. rats with congenital 
diabetes insipidus can be improved by adrenalectomy, 
but they can be almost normalized by hypophy- 
sectomy (which removes cortisol but leaves aldo- 
sterone) (6). Conceivably giving lithium to manics 
is the exact converse of this last. It has been shown, 
for instance, in a 48-hr cycling manic-depressive 
that urinary 17 OCHS levels were low on manic 
days and high on depressive ones (7). It has- also 
been shown that serum cortisol levels in depressives 
are high (8); this will cause water losses easily con- 
fused with ADH inadequacy. Raising ADH levels 
may correct this just as adrenalectomizing rats with 
diabetes insipidus corrects their condition. It need not 
mean that depressives have low levels of ADH any 
more than that rats with diabetes insipidus are 
really suffering from hyperadrenalism. Moreover, it 
has just been shown that in at least one group of 


depressives there was no abnormality of ADH levels ` 


(9). 
Reinberg et al have shown that serum cortisol also 
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has a circannual rhythm, the peak being in February 
and the nadir in September. So perhaps cortisol- 
release is stimulated by cold; cold-diuresis suggests 
that this might be so. 

Manic onset correlates better with mean tem- 
perature than with day-length (10). This may well be 
true also of aldosterone which probably rises in 
summer to offset sodium losses due to heavier 
sweating. In conditions of sodium shortage aldo- 
sterone output is primarily controlled by the renin/ 
angiotensin II system (11) and angiotensin II is 
thought to inhibit ACTH release. This might 
explain the apparent inverse relation between 
aldosterone and cortisol. 

Reinberg et al have also shown that the circadian 
rhythms of cortisol and aldosterone mimic the 
circannual ones. Although the peak times for both 
hormones vary with season, that of aldosterone 
always follows that of cortisol by several hours and 
rarely occurs before noon, so perhaps its rhythm is 
controlled by the diurnal temperature which rises 
normally until mid-afternoon. Perhaps the tendency 
of 48 hr-cycling manic-depressive to switch ‘moods in 
the early hours is due to the clinical temperature 
reversal around 2-3 a.m. It even seems possible that 
the improvement in unipolar depressives as the day 
wears on might be correlated with the progressive 
rise in the aldosterine/cortisol ratio. ` 
> GuLian M. SKUTSCH 
3 Wild Hatch, - 
London NW11 


References 

(1) PIRATE Cs Jenner, F. A, Lez, C. R., HL, 
S. E., Jennines, G. & Triccas, G. " (1977) 
Sweat electrolytes in manic-depressive illness. 
Lancet, ti, 502. 

Reginserc, A., Lacocugy, M., Crssaum, F., 
Tourtou, Y., LEGRAND, J.-C., DELASSELLE, A., 
ANTREASSIAN, J. & Lacocuey, A. (1978) 
Circadian and circannual rhythms in plasma 
hormones and other variables of five healthy 
young human males. Acta Endocrinologica, 88, 
417-27. 

WALTER, S. D. (1977) Seasonality of mania—a 
reappraisal. British Journal of Psychiatry, 131, 
` 345-50. 

Henner, N. H. (1978) Spironolactone Srophylaxis 
in manic-depressive disease. Journal of Nervous 
and Mental Disease, 166, 517-20. 

Gor», P. W., Goopwin, F. D. & Reus, V. L. (1978) 
Vasopressin in affective illness. Lancet, i, 1233-5. 

BALMENT, R. J., CHESTER, Jones, I., HENDERSON, 
I. W. & Onter, J. A. (1976) Effects of 
adrenalectomy and hypophysectomy on water 
and electrolyte metabolism in male and female 
rats with inherited hypothalamic diabetes 


(2) 


(3) 
(4) 
(5) 
(6) 


CORRESPONDENCE. 


insipidus (Brattleboro strain). Journal of Endo- 
crinology, 71, 193-217. 

(7) Bunney, W. E. & Hartmann, E. L. (1965) Study of 

' a patient with 48 hr. manic depressive cycles 
part II. Archives of General Psychiatry, 12, 619-25. 

(8) Hurm, R. P., Bazy, A. D., Macponatp, R, 
DransreLD, G. A. & Ming, H. B. (1967) 
Variations in ll-hydroxycorticosteroids in 
depression and manic-depressive psychosis, 
British Journal of Psychiatry, 113, 593—600.. 


487 


(9) Rasxinp, M., ORENSTEIN, H. & Werrzman, R. E. 
X (1979) Vasopressin in depression. Lancet, 1, 164. 

(10) Myers, D. H. & Davs, P. (1978) The seasonal 
incidence of mania and its relationship to 
climatic variables. Psychological Medicize, 8, 

433-40. 
(11) Carr, K. J., Acumera, G., CAPPONI, A., Furr, K., 
- Sommar, A. & Faxunpine, J. (1979) Angio- 
tensin II receptors and aldosterone secretion. 


Journal of Endocrinology, 71, 37—48. 


Some Books Received 





Psychiatric Medicine Update: Massachusetts 
General Hospital Reviews for Physicians. 
Editor-in-Chief THzEo C. Mansanreck. New York: 
Elsevier North-Holland. $24.95. 

Psychobiology of Essential Hypertension. By 
HERBERT Werner. New York: Elsevier North-Holland. 
$14.95 paper, $26.00 cloth. 

The Symptom Iceberg: A Study of Community 
Health. By Davm Ramsrorp Hannay. Henley-on- 
Thames: Routledge & Kegan Paul. £5.95 (paperback). 

I Haven’t Had to Go Mad Here: The Psychotic’s 

Journal from Dependence to Autonomy. By 

Joser H. BERKE. 

Four Fundamental Concepts of Psycho- 
Analysis. By Jacgues Lacan. Harmondsworth, 
Middlesex: Penguin. £2.95. 

Asian Patients in Hospital and at Home. By ALx 
Henter. London: King Edward’s Hospital Fund for 
London. £5.50. 

The Concepts of Illness, Disease and Morbus. By 
F. KrĀuPL TAYLOR. Cambridge University Press. £6.50. 

1979 Year Book of Psychiatry and Applied Mental 
Health. Edited by D. X. FREEDMAN, A. J. FRIEDHOFF, 
L. C. Kores, R. S. Loure, J. C. Nessas and Jonn 
Romano. London: YB Medical Publishers. £26.50. 

Psychopathology: Its Causes and Symptoms. By 
F. KräurL Taylor. Sunbury on Thames, Middlesex: 
Quartermaine House. £9.50, £5.50 (paperback). 

Essentials of Child Psychiatry. By H. M. CONNELL. 
Oxford: Blackwell Scientific Publications. £6.75. 

Psychiatry. 4th edition. By W. H. TrerHowan. 
London: Bailliere Tindall. £4.50. 


The 


Out in Inner Space: A Psychoanalyst Explores the 


New Therapies. By STEPHEN A. APPELBAUM. 
New York: Doubleday. £14.95. 


Short-Term Dynamic Psychotherapy: Evaluation 
and Technique. By PETER E. Sirneos. New York: 
Plenum Publishing. $18.95. 

Cancer, Stress, and Death. Edited by JEAN Tacu#, Hans 
SeLye and Stacgy B. Day. New York: Plenum 
Publishing. $22.50. 

Partial Hospitalization: A Current Perspective. 
Edited by Raymonp F. Lusrr. New York: Plenum 
Publishing. $23.50. 

Family Therapy: An Interactional Approach. By 
Maurizio AnDo.Ft. New York: Plenum Press. $19.95. 

Psychopathology and Subfecundity. By Josepy A. 
McFa zs, Jr. New York: Academic Press. $18.00. 

The Psychology of Sex. By H. J. Evsencx and GLENN 
Wison. London: J. M. Dent. £5.95. ` 

The Kinetics of Psychiatric Drugs. Edited by Josepa 

: C. ScHootar and James L. Cracuorn. New York: 
Brunner| Mazel. $19.50. 

Psychopathology of Direct and Indirect Self- 
Destruction. Edited‘ by KALLE ACHTE and Jouxo 
Lonnovat. Psychiatria Fennica Supplementum., 
1978. Helsinki, Finland. No price stated. 

Hormones and Aggression. Volume 2. By PauL F. 
Braw. Edinburgh: Churchill Livingstons. March 1979. 

` £12.75. 

Psychotherapeutic Processes. Edited by M. KAPUR, 
V. N. Mourruy, K. Saruyavatui and R, L. Kapur. 
Bangalore: National Institute of Mental Health and 
Neuro Sciences. Proceedings of a Seminar held in 1978. 

Recent Advances in Clinical Psychiatry, Edited by 
KENNETH GRANVILLE-GROSSMAN. Edinburgh: Churchill 
Livingstone. 1979. £15.00. . 

Mindsplit: The Psychology of Multiple Personality 
and the Dissociated Self. By Perer MoKELLAR. 
London: 7. M. Dent. 1979. £7.95. 


488 


Women Who Drink: Alcoholic Experience and 
Psychotherapy. Edited by Vasantr Burt e. 
Springfield, Ilhnois: Charles C. Thomas. 1979. $21.00. 

Community Development. Research: Concepts, 
Issues and Strategies. By Epwarp J. BLAKELY. 

f New York: Human Sciences Press. 1979. $14.95, $7.95 
(paperback). 

Psychoanalytic Understanding of the Dream. ‘By 
PauL Stoane. New York: Jason Aronson. 1979, $17.50. 

Community Decision Making for Social Welfare. 
By Rosert S. MacL. New York: Human Sciences 
Press. 1979. $14.95, $7.95 (paperback). 

Compliance in Health Care. Edited by R. Brian 
Haynes, D. Wayne TAYLOR and Davo L. Sackett. 
London: Johns Hopkins University Press. 1979. £15.00. 

Human Sociobiology: A Holistic Approach. By 
Dante. G. FreepMan. New York: The Free Press 
(Division of Macmillan Publishing). $12.95. ° 

Discipline and Punish: The Birth of the Prison. By 
MicueL Foucautt. Harmondsworth, Middlesex: 
Penguin Books. 1979. £2.95 (paperback). 

Journal of Family Therapy. Vol. 1 No. 1. Edited by 
CHRISTOPHER DARE. London: Academic Press. February 
1979. Published Quarterly. £13.00. 

Gender and Culture: Kibbutz Women Revised. By 
MeEtrorp E. Spmo. Durham, North Carolina: Duke 
University Press. August 1979. $9.75. 

Geriatric Psychotherapy. By T. L. BRNK. London: 
Human Sciences Press. 1979. £6.50. 

Biological Aspects of Normal Persouality. Edited by 
R. A. Prenrgxy. Lancaster, Lancs: MTP Press. 
September 1979, £15.95. 

Behavioral Medicine: Theory and Practice. Edited by 
Ovipe F. Pomeriteau and Joun Paut Brapy. 

_ Baltimore: Williams & Wilkins. 1979. $22.00. 

Psychometrics and Psychology. By PauL Kune. 
London: Academic Press. 1979. £19.00. 

Behavior Therapy with Hyperactive and Learning 
Disabled Children. By Benjam B. Langy. 
Oxford University Press. 1979. £5.75. 

Mind/Body Integration: Essential Readings in 
Biofeedback. Edited by Err PEPER, SONIA ANCOLI 
and MicHELE Quinn. New York: Plenum Publishing. 
1979. $25.00. 

Modulators, Mediators and Specifiers in Brain 
Function. Edited by Yicar H. Enrica, Jan 
VoLAvKA, Leonard G. Davis and Eric G. BRunn- 
GRABER. New York: Plenum Publishing. 1979. $35.00. 

Psychoanalytic Politics: Freud’s French Revolution. 
By Sperry Turis. London: Bumstt Books. 1979. 
£6.95. : 


SOME BOOKS RECEIVED 


Work Stress. Addison-Wesley Series on Occu- 
pational Stress. By Aan A. McLean. London: 
Addison-Wesley. 1979. £4.90. 

The Effects of Psychotherapy. Volume 1. By MICHAEL 

-~ J. Lampert. Edinburgh: Churchill Livingstone. 1979. 
412.75. 

Psychological Basis of Medical Practice: An Intro- 
duction to Human Behavior. By CHARLES L. 
Bownben and Arv G. Burstein. Baltimore, Mary- 
land: Willams & Wilkins. 1979. $13.25. 

Psychiatry for the Primary Care Physician. Edited 
by ArTHuR M. Freeman, III, Ropert L. Sack and 
Pmr A. Bercer. Baltimore, Maryland: Williams @& 
Wilkins. 1979. $22.00. 

Health and the Family. Edited by Cuve Woop. 
London: Academic Press. 1979, £11.60. 

Patients and Their Doctors. By Guin Bennet. London: 
Barllvere Tindall. £3.75. 

Essentials of Child Psychiatry. By H. M. Conne.. 
Oxford: Blackwell Scientific Publications. £6.75. 

Anorexia Nervosa. By Peter DALLY and Joan GOMEZ 
with A. J. Isaacs. London: William Heinemann 
Medical Books. £8.50. 

The Fears of Adolescents. By J. H. Baseer. London: 
Academic Press. £12.60. 

Antidepressant Treatment—The Essentials. By 
Joun G. Greist and THomas H. Gress. Baltimore, 
Maryland: Williams 8 Wilkins. $11.25. 

The Making and Breaking of Affectional Bonds. By 
Joun Bow sy. London: Tavistock Publications. £6.50, 
£2.95 (paperback). 

Understanding the Rape Victim. By SEDELLE Katz 
and Mary Ann Mazur. New York: John Wiley. 
£12.20. 

Homosexuality. By CHARLES Socarmes. New York: 
Jason Aronson. $30.00. 

The Short Course in Adolescent Psychiatry. Edited 
-by JosepH R. NoveLLo. New York: Brunner| Mazel. 
No price stated. 

Childhood Pathology and Later Adjustment: The 
Question of Prediction. By Loretra K. Cass and 
Carotyn B. Tuomas. Chichester: John Wiley. £10.35. 

The Classification of Endogenous Psychoses. 5th 
Edition. By Kari Lronuarp. Chichester: John 
Wiley. £14.95. 

The Unheard Cry for Meaning: Psychotherapy and 
Humanism. By Vwæror E. FRANKL, Tondon: 
Hodder & Stoughton. £5.25. 

Basic Child Psychiatry. 3rd Edition. By Bom 
BARKER. London: Granada Publishing. £10.00. 

Fifty Years in Psychiatry. By Roy R. Grinxer. 
Springfield, Illinois: Charles C. Thomas. $15.00. 


BRITISH JOURNAL OF PSYCHIATRY, NOVEMBER 1979 





The British Journal of 
Medical Psychology 


Volume 52, Part 2, June 1979 


Selected contents 


R. Julian Hafner. Agoraphobic women married to abnormally jealous men 

Anne Harrison & J. P. N. Phillips. The specificity of schizophrenic thought disorder 

M. B. Shapiro. The relation of guilt and other feelings to the diagnosis of depression 

Maria L. Felix Gentil & Malcolm Lader. Effects of anxiety on attitudes — A semantic 
differential study 

H. B. Gibson. The application of hypnotic techniques to therapy 

Alec Roy. Are there different types of neurotic depression? 

Cecilia Clementel & Philip Crockatt. Problems in a ‘creative marriage’ following the birth 
of the first child 

A. Desmond Poole. The grid test of schizophrenic thought disorder and psychiatric 
symptomatology 

Robert L. Palmer. The dietary chaos syndrome: A useful new term? 

Terence A. Bunn & Alex M. Clarke. Crisis intervention 


Volume 52 (1979) £21.00 (US$45.00). Single parts £7.00 (US$16.00) 
Volume 51 (1978) £18.00 (US$39.50) 

inquiries about advertising in the journal should be sent to Publications Manager, 

27 Woburn Square, London WC TH DAA 


Orders to: 


The British Psychological Society 
The Distribution Centre, Blackhorse Road, Letchworth, Herts. SG6 1HN, UK 





Index to Advertisers 





Pharmaceutical Surgical and Medical Appliances 

Bayer U.K. Limited. : F ; ; ‘ x Ectron Limited . : ‘ 5 š y v 

Bencard . ; : . facing p 401 

The Boots Company Limited ; : . facing p 421 Booksellers and Publishers 

Brocades > : : : P i Associated Book Publishers Limited . : : v 

Ciba Laboratories. i . facing p 444 Gaskell Books . A z : . s ix 

Delandale Laboratories Limited : . facing p 453 

Geigy Pharmaceuticals . 2 ‘ iii Clinics, Hospitals and Nursing Homes 

Hoechst Pharmaceuticals . s facing p 392 and 40 Bawden House Clinic iv 

Janssen Pharmaceuticals Limited ; . facing p 420 The Priory a ` ' ; - facing p 420 

Lundbeck Limited . . . ais p 392 and 445 The Retreat : i i 0 iy 

May & Baker Limited , : . facing p416 gt Andrew's Hospital i ; l PH 

Norgine Limited . : . facing p 472 l i : f i 

Organon Laboratories Limited . ; . facing p 425 : 

Pfizer Limited ; : ; ; acing È 393 Appointinents es 

Sandoz Products Limited . . : . facing p 417 Ingutsheni Hospital : ow 

Smith Kline & French Laboratories North Canterbury Hospital Board, New Zealand B vii 
facing pp 400, 424, 441 and 452 Public Service Commission of Canada f : vi 

E. R. Squibb & Sons Limited . xii and facing p 456 P 

Wm. R. Warner & Co. Limited vi - Miscellaneous 

Wellcome Medical Division : ‘ ` facing p457 British Psychological Society . . inside back cower 

Wyeth Laboratories : : . . facing p 473. The Richmond Fellowship f n : . viii 

. 










NOVEMBER 1979 


PAGE 


a Deprivation in a E Woman; by JB. A 
tva, A: w: Maskan, J. Cairns and F. F. Letemendia a 






a Temporal: Lobe Epilepsy: A Controlled Suay: 1 by c. D. 
PE AE and EK. Magee ; a : 411 





Psychiatrie Mar pieestationy | in 
Shukla, O. N. vastava, B. 










r ary to. Combined Lithium-Neuroleptic ‘Treatment; es DEAR 
{ . Soldatos and 7. wae Nelson a 418 





> Halper and Edward i Ae 


457 








: & cones: BEE e 
: Schizophrenia 4 as an Infectious Disease 








“PRINTED IN GREAT BRITAIN BY HEADLEY BROTHER LTD THE INVICTA PRESS ASHFORD KENT AND LONDON 









THE BRITISH JOURNAI 
_ OF PSYCHIATRY ~ 





The Royal College at Pay a a | sa fo 


a 





BRITISH JOURNAL OF PSYCHIATRY, DECEMBER 1979 





NOTICE TO CONTRIBUTORS 


The.British Journal of Psychiatry is published monthly under the auspices of the Royal College of Psychiatrists. 
The Journal publishes original work in all fields of psychiatry. Communications on general editorial matters, 
including manuscripts for publication, printed matter and books for review, should be sent to The Editor, 
The Royal College of Psychistrists, 17 Belgrave Square, London SW1X 8PG. 


Contributions are accepted for publication on condition that their substance has not been published or 
submitted for publication elsewhere. The Journal does not hold itself responsible for statements made by 
contributors. Unless so stated, material in the Journal does not necessarily reflect the views of the Editor or of 
the Royal College of Psychiatrists. 


Articles published become the property of the Journal and can be published elsewhere in full or part only 
with the Editor’s written permission. 


Manuscripts Two high quality copies (one of which should be the original typescript) should be submit- 
ted. Articles must be typed on one side of the paper only with double spacing and wide margins, and the 
pages must be numbered. 


The title should be brief and to the point. A sub-title may be used to amplify the main title. The names of 
the authors should appear on the title page; their names, degrees, and affiliations should be given at the end of 
the paper. 


A summary should be given at the beginning of the article. It should be brief and factual and not normally 
more than 120 words. 


References should be listed alphabetically at the end of the paper, the titles of journals being given in full. 
For the reference list, authors should follow the style of the Journal and study the illustrations set out below. 
Titles of books and of journals will be printed in italics and should therefore be underlined in the typescript. 


Kenvext, R. E. (1974) The stability of psychiatric diagnoses. British Journal of Psychiatry, 124, 352-8. 
Rurrer, M., Tizard, J. & Wurrmore, K. (1970) Education, Health and Behaviour, p 14. London: Longman. 


Scorr, P. D. (1964) Definition, classification, prognosis and treatment. In Pathology and Treatment of Sexual 
Deviation (ed. I. Rosen). Oxford University Press. 


Durxuem, E. (1897) Le Suicide. Paris. Translated 1952 as Suicide: A Study in Sociology; by J. A. Spaulding 
and C. Simpson, pp 191-206. London: Routledge and Kegan Paul. 


In the text, references should be made by giving in brackets the name of the author and the year of 
publication, e.g. (Smith, 1971); or ‘Smith (1971) showed that...’ 


Symbols and Abbreviations Follow ‘Units, Symbols and Abbreviations, a Guide for Biological and 
Medical Editors and Authors’ (1971, The Royal Society of Medicine, | Wimpole Street, London WIM 8AE). 
Terms or abbreviations which might not be understood by the average reader should be explained. 


Tables and Figures Each table and figure must be on a separate sheet and its desired position in the 
text should be indicated (Table II here). Figures should be original drawings or glossy photos (not photocopies) ; 
the author’s name and the title of the paper should be written in pencil on the back. Tables and figures should 
be self-explanatory, with adequate headings and footnotes. Units of measure must always be clearly indicated. 


Editing Manuscripts accepted for publication are subject to copy-editing and to editorial changes 
required for conformity with Journal style. 


Proofs A proof will be sent to the senior author of an article. Corrections other than printer’s errors 
may be disallowed or charged to the authors. Reprints prepared at the same time as the Journal should be 
ordered for all authors from the printers when the proof is returned to the Editor. 


General advice to authors In the assessment of papers submitted to the Journal, great importance is attached 
to conciseness and clarity, Authors should study ‘General Notes on the Preparation of Scientific Papers’, published 
by the Royal Society (6 Carlton House Terrace, London SW1Y 5AG), 1974 edition. They should check the 
accuracy of all references in their manuscript and ensure that dates and spellings correspond in the text and 
reference list. 





BRITISH JOURNAL OF PSYCHIATRY, DECEMBER: 1979 i 





























CANADIAN JOURNAL 
OF PSYCHIATRY . 


The Canadian Journal of Psychiatry, successor to the Canadian Psychiatric Association Journal, now in its twenty-fourth year 
< OF publication, is. devoted to presenting a broad coverage of the field of psychiatry to be relevant for the majority of practising 
* clinical psychiatrists. Contributors are mainly Canadian but contributions from other countries are welcomed. Articles appear in 
~~ English or French with the summary translated into the other language. The Canadian psychiatric scene is that of a mixture of 
“academic “teaching hospital” psychiatry. provincial mental hospital, and office and community hospital practice. All of this takes 
place in the context of a mixture of both national health insurance and private practice. 
Annual. subscriptions: $25.00 for Canada and the U.S.A; $30.00 foreign. 
For further information please contact: Advertising/Subscriptions, W, G. Tiggin, Canadian Journal of Psychiatry, 190 Main 
Street, Unionville, Ontario, Canada LIR 2G9. 


TABLE OF CONTENTS eee ISSN 0706-7437 


PAGE NO. 







SYMPOSIUM -— Overview: Certification Examination 


The Canadian certification examination in psychiatry 
Part I: Historical notes - 





FH. Lowy, R.O. TONGS 600. cc cece cece sence ert eb en eees ii e TTET 275 
-Part Il: Who | passes and who fails es 
BAL Lowy, M. Donigier .0.....00.ccccccsceecnsecensvenseeenesednees sAbinaaanarescenseroeee 284 
_ Part III: Towards better certification techniques : coo ; 
-o FH. Low He Proseit cci ccc ccece cet es ce evcen sees secdpe EEA ETAN earr E rAr tiketsase 292 
Practising psychiatrists’ views of the certification examination in psychiatry 
E. Persad, P. Garfinkel. EE E E e T 303 
GENERAL PAPERS -o 
Quality assurance strategies in U.S. and Canadian Sepa ae 
S.T. Firth, Se Lazare oo. cc ccc cece cc cceneesaneese a E A E NT Son 309 
The relationship between agoraphobia and primary affective disorders 
R.C.: Bowen, J. Kohout cicseceneesnni ER oeo 317 
The Limits of Munchausen’s Syndrome : 
A. McDonald, S.A. Kline, RF. Billings .....0..6.-01.02c0seeues cad MERE AEE 323 
Civil commitment practices in 1977: Troubled semantics and/or troubled peyohiatry 
S. Page; FRI ae eG a le eo ced bani rey estan’ penkiyueae® Lae hey ET 329 
Commentary by M.O. Vincent volbsechiineds E E E T T 334 
BRIEF COMMUNICATION 
Length of hospitalization predicted by self assessment of social competence 
GH. Miller, Bo Willer 0.00... cece cece ce eeccececetevennecevansapapess eeeneeeee aair iai 337 
THE REVIEW 


The psychoanalytic theory of depression 
Part I: Major contributors * 


BM. RODGrISON, ooir sanonta NATED ENEE EEDA dnas AO ET 341 
POSITION PAPER 
Psychosurgery 

Board of Directors, Canadian Psychiatric Association 10.0.4... 6000 cen veencenteeaseeenneens 353 
BOOK REVIEWS: ri coda sac sben thang condos ee EEE cate ving EAA OES ne NTETE, 366 
BOOKS RECEIVED .......0. 0.00.00. ccccceccccccecenacaceceessccendenscedsubadeecdeande naen e 374 
LETTERS TO THE EDITOR 0.. 000.0... cccceha cece eee eeeeneeees PU E E 375 
INFORMATION TO CONTRIBUTORS... enerne eee TER ideaastaee ses 
GENERAL INFORMATION ..............0.00:00cceeeserceeeeeneneeees EPET 

A CLASSIFIED ADVERTISEMENTS ...............-...ccecceeeeeeeeeeesues OR? 








BRITISH JOURNAL OF PSYCHIATRY, DECEMBER 1979 

















PRIVATE TREATMENT 
OF ALCOHOLISM 


Our well-established alcoholism treatment unit offers intensive 
resident therapy in pleasant surroundings, first-class accom- 
modation, a friendly, relaxed atmosphere and at a reasonable 
cost. 
The programme includes group therapy, social skills training, 
educational films, videos and discussions, together with a 
comprehensive range of recreational facilities catering for men 
and women of all ages. 

Staffed by a Consultant Psychiatrist, Psychologist, and 
specially trained Nursing Staff, the unit is readily accessible 
from all parts of England and Wales. Regular iollow-up groups 
take place in London and the Midlands. 





Medical Director 





ST. ANDREW’S HOSPITAL 
NORTHAMPTON 


Further details may be obtained from the 
. St. Andrew’s Hospital 
Telephone Northampton (0604) 21311 












GROUP PSYCHOTHERAPY 
UNIT 


The Group Psychotherapy Unit is amongst an increasing range 
of specialised facilities offered by St. Andrew's Hospital. It is run 
by two Consultant Psychiatrists, assisted by a Nurse Therapist 
and an Occupational Therapist, and has now been open for a 
year. 

We have found that with an intensive approach of daily inter- 
pretative groups, social skills training and art and drama 
therapy, encouraging results can be obtained in ten to twelve 
weeks’ in-patient or out-patient treatment. This is helped by the 
friendly, non-institutionalised atmosphere of the hospital. 







Northampton NN1 5DG 


ST. ANDREW’S HOSPITAL,NORTHAMPTON 


_ Eating Disorder Unit 


St. Andrew’s Hospital’s range of specialised treatment facilities is being extended 
to include specific nursing, medical and rehabilitative programmes for patients 
with eating disorders. The majority of patients will have anorexia nervosa type 


difficulties. 


Treatment orientation is psychotherapeutic although initial firm control over 
eating behaviour and realignment of body weight will be necessary. The Unit, 
which will form part of the admission area, will be run by staff with specialised 
training. 


For further details apply to 
THE MEDICAL DIRECTOR, 
St. Andrew’s Hospital, Northampton, NN1 5DG. 
Telephone (0604) 21311 
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The Retreat, York 


for Psychiatric Illnesses 


Founded in 1792 by the Quaker, William Tuke, who established the tradition of concern 
for patients as individuals. The Retreat is a 250 bedded private registered nursing home 
surrounded by extensive grounds on the outskirts of the historic City of York. It is easily 
reached by rail and motorways. 


Care and treatment is offered for most types of psychiatric illness on the short.or long 
term in a sympathetic and friendly atmosphere: Patients suffering from neuroses, 
psychoses, alcoholism and dementia are treated in surroundings suitable for their indivi- 
dual needs. 


-The Nursing Home is a registered charity and is able to offer inclusive care in shared 
accommodation from £17.50 per day or in single rooms at slightly increased. charge. The. 
Nursing Home is recognised by the main private patient schemes. 


For further details apply to The Medical Director, The Retreat, York YO1 5BN 
(Telephone 0904 412551). 5 
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Founded in 1911 by Dr. H. Crichton- Miller 


A non-profit making Charity outside the National 
Health Service 


Research Position 





Permanent position at the Research 
Department of Louis-H. Lafontaine 
Hospital in Montreal. M.D. or Ph.D. or 
equivalent. Experience in clinical 
psychiatric research preferred. Salary 
according to convention with Quebec 
Government. Candidate must be ready 
to acquire knowledge in French. Send 
complete curriculum vitae with reprints 
before February 15, 1980 to 


A private clinic (all patients having single rooms) for 
the treatment of patients suffering from neuroses, 
early psychoses, psychosomatic disorders, drug 
addiction and alcoholism. 
Treatment is supervised by experienced psychiatrists 
whose services are inclusive in the patients’ fees. 


A full physical examination and pathological investi- 
gations are made in the first week, 
Facilities are also available to Consultants wishing to 
treat their own patients independently. 







Dr. Y. Lamontagne, 
Research Department, Louis-H. 

Lafontaine Hospital, 7401 Hochelaga St, 

Montreal, Quebec, Canada HIN 3M5. 


Apply for details: Administrative Secretary, 
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Open to both 
men and women 


OPPORTUNITIES FOR PSYCHIATRISTS 
IN CANADA (529-172-077) 














































Salary: $37,249 — $46,200 
Ref. No: 79-PSY-MD-2 





CORRECTIONAL SERVICE OF CANADA 
REGIONAL PSYCHIATRIC CENTRE 
SASKATOON, SASKATCHEWAN 


PP re Se 


Applicants are required to fill the positions of Clinical 
Director and Staff Psychiatrists at the Regional Psychiatric 
Centre in Saskatoon, Saskatchewan. The Regional 
Psychiatric Centre is a hospital serving the mentally iH 

of the Correctional Service of Canada and is affiliated with 
the University of Saskatchewan. An active research 
department is part of the establishment aad it is 

planned thet the Centre will be used to train post- 
graduate students of many disciplines. 

The position of Clinical Director carries with ita 
university appointment in the Department of Psychiatry. 
Staff psychiatrists may also be awarded university 
appointments depending on suitability. 


Qualifications 

The necessary qualifications are acceptabie accreditation 
as a trained psychiatrist in the applicant’s country: ability 
to be licensed in Canada. Knowledge of English is 
essential, 


REE eT 


Saskatoon is an attractive university city of 135,000 
with many cultural and environmental opportunities 
ihunting, fishing, ete}. 


“Additional job information is available by writing to the 
address befow''; and 


"Toute information relative ace concours est disponible en 
francais et peut ètre obtenue en écrivant á l'adresse suivan- 
te". 


How to appty 

Send your application form and/or résume to: 
Ms. J. Knox, 

National Capital Region Staffing Office, 
L'Esplanade Laurier, West Tower, 16th floor 
Ottawa, Ontario K1A OM? 





Please quote the applicable reference number at aff umes. 


















WELLINGTON HOSPITAL BOARD 
WELLINGTON CLINICAL SCHOOL OF 
MEDICINE 
WELLINGTON, NEW ZEALAND 


Consultant in Child & Family 
Psychiatry and Director of 
the Clinic 
















Applications are invited for the post of 
Consultant Paediatric Psychiatrist in this 
Child and Family Clinic situated in central 
Wellington. 


Duties will include clinical work with the 
children and their families as part of a multi- 
disciplinary team of social workers, clinical 
psychologists and child therapists. The 
successful applicant would be clinical head 
and chairman of the inter-disciplinary 
management committee. 


Wellington is the capital city of New Zealand 
and offers excellent education, cultural and 























recreational facilities. The Wellington 
Hospital Board through its various 
institutions provides a service for a 


population of over 360,000. in addition some 
of its national specialties provide a service to 
approximately 900,000 people. 


Applicants must be either registered in New 
Zealand or hold qualifications entitling such 
registration. A higher qualification is required 
and the applicant would be appointed with 
specialist status. The present specialist 
automatic scale is $23,058-$29,683 with 
automatic increments and possible merit 
gradings. An additional duties supplement is 
paid up to a maximum of 10% of the basic 
salary to a full time appointee. An allowance 
for teaching responsibilities may be paid by 
the University of Otago in the light of status 
and teaching duties performed in the 
Wellington Clinical School of Medicine. 









Application forms and Conditions of 
Appointment are available from the Chief 
Executive, Wellington Hospital Board, P.O. 
Box 10245, Wellington, New Zealand, by 
whom applications will be received until 
Friday, 25th January, 1980. 
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Up to £200,000 

Applications are invited for an Please write, quoting reference 
award of up to £200,000 over a EP/BJP, for an application form to: 
period of up to five years, for The Grants Section, 
research to be carried out in the The Wellcome Trust, 
United Kingdom, into epilepsy, 1 Park Square West, 
Preference will be given to London NW1 4LJ. 
programmes of basic research into Completed applications must be 
the underlying nature of the returned not later than 
condition. ‘21st January 1980, y 
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Acomprehensive range of biofeedback instruments 
; an effective aid in the treatment of 
psychological and psychosomatic illness 










Biofeedback involves the use of sensitive electronic instru- *1100 temperature monitor for application in 

ments which detect and feed back information on physio- migraine, anxiety and circulatory disorders 

logical functions of which the patient is not normally m Pode 
iene k ; s : ‘ nceph: hf lication 

aware. This information, available in an auditory or visual ated panna e A aN, applicat 

form, enables the patient to learn conscious control of the j ” 

physiological functions associated with many disorders. *HR100 heart rate monitor for use in the treatment of 


Biofeedback Systems markets a range of instruments hypertension ang cardiac arrhythmias. 

covering the major feedback modalities, which are *D1120 digital integrator for use with the EMG120. 
nuena y Be floc ape ie pinoy ay For further information about the instruments and for 
units to meet this requirement, and are backed by a comp- details of books and tape cassettes on bi ofeedback, 
rehensive five year guarantee. Supplied to more than 250 please contact: Biofeedback Systems Limited, 


hospitals and universities in the U.K., they are reliable and 6 Lower Ormond Street, Manchester M1 SOF. 
flexible in use. Tel: 061-236 1283 


The 80 SERIES are designed for ambulatory use outside 

the clinic, being small, easy to operate and battery- Neme cz entation PEE E E 
powered. The 100 SERIES are for routine clinical appl- 

ication with portability ensured by compact size and 

single battery operation. Each unit incorporates feedback Address .......... ETAS ANI E ne 
facilities appropriate to the modality, with auditory 
feedback through an interna! speaker and visual feedback 
through a panel-mounted meter. The mains-operated 120 
SERIES with unsurpassed feedback, data collection and 
output facilities are suited for use in the most demanding 
research and clinical applications. 
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*SCL80 SCL100 skin conductance monitors for use in 
anxiety reduction, phobias and stress-related disorders. 


*EMG80 EMG100 EMG120 electromyographs for use 


A 
in rolaren therapy, tension headache and muscular Biofeedb ack Systems Ltd 
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required for effective a 
psychotic control. 


* Retains the efficacy of 


Modecate™ 
(fluphenazine decanoate injection 25 


—10 years clinical use in 
treating schizophrenia. 








indications ; 

Modecate injection (fuphenazine decanoate 25 mg/mi) is indicated for 
the treatment of psychotic disorders, particularly maintenance treatment 
of chronic schizophrenic pationts. w 
Madecate Concentrate injection provides a high concentration of 
fluphenazine decanoate (100 mg/ml} in a smali volume for those patients 
who require higher doses for effective anti-psychotic control, 

Dosage 

4. Adult patients already receiving Modecate injection (25 mg/ml), may 

be transferred directly to the equivalent dose of Madecate Concentrate 
injection (100 mg/mi) on ihe basis that | mi of Modecate Concentrate is 
aquivalentto 4 mi Modecate. 

2. Patients not receiving injections of Modecate should be given atest 
dose of 0.5 mi Madecate injection (12.5.mg} by deep intramuscular 
injection into the gluteal region to test for susceptibility to extra-pyramidal 
reactions. Further nections may be given according to the initial response. 
Modecate Concentrate (100 mg/mi) administered by deep intramuscular 
injection inte the gluteal region may be used for severe conditions where. 
high doses are required on the basis that Tmt of Concentrate is equivalent 
{oá mi of Modecate injection. 


Contre-indications 

Patients with marked cersbral atherosclerosis, phacochromocytom 
renal or liver failure, or severe cardiac inautficlanay. 
Precautions 3 
Cars should be taken in patianta who exhibit marked ‘extrapyramidal 
reactions to ofal phenothiazines, particularly elderly ents. 
Maliily extra-pytamidal reactions. Drow í ess, lethargy, dryness othe ote 
mouth and mild hypotension may occur : 
Modecate Concentrate injection a “834.00 peg 


Moriecate injsction : | £2010 
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Pharmacotherapeutic Trials in Tardive Dyskinesia 


By ANGUS V. P. MACKAY and GRAHAM P. SHEPPARD 


SUMMARY Some of the clinical factors contributing to the currently 
unsatisfactory state of therapy for tardive dyskinesia are reviewed. 
Problems such as lack of clear syndrome delineation and phenomeno- 
logical description, the lack of standardization in rating scales and the 
lack of attention to trial design have all probably contributed to a 
rather confusing picture. Controlled tridls suggest that several pharma- 
cological agents may be of therapeutic value but that clinical prediction 
of an individual’s response is impossible. The strategy of acute drug 
chalienge has emerged as perhaps the most promising approach to the 
definition of pharmacological subtypes and therefore the choice of 


optimal treatment. 


‘It is clear that no generally satisfactory 
treatment has yet been demonstrated for 
tardive dyskinesia (TD). It is over 20 years since 
the syndrome was defined (Schonecker, 1957) 
and although there was reluctant clinical 
recognition of the syndrome initially, the past 
decade has seen intense interest in both the 
aetiology and treatment of TD. Before con- 
sidering in detail the pharmacological strategies 
which have been explored in the treatment of 
TD we will discuss some of the particular 
problems which face the clinical investigator in 
both the definition and rating of TD. It is 
arguable that these problems are as responsible 
for the current therapeutic failure as our 
ignorance of the precise underlying pathology. 
There are probably three major sources of 
difficulty; nosological issues of diagnostic de- 
finition and syndrome delineation; patient 
variables not directly related to TD but which 
affect the capacity for change, and environ- 
mental variables which may affect the nature 
and severity of the disorder. 

(a) Nosological issues. Such questions are 
familiar to psychiatrists, having been amply 
rehearsed over disorders such as schizophrenic 
illness. A lack of generally agreed diagnostic 
rules and standard rating instruments for TD 
has undoubtedly helped to create problems such 


as widely variable prevalence rates, inconsistent 
drug effects and a confusing array of putative 
aetiological factors (Gardos et al, 1977). 

How inclusive should the operational diag- 
nostic criteria be? Most clinicians agree that the 
cephalic triad of bucco-linguo-masticatory 
(BLM) movements is of central diagnostic 
importance but it is not clear whether this must 
always be present, whether axial and peripheral 
movements should have diagnostic weight, and 
if the latter are present alone whether the 
diagnosis can still apply. Variations in syndrome 
classification represent a potential source of 
serious error. We may be crudely labelling one 
syndrome which is, in fact, a composite of 
several neurochemically and even pheno- 
menologically distinct syndromes. Attempts 
have been made to carry out multivariate 
analyses of abnormal movements in patients 
receiving chronic neuroleptic medication (Ken- 
nedy et al, 1971; Crane and Naranjo, 1971; 
Barnes and Kidger, 1979). All seem to agree 
upon three broad clusters; a Parkinsonian 
syndrome characterized mainly by tremor, a 
cephalic dyskinesia, and an axial and limb 
syndrome which may be a mixture of akathisia 
and true choreiform movements. Even within 
the cephalic syndrome, Villeneuve and his 
colleagues (Jus ef al, 1972) have drawn a 
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distinction between the BLM and the ‘rabbit 
syndrome’ which is a high frequency lip 
movement associated with increased muscle 
tone and which behaves pharmacologically like 
‘Parkinson’s disease. Lack of distinction between 
these groups of phenomena can obviously 
complicate the results of any therapeutic trial in 
TD. 

The precise description of individual dys- 
kinetic phenomena, often idiosyncratic, is 
frequently neglected in rating scales. Pheno- 
mena tend to be forced into global categories 
which may aid statistical analyses at the 
expense of attention to detail in both the nature 
and distribution of abnormal movements. Thtre 
is ample evidence from animal models that 
change in the severity of such movements may 
be accompanied by change in their distribution. 

(b) Patient variables. Finding appropriate 
patients for therapeutic experiments in TD is 
not always easy and several characteristics may 
have to be attended to and matched in control 
and treatment groups. These characteristics, 
additional to the phenomenological issues 
discussed above, may affect the capacity for 
response and the clarity of any change. The age 
of the patient, the degree of institutionalization 
(tending to encourage behavioural rigidity), 
quantity and duration of neuroleptic medi- 
cation, the duration of the TD the stability of 
the TD and the presence or absence of dentures 
can all be expected to affect outcome. There is 
no evidence that sex or psychiatric diagnosis can 
influence response (Crane, 1978) but it is 
probably advisable to control for these variables 
if possible. 

(c) Environmental variables. The conditions 
under which the patient is rated should be 
standardized and familiar to the patient. 
Arousal can have unpredictable effects on the 
severity and distribution of TD; anxiety usually 
produces an exacerbation but the embarrass- 
ment of being watched can make the patient 
voluntarily inhibit the movements for limited 
periods. Often such voluntary inhibition is 
followed by a rebound amplification. Focussing 


the patient’s attention on some standard task, 


(such as a simple manual task or attempts to 
memorize a picture) usually allows the dys- 
kinesia to emerge fully and reproducibly. The 
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time of day at which assessments are made 
should be standardized, since, on the basis of 
an animal model of TD, there may be reason to 
predict a diurnal fluctuation in dyskinetic 
phenomena (Weiner et al, 1978). Background 
medication may influence the disorder and 
should be kept constant if possible. The use of 
long-acting depot neuroleptics poses a particular 
problem because constant plasma concentra- 
tions cannot be assumed and thus, in theory at 
least, rating should be carried out at a stand- 
ardized time relative to injections. 

Asummary of fairly minimal requirements for 
any therapeutic trial in TD is given in Table I. 
A double-blind design is as important in this 
context as in any other clinical trial in view of 
both the influence the patient can have on the 
disorder and the imprecision of the clinical 
rating methods. Several rating scales are 
currently available, (for review see Gardos et al, 
1977), the most popular probably being the 
Rockland Tardive Dyskinesia Rating Scale 
(Simpson et al, 1976a; Simpson et al, 1979) and 
the Abnormal Involuntary Movements Scale 
(AIMS, 1976). They include both multi-item 
ratings and global clinical judgements. The 
choice of rating scale should be taken in the 
light of established validity and reliability—the 
more global and clinical the scale, the more 
valid (in other words it measures what the 
clinician believes to be TD), but the less 
objective and therefore the less reliable (Gardos 
et al, 1977; Fann et al, 1977). There exist 
several objective techniques for measuring the 
severity of TD such as electromyography, 
accelerometry and pneumatic pressure trans- 
ducers (Gardos et al, 1977) but these have the 
drawbacks of inconvenience and lack of 
established validity. The optimal approach may 
be to employ a combination of objective 
techniques and clinical ratings. 

Given these practical problems, to which 
solutions should be possible with care, there are 
two covert theoretical assumptions which are 
implicit in most pharmacological trials in TD. 
Firstly, that dyskinesia is the expression of a 
neurochemical imbalance rather than structural 
damage. Evidence exists that structural change 
may be associated with TD (for review, see 
Jellinger, 1977) and if such  presumeably 
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TABLE I 
Some requirements for a therapeutic trial in tardive dyskinesia 





1, Double-blind design. 

Adequate number of sufficiently fit and co- 
operative patients. 

3. Clear diagnostic and descriptive definitions. 

4. Rating scale which is valid and reliable and 
which allows detailed recording of distribution 
as well as severity of movements. 

5. Attention to matching for age, duration and 
severity of T.D., neuroleptic and anticholinergic 
medication, 

6. Standard observing and rating conditions. 

Any background medication held constant. 

8. Attention to timing of ratings relative to back- 
ground medication: N.B. depot preparations. 


anana 


J 





irreversible damage contributes substantially to 
the clinical, picture then the potential for 
pharmacotherapeutic intervention will be limi- 
ted. Secondly, a related assumption is that 
dyskinetic syndromes which look clinically 
similar are the expression of the same under- 
lying pathology. This may not be true at the 
neurochemical level and if structural factors 
play a variable role between individuals then 
reproducible responses to medication would be 
unlikely. 


Pharmacological Strategies 


A wide range of pharmacological agents have 
been used in attempts to alleviate TD. The 
choice has been shaped by the prevailing 
hypotheses for the underlying neurochemical 
pathology. The dopamine (DA) overactivity 
model (Klawans, 1973) has dominated many 
approaches and Table II provides a summary 
of the agents which have been used to treat TD 
with the purpose of affecting, in one way or 
another, central DA transmission. The majority 
have not been properly evaluated and those 
which have been the subject of controlled trials 
will be considered in more detail in the next 
section, The most popular approaches have 
been to inhibit DA transmission by the use of 
receptor antagonists (such as phenothiazines and 


butyrophenones) or pre-synaptic amine de-~ 


pletors such as a-methyl paratyrosine and 
reserpine. However it is perhaps theoretically 
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Taste II 


Agents affecting dopamine systems which have been used to 
treat tardive dyskinesia 





a-methyl-paratyrosine Phenothiazines 
a-methyl DOPA Butyrophenones ` 
L-DOPA Oxiperomide 
Fusaric acid Sulpiride 
Reserpine Pimozide 
Tetrabenazine Apomorphine 
Oxypertine Piribedil 
Amantadine Bromocriptine 
Monoamine oxidase inhibitors Lergotrile 





m 


TABLE. at 


Amnis affecting A.Ch. and GABA: systems which have been 


used to treat tardive dyskinesia, 








A.Ch. Physostigmine | 

Choline 

Arecoline 

Deanol (2-dimethyl amino ethanol) 
Lecithin f 

GABA Sodium valproate (dipropyl acetic acid: 
Epilim} 

p-chloro-phenyl GABA (Baclofen) 
y-acetylenic GABA 

SL-76002 

Muscimol 

Benzodiazepines 





predictable that any amelioration in TD would 
be temporary and would be reversed by further 
DA receptor proliferation in response to 
reduced transmission (Kazamatsuri et al, 1973). 
The newer DA antagonists such as pimozide and 
the substituted benzamides (oxiperomide, sul- 
piride, tiapride and metoclopramide) have a 
claim to act selectively at the so-called ‘D2’ 
receptors—those DA receptors which are not 
linked to adenylate cyclase (Kebabian. and 
Calne, 1978). There is some evidence from 
animal studies that D2 receptors may mediate 
peri-oral dyskinesias in guinea-pigs (Costall and 
Naylor, 1978) and there is clinical support for 
the efficacy of oxiperomide in alleviating 
L-DOPA-induced and spontaneous dyskinesias 
(Bedard et al, 1978). However, it remains to be 
seen whether the danger of breakthrough 
supersensitivity is as great with the D2 antago- 
nists as with the more conventional DA 
antagonists. 
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Of interest have been attempts to improve 
TD by the use of DA potentiators such as 
L-DOPA, apomorphine and the ergolines 
(bromocriptine, piribedil and lergotrile). The 
E-DOPA strategy has been advocated by 
Friedhoff (1977) and aims at desensitizing the 
post-synaptic neurone by gradually increasing 
stimulation of the DA receptors. In the case of 
the ergolines, however, it is becoming clear that 
they are only partial agonists at striatal DA 
receptors (Kebabian and Calne, 1978) and at 
high doses may be acting as simple dopamine 
antagonists. Apomorphine may act to diminish 
DA release by stimulation of inhibitory pre- 
synaptic DA receptors. However the balanee 
between pre- and post-synaptic actions of 
apomorphine is sensitively dose-dependent, the 
pre-synaptic action being evident only at low 
doses. 

The simple DA overactivity model has been 
extended to one which views the functional 
balance between transmitters in the basal 
ganglia as the important issue rather than 
absolute DA overactivity. Klawans and his 
colleagues have developed the idea of a balance 
between DA and acetycholine (A.Ch), with the 
ratio of DA: A.Ch transmission being raised in 
TD (Klawans and Rubovits, 1974). More 
recently y-amino-butyric acid (GABA) has 
also. been implicated in operational models, 
GABA operating in a similar direction to A.Ch 
in the balance with DA. Table HI provides a 
list of drugs used to treat TD which would be 
expected to increase the activity of A.Ch or 
GABA. Most have been assessed in small open 
studies with variable success. 

The purpose of this superficial overview has 
been to give an impression of the various 
strategies that have been used in the treatment 
of TD and the following section will consider in 
more detail the reports of pharmacotherapeutic 
trials in TD with special attention being given to 
blind controlled studies. 


Pharmacotherapeutic Trials 
Dopamine receptor antagonists 
The three DA receptor blocking agents which 
have been investigated to the greatest extent in 
the treatment of TD have been thiopropazate, 
haloperidol and pimozide. The effectiveness of 
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each of these has been reported in double blind 
controlled studies (Table IV). Furthermore, 
several non-blind studies support this conclusion 
(Schmidt and Jarcho, 1966; Bourgeois and 
Herbert, 1970; Fog and Pakkenberg, 1970; 
Curran, 1973; Carruthers, 1971; Pakkenberg 
and Fog, 1974; Carroll et al, 1977; Gibson, 
1977). However, the effect of all of these agents 
appears to be of limited duration (Kazamatsuri 
et al, 1973; Pakkenberg and Fog, 1974; Kaza- 
matsuri et al, 1972c; Freeman, 1979). Recently 
interest has focussed on the use of drugs which 
specifically block D2 receptor sites (see above) 
e.g., pimozide, oxiperomide, tiapride and meto- 
clopramide, Of these drugs only pimozide has 
been studied in TD. However in the treatment 
of L-DOPA-induced dyskinesia both oxiper- 
omide (Bedard et al, 1978) and tiapride (Lees et 
al, 1979) have been reported to be of value but 
metoclopramide (Tarsy et al, 1975) seemed to be 
without effect. Unfortunately the concern with 
the use of all dopamine receptor antagonists con- 
tinues to be that they may augment the under- 
lying biochemical pathology while offering at 
best only temporary alleviation of the dyskinesia. 
Finally and paradoxically, while most patients 
show short-term imprevement in TD with DA 
receptor blockers, some may actually become 
worse (Lal, 1974; Casey and Denney, 1977). 


Dopamine depleting drugs 

A number of non-blind studies have reported 
the following DA depleting agents to be of value 
in alleviating TD: tetrabenazine (Brandrup, 
1961; McCullum, 1970; Fog and Pakkenberg, 
1970; Pakkenberg and Fog, 1974); reserpine 
(Villeneuve et al, 1970a; Villeneuve et al, 1970b; 
Schmidt and Jarcho, 1966; Peters et al, 1972; 
Duvoisin, 1972); «methyl-DOPA (Villeneuve 
et al, 1970a; Villeneuve et al, 1970b); a-methy!- 
para-tyrosine (Gerlach et al, 1974) and oxyper- 
tine (Eckmann, 1968). Crane (1973) failed to 
confirm the effect of reserpine in an uncontrolled 
study and Kazamatsuri et al (1972c) failed to 
confirm the effectiveness of «-methyl DOPA in a 
single-blind study in which nine patients 
received 1,000 mg a day over a six-week period. 


“The efficacy of tetrabenazine has, however, been 


confirmed in double blind studies (Table IV) 
and therefore, among the various DA depletors, 
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Taste IV 
Double-blind controlled pharmacotherapeutic trials in tardive dyskinesia 














42 





S§ Trial drug significantly worse than placebo. Statistics. not reported. 
O Serum lithium concentrations. 


Duration of 
Number trial drug - 
of Dose of drug treatment Effectiveness i 
Trial drug patients per day (weeks) of trial drugs Reference ; 
A. Tetrabenazine* 6 100mg 1 S Co fo Metin and Clark, 
:2. Tetrabenazinet 24 50-150 mg 6 P <0.0005 Kazamatsuri et al, 1972a 
Bot etrabenazinet 6 100-200 mg 18 S Kazamatsuri et al, 1973 
4. Thiopropazate* 23 45mg 3 P <0.0005 Singer and Cheng, 1971 
5.: Thiopropazatet 9 10-80 mg 4 P <0.05.. Kazamatsuri et al, 1972b 
6. Haloperidolt Il 2-16 mg 4 P.<0,01 | Kazamatsuri et al, 1972b 
7. Haloperidolt 6 . 8-16 mg *18 P <0,01  Kazamatsuriet al, 1973 
8. Pimozidet 18 6-28 mg 6 P <0,001  Claveria et al, 1975 
9. Apomorphinet 8  0.75-6.0 mg : Single $< Smith etal, 1977 
aa Injection 
10. Methylphendate* 17 80mg 6 N:S. Fannetal, 1973 
11. D-Amphetaminet 6 15-20 mg Single ~ S§ Smith et al, 1977 
EE injection ee 
. Deanol* 10 1200 mg 8 N.S... Simpson et al, 1977 
13, Deanol* 6 500-1250 mg 3 N.S. Tamminga et al, 1977 
14, Choline* 20 150-200 mg/kg 2 S Growdon etal, 1977 
15. Physostigminet 5 Max2.0mg „Single S Tamminga et al, 1977 
f injection E 
16. Sodium Valproate* > 32 900mg 2 ° N.S. Linnoila et al, 1976 
17. Baclofen* 20 70mg 2 P <0.0005. Korsgaard, 1976 
18. Baclofen* 18 20-120 mg 3 $ Gerlach, 1977 
19.: Baclofen* 10 30-90 mg 3 N.S. Vasavan-Nair et al, 1978 
20. Lithium* 15 0.8-1.2mM 3 P <0.01 Gerlach et al, 1975 
21. Lithium* 10. 0.6-2 mMO 6 N:S.. Simpson et al, 1976b 
22. Lithium* Ib 0.8-1.3mMo 5 N.S. Mackay et al, Submitted for 
Publication 
23. L-Tryptophan* 4 6gm 2 S Prange, 1972 
24. Clozapine* 2 Max dose 425 mg 3-5 N.S Caine et al, 1979 
Key to Table: 

* Double blind cross over-studies. Placebo and trial drugs administered orally. Control medication in all 
cases was placebo. 

t Double blind studies. Placebo and trial drugs administered orally. Control medication in all cases was 
placebo but in studies 5 and 6 an additional control group was haloperidol and thiopropazate respec- 
tively and in studies 3 and 7 an additional group was haloperidol and tetrabenazine respectively. 

t E blind studies, Placebo and trial drugs administered parenterally. Control medication was sterile 
saline. 

S Trial drug ‘significantly’ better than control. Statistics not reported. 

N.S.. No significant difference between trial drug and placebo. n 
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the current weight of evidence favours this 
drug. Compared with the DA antagonists, the 
DA depleting agents offer two possible thera- 
peutjc advantages: (a) the effectiveness of DA 
depletors may persist whereas benefit derived 
from DA blockers appears to be short-lived (see 
Kazamatsuri et al, 1973) and (b) DA depletors 
only rarely seem to cause TD (Duvoisin, 1972; 
Degkwitz, 1969). 


Dopamine-mimetic drugs 

Among this group of drugs current studies 
point to apomorphine as being the most likely 
to bring therapeutic benefit, although the need 
for parenteral administration inevitably limsts 
its practical usefulness. It has proved successful 
in an open single-case study (Carroll et al, 
1977) and also in two placebo-controlled 
studies. (Tolosa, 1974; Smith et al, 1977). It 
may also be useful in-a variety of other dys- 
kinetic ‘disorders (see, Carroll et al, 1977). 
Uncontrolled studies with amantadine have 
yielded conflicting results (Decker et al, 1971; 


Crane cand Naranjo, 1971) and a controlled. 


study-with methylphenidate failed to detect any 
significant effect (Fann etal, 1973). Aggravation 
of TDhas been reported:with amphetamine in a 


controlled experiment by Smith et al (1977),. 


Worsening has also been reported with L- 
DOPA in a single blind study with five patients 
(Gerlach et al, 1974) and in uncontrolled studies 
involving forty patients (Hippius and Loge- 
mann, 1970), and one patient (Klawans and 
McKendall, 1971). However, other authors 
have reported that L-DOPA may on occasion 
improve TD (Alpert et al, 1976; Friedhoff, 1977; 
and Carroll et al, 1977), although the total 
number of patients accounted for in these 
studies amounts to only five. It has been 
suggested that bromocriptine may be of value in 
TD (Barnes et al, 1978) but this has not been 
borne out in a recent double-blind study 
(Chase, 1979). 

Finally, hydergine (a mixture of dihydro- 
ergocryptine, dihydroergocrystine and dihydro- 
ergocornine), which has been suggested as 


havirig both stimulant and inhibitory actions at ' 


central DA receptors (Hofman et al, 1979; Spano 
et al, 1978), has been reported to improve TD in 
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seven out of ten patients in an uncontrolled 
study (Gomez, 1977). 

It is clear from this resumé that the place of 
DA agonists in the treatment of TD is very 
uncertain and that further double blind 
controlled studies are needed to clarify the 
picture. Clarification will be made more 
difficult by the partial agonist properties of 
many of these agents (e.g. bromocriptine) 
which means that their synaptic action can 
vary between stimulation and inhibition accord- 
ing to the drug concentration. Relative agonist/ 
antagonist properties may also vary according to 
brain area (Kebabian and Calne, 1978). 


Cholinergic drugs 

The principal drugs used to augment choli- 
nergic activity in TD have been physostigmine, 
deanol, choline and lecithin. Physostigmine 
given by intravenous injection has improved 
TD in a placebo controlled double-blind study 
(Table IV), and three single blind studies 
(Klawans and Rubovits, 1974; Fann and Lake, 
1974; Davis and Berger, 1978). However, in two 
uncontrolled studiés, Gerlach et al (1974) were 
unable to detect any effect and Tarsy et al 
(1974) found physostigmine increased dyskinetic 
movements in four out of seven patients. Five 
early encouraging but anecdotal reports of 
deanol (2-dimethyl amino ethanol), involving a 
total of eight patients, were followed by less 
encouraging results in three larger uncontrolled 
studies (see Simpson et al, 1977), and, finally by 
negative results in two later double-blind 
controlled studies (Table IV). Choline has been 
reported to be of value in uncontrolled studies 
(Davis et al, 1975; Tamminga et al, 1977; 
Davis and Berger, 1978; and Growdon, 1979), 
and its effect has been confirmed in a double- 
blind study (Table IV). Lastly, lecithin (phos- 
phatidylcholine), which is a bound form of 
choline, has been reported to improve TD in 
two uncontrolled studies (Growdon, 1978; 
Growdon, 1979). Of these four drugs lecithin 
perhaps offers the most promise asa practical 
therapeutic agent, subject to results from 
controlled studies, because physostigmine has 
to be given parenterally, the value of deanol has 
not been confirmed in controlled studies, and 
choline has a bitter taste and fishy odour. 
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Both Crane (1971) and Klawans ( 1973) have 
suggested that anticholinergic agents may 
increase the risk of development of TD. Indeed 
aggravation of TD occurred in three single blind 
studies with parenteral scopolamine and oral 
biperiden (Gerlach et al, 1974; Gerlach, 1977; 
Klawans and Rubovits, 1974). In another single 
blind study in which patients were assessed 
during three treatment. blocks, (neuroleptics 
plus anticholinergic antiparkinsonian drugs; 
neuroleptics alone; anticholinergic antiparkin- 
sonian drugs alone), dyskinetic movements were 
at their worst during the period of anticholi- 
nergic treatment given alone (Turek et al, 
1972). Furthermore it has been reported that 
anticholinergics given alone, without neuro- 
leptics, can actually induce TD (Birket-Smith, 
1974). Conversely some authors have reported 
that some patients with TD may improve on 
anticholinergics (Uhrbrand and Faurbye, 1960; 
Granacher et al, 1975) and the ‘rabbit syndrome’ 
appears to respond specifically to anticholinergic 
therapy (Jus et al, 1972; Sovner et al, 1977). 


Gabacidic drugs 


Attempts have been made to correct a 
postulated imbalance between DA and GABA 
systems in TD by using drugs to try to increase 
the activity of the inhibitory neurotransmitter 
GABA. Baclofen and sodium valproate, both 
putative GABA potentiators, are the principle 
drugs that have been used in this group. The 
effectiveness of baclofen has been confirmed in 
two controlled studies but another controlled 
study was unable to detect any significant effect 
(Table IV). A controlled study claimed that 
sodium valproate was of value in TD (Linnoila 
et al, 1976), but scrutiny of the results showed 
that there was no statistically significant 
difference between placebo and sodium val- 
proate in their effect on oral-buccal dyskinesia. 
Gibson (1977), in an open study involving 
twenty-six patients, was also unable to detect 
any effect of sodium valproate in TD. Further- 
more, in L-DOPA-induced dyskinesia sodium 
valproate proved to have only minimal effect 
(Price et al, 1978) and in three patients with 
Huntington’s Chorea it was without benefit 
(Symington et al, 1978). There is increasing 
evidence that benzodiazepines can potentiate 
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GABA transmission (Haefely, 1978) and, there- 
fore, it is of some interest to know whether they 
might be of benefit in TD. However, studies in 
this area are preliminary and uncontrolled ; 
Singh (1976) found diazepam beneficial in three. 
patients and O'Flanagan (1975) described 
forty-two patients with clomipramine-induced 
dyskinesia who responded to clonazepam. 
Further developments in this GABAcidic 
approach to TD may depend upon the intro- 
duction of more potent and specific potentiators 
of GABA transmission. , 


Miscellaneous drugs 


4 large number of miscellaneous drugs have 
been investigated as treatments for TD ; 
lithium, papaverine, pyridoxine, barbiturates, 
oestrogens, progestogens, clozapine, imipra- 
mine, isocarboxazid, L-tryptophan, disulfiram, 
fusaric acid, propranolol, cyproheptadine and 
manganese. The majority of these drugs have 
been reported to be successful in the treatment 
of TD and yet, with the possible exception of 
lithium, none of them have been properly 
evaluated. In the case of lithium, the numerous 
early encouraging reports were not confirmed 
when the drug was subjected to the discipline of 
later double-blind controlled studies. In two 
such studies (Simpson et al, 1976b; and Mackay 
et al, 1979), it proved to have no significant 
effect and in another study (Gerlach et al, 1975) 
it caused only a slight improvement. No doubt 
this progression from enthusiasm to pessimism 
would be repeated all too often should other 
drugs from this miscellaneous group be the 
subject of controlled studies. 


Future Strategies 

A theme which runs through the published 
literature on therapeutic trials in TD is the wide 
variability in response to any particular agent. 
Some patients improve while others either show 
no response or get markedly worse. The reason 
for this variability may lie partly in the in- 
adequacy of trial design but there is already 
evidence for the existence of distinct pharma- 
cological subtypes within the gross clinical 


` syndrome of TD (Gerlach et al, 1974; Casey and 


Denney, 1977). For example, one putative 
subgroup respond pharmacologically as if their 
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underlying biochemical pathology was a relative 
excess of dopaminergic activity over cholinergic 
activity whereas another subgroup respond 
pharmacologically as if they had a relative 
.excéss of cholinergic activity over dopaminergic 
activity (Casey and Denney, 1977). These 
ebservations could of course explain some of the 
paradoxial findings with cholinergic and dopa- 
minergic therapy which have already been 
mentioned. 

If pharmacological subtypes have a basis in 
reality then their definition could be of crucial 
importance in defining the appropriate treat- 
ment for individual patients. The strategy of 
acute drug challenge as a way of predictjng 
‘who-will-respond-to-what’ was suggested by 
Kobayashi (1977) and has been applied in 
detail by Casey and Denny (1977). The defini- 
tion of a pharmacological signature for each 
patient in an acute dose-response design seems 
to offer the most Sensible and economical 
therapeutic approach to TD at the present time. 
Correlation of pharmacological response with 
careful clinical classification may lead to the 
identification of clinical predictors and even to 
a better understanding of the underlying 
neurological disorder(s). 

Even if TD does reflect neurochemical 
imbalance rather than irreversible structural 
damage, it must be emphasized that until more 
is known about. the mechanisms governing 
receptor stability then we will remain in a weak 
therapeutic position. The possibility must be 
explored of developing drugs which can be 
used chronically without inducing reactive 
imbalances in neuronal systems. Until this is 
possible it seems unlikely that pharmacological 
treatments for TD will offer anything more than 
temporary amelioration. 
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Tardive Dyskinesia and Dementia 


By O. O. FAMUYIWA, D. ECCLESTON, A. A. DONALDSON and R. F. GARSIDE 


SUMMARY Seventeen schizophrenic patients with tardive dyskinesia 
(TD) and 33 schizophrenics without tardive dyskinesia were examined 
by psychological tests of intellectual function and EMI scans were 
performed. The group as a whole were found to be demented and 31 out 
of 45 had abnormalities on the scan. On a learning test the tardive dy- 
skinesia group did significantly worse and using a measured para- 
meter of the scan (the Ventricular Index) the tardive dyskinesia group 
had more abnormality. It is suggested that the higher incidence of path- 
ology in the tardive dyskinesia group may be related tc chronic neuro- 


leptic toxicity. 


It has been suggested by Johnstone et al (1978) 
that there may be a group of schizophrenic 
patients who develop intellectual deterioration 
with objective (EMI Scan) evidence of cerebral 
degeneration. It could be, as suggested by 
Jellinck (1976), that conditions in mental 
hospitals may be such as to produce brain 
disease and dementia. A second possibiity is that 
the dementia is due to long-continued admin- 
istration of neuroleptic drugs. One side effect of 
neuroleptic administration is tardive dyskinesia, 
which is thought to be due to the development of 
dopamine receptor supersensitivity. Such super- 
sensitivity may be a pharmacological response 
to the dopaminergic blockade but could also be 
due to a degeneration of dopaminergic neurones 
as seen in Parkinson’s disease, since there is 
evidence of post-mortem degenerative change in 
the substantia nigra of patients who have been 
treated with neuroleptic drugs (Christenson et al, 
1970). A degeneration could also be taking 
place in systems post-synaptic to the dopa- 
minergic system such as GABA-ergic or cholin- 
ergic neurones. 

The hypothesis for this study was that patients 
with tardive dyskinesia would show a greater 
degree of dementia than those without, since 


tardive dyskinesia could be a sign of a more’ 


generalized neurotoxic process. Chronic schizo- 
phrenic patients were therefore tested psycho- 


e 9900 


logically to determine the degree of dementia 
and the EMI Scan was used for evidence of 
cerebral degeneration. 


Methods 


The study was performed on 50 long-stay 
patients who had a case note diagnosis of 
schizophrenia and who fulfilled the criteria of 
Feighner eż al (1972). Of these, 17 patients had 
evidence of tardive dyskinesia. Patients were 
seen at least three times by the examining 
psychiatrist and nursing observation was taken 
into account before a judgement was made on 
the presence or absence of the syndrome. The 
two groups, i.e. those with and those without 
tardive dyskinesia, did not differ with respect to 
age (patients over the age of 60 were excluded), 
social class, duration of hospitalization, duration 
of treatment and the sex ratio was not signi- 
ficantly different (Table I). 

Psychological tests consisted of the clinical 
tests of the sensorium (Withers and Hinton, 
1971) and in 39 unselected cases (14TD, 25 
no-TD), the Inglis (1959) paired associate 
learning test. 

An EMI scan was performed on all the pat- 
ients and these were reported on a measured 
‘blind’. Three were found to have evidence of 
frontal leucotomy and were excluded from the 
EMI scan data. The degree of ventricular en- 
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largement and cerebral atrophy were each 
graded as normal, mild, moderate and moder- 
ately severe and scored as 0, 1, 2 or 3 respect- 
ively, so that mild atrophy and mild ventricular 
enlargement on the scan scored 2 and at the 
extreme end, moderately severe enlargement 
and moderately severe atrophy scored 6. The 
scans were measured for the Huckman number, 
ventricular index and cella media index as 
described by Meese et al. (1976). In some pat- 
ients the quality of the scan precluded measure- 
ment of the various indices or accurate com- 
ment from the neuro-radiologist. Drugs cur- 
rently prescribed to these patients were com- 
pared. 


Results 
Psychological tests 
(a) Clinical test of the sensorium (Withers and 
Hinton, 1971). When compared with previously 


ao ` reported rion-schizophrenic. controls (Johnstone 
et al, 1978) both the group with and the group 


without tardive dyskinesia were significantly 
impared (P-<.001) although not as severely as 
the schizophrenic patients described by those 
authors. However, in our study both the dur- 
ation of hospitalization (14.6 years cf. 31.8 
years) and the mean age (48.6 years cf. 57.7 
years) were lower than in the study of John- 
stone et al. Only two of the subjects in the 
present.study were disorientated for age (Crow 
and Mitchell, 1975). No difference was de- 
tected in test performance between the two 
groups in either the subtests or the global 
rating (Table IT). 
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The results of the global rating scale for the 
group correlated significantly with age (r = 
—.52, P <.001). There was also a significant 
relationship between the global score and ihe 
duration of treatment (r. = —.38, P <.01). 
However, when the effect of age on this test was 
partialled out, the true correlation between the 
duration of treatment and the test then achieved 
only borderline significance (r == —.28, P 
=.05). 

(b) The Paired: Associate Learning Test 
(Inglis, 1959); The group with tardive dyskin- 
esia performed significantly worse than the 
group without tardive dyskinesia (Table II). 
Taking the score of 24 as the cut-off point, 
which is outside the range of the original control 
series (Inglis, 1959), then of the 14 schizo- 
phrenics with tardive dyskinesia, 8 had scores 
above 24 and of the 25 schizophrenics without 
tardive dyskinesia, only 3 had scores above 24. 
This was significant {P <.005) by Fisher’s exact 
probability test. There was no significant corre- 
lation between the test score and the age of the 
patient. - The differences between the groups 
cannot be related to the sex ratio which is not 
significantly different. and» the PALT scores 
were not significantly related to sex (t = 0.13). 


EMI scans 


There was a great deal of pathology observed 
by the neuroradiologist in the EMI scans. Of the 
total group, 31 out of 45: were rated as abnormal 
on one or more parameters. When measured the 
EMI scans fell into'the pathological range on the 
Ventricular Index (TD group) and the cella 


TABLE I 
Characteristics of 2 groups of patients 





























Tardive dyskinesia No tardive dyskinesia 
Sex 7 male 10 female 19 male 14 female 
Mean sD Mean SD 
Age 49.2 5.2 48.1 6.5 
Duration ofstay 14.6 6.6 14.6 5.4 
Duration of treatment 12.7 6.0 12.4 4 3 
Social class , 4.25 i 0.77 4.26 0.63 








No significant difference between groups 


. 
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media index (Table III). When scored in 
terms of severity of cortical atrophy and in- 
creased ventricular size, no difference emerged 
between the patients with and without tardive 
dyskinesia (Table III). There was no difference 
between the Huckman number and the cella 
media index between the groups but there were 
significantly more patients in the tardive dyskin- 
esia group with a pathological rating on the 
ventricular index (9 out of 10 pathological) when 
compared with the group without tardive 
dyskinesia (14 out of 26 pathological) P <.05 
(Fisher’s exact probability one tail test). The 
Huckman number was the only parameter that 
correlated with age (r = —.32, P <.05). 

Of the psychological tests there were no signi- 
ficant correlations between the EMI scores and 
other parameters. There was a significant 
correlation between the PALT and the ‘scored’ 
EMI scan of the neuroradiologist (r = .36, n = 
35, P <.05). This correlation held only for the 
without tardive dyskinesia group (r = .52, n = 
22, P <.05), and not the group with tardive 
dyskinesia. There did not appear to be a differ- 
ence between the dose of oral medication 
between the groups, but the dose of depot 
preparation, fluphenazine decanoate, was 
significantly higher in the tardive dyskinesia 
group who had weekly doses 28.9+20.6 (n = 
14). whilst the non-tardive dyskinesia group had 
an average of 17.5+9.5 (n = 20). This was 
significant using the t-test, (P <.05). 


TARDIVE DYSKINESIA AND DEMENTIA 


Discussion 

An important study of tardive dyskinesia was 
that of Brandon et al (1971) who examined over 
900 patients in a mental hospital. They looked in 
particular at the facial, bucco-linguo-masti- 
catory dyskinesia (BLM) triad. Two findings 
emerged which are important. The first was that 
there was a marked increase with incidence of 
the syndrome with age, the highest incidence 
being in the 61-70 age group and remaining 
high after that age. The second was that the 
BLM triad existed in patients without a previous 
history of phenothiazine administration. The 
trend for an increased risk of dyskinesia with 
such a drug history was only significant amongst 
women over 70 years of age; this increase with. 
age irrespective of drugs suggested-a degener- 
ative cause. It is then reasonable to consider the 
BLM triad as the basic syndrome and that other 
clinical groupings such as tardive dyskinesia, 
senile chorea, Huntington’s chorea, and the 
dyskinesia associated with L-Dopa in parkin- 
sonian patients, are syndromes arising out of 
pathological change (including response to 
chronic drug administration) in receptors and 
neurones within a particular neuronal circuit, 
lesions at various points (e.g. dopaminergic 
receptor supersensitivity, GABA neuronal de- 
generation) giving rise to very similar, if not 
identical, clinical pictures. 

The first question to be answered in this 
present series is whether a significant degree of 


Taste II 
Scores between two groups on the Withers and Hinton clinical test of sensorium and the paired associate learning test 





Tardive dyskinesia 


No tardive dyskinesia 








(n = 17) (n = 33) 

Test Mean SD Mean SD 
Orientation 6.4 E 6.4 1.3 
Memory 43.7 9.7 44.1 11.8 
Digits B. 6.4 4.7 5.8 3.0 
Information (1) 6.9 5.2 6.6 3.6 
Information (2) 5.1 4.0 4.0 2.4 
Global 68.5 14.7 66.9 18.1 
PALT} 26.4* .8.4 (n = 14) 20.0 6.8 (n = 25) 





w 


* Significantly different from controls P <.05, two-tail test 


t Higher PALT scores indicate more impairment 
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Taste III 
Data from EMI scan measurements and neuroradiologist grading 








Tardive dyskinesia 


No tardive dyskinesia 














EMI scan data Mean SD n Mean SD ae ` 
Radiological grading normal = 0 2.13 1.96 (15) 1.40 1.30 (30) 
‘Huckman Number normal < 15 14.72 1.95 (11) 14.11 2.60 (26) 
Ventricular index normal > 1.6 1.48 0.21 (10) 1.69 0.42 (26) 
Cella media index normal >4.0 3.84 0.61 (14) 3.86 0.67 (25) 





No significant difference between groups 


dementia was present. The group as a whole, on 
the psychological test of Withers and Hinton, 
achieved scores comparable with those chronic 
schizophrenics described by Johnstone et al 
(1978), and therefore fall into the range which 
exhibit organic impairment although only two 
of our patients were disoriented for age. There 
was, however, no difference on this test between 
those with and those without tardive dyskin- 
esia; On the Paired Associate Learning Test a 
significantly higher number of the patients 
suffering from tardive dyskinesia were demented 
than in the control group. Learning tests have 
been found to be sensitive in early dementia and 
have been successfully used to detect dementia 
in patients undergoing renal dialysis (English et 
al, 1978). The original finding that patients 
suffering from chronic schizophrenia are signi- 
ficantly intellectually impaired is thus confirmed 
and there is a strong suggestion from the results 
of the learning test that the degree of dementia 
is greater in those patients with tardive dyskin- 
esia. 

On the evidence of the EMI scan there is 
again a substantial amount of abnormality 
demonstrated. Of the whole group, the radio- 
logist’s view was that in terms of either cortical 
atrophy or ventricular dilation 31 of the total of 
45 showed pathological change. The whole 
group was in the pathological range on the cella 
media index. The degree of pathology scored 
from the neuroradiologist’s report was found to 
correlate with the PALT scores. Using either the 
Huckman number, the cella media index or the 
ventricular index, 24 of 37 were found outside 
the reported normal range (Meese et al, 1976). 


TRe radiologists assessment did not differ- 
entiate between the two groups nor did the 
Huckman number and the cella media index. 
However, the ventricular- index showed pro- 
portionately significantly more abnormal scans 
in the group with tardive dyskinesia. The study 
of Trimble and Kingsley.(1978) failed to con- 
firm an abnormality on EMI scan in a group of 
schizophrenic patients but they were younger 
(mean age 34 years) than our patients and some 
of them had been treated as out-patients. 

As we could not assess the total drug con- 
sumption over the years in our patients, cur- 
rently prescribed-drugs, when compared, showed 
that the tardive dyskinesia group had received a 
significantly higher dosage of depot prepar- 
ations. The dementia did correlate with the 
duration of treatment but as there was also a 
correlation. of dementia with age, when this was 
partialled out, the influence of the duration of 
treatment just. reached borderline significance 
and therefore possibly related to the intellectual 
deterioration (Marsden, 1976). Although age 
correlated with the global score on the tests of 
Withers and Hinton and Huckman number, the 
fact that the with and without tardive dyskinesia 
groups were matched for age rules this out as a 
cause of the difference between them. Thus, in 
agreement with the psychological test, an EMI 
scan finding suggests the tardive dyskinesia 
group have more observable pathology. 

The, association between tradive dyskinesia 
and brain damage has been made previously 


` (Edwards, 1970). It should be noted that in that 


study the term ‘brain damage’ included not only 
evidence of organicity as defined by Shapiro et 
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al (1956) but also defects on the word learning 
test of Walton et al (1959). 

There are two possible explanations of these 
findings. The group of schizophrenics who 
femain in hospital are characterized by cerebral 
degeneration because of the nature of the illness 
and treatment with neuroleptic drugs causes 
tardive dyskinesia in those patients with 
greatest organic deficit. The second possibility is 
that the dementia occurring in schizophrenia is 
due to neuroleptic drugs and that tardive dyskin- 
esia is an index of neuronal degeneration, and is 
prone to occur more frequently in the presence 
ofsuch degeneration. This need not, however, be 
true for all the cases with tardive dyskinesia 
since some cases could be of pharmacological 
origin, i.e. dopaminergic supersensitivity due to 
drug-induced receptor blockade; these might be 
distinguishable by the time of onset after treat- 
ment and absence of intellectual deterioration. A 
further factor to be explored is that, given the 
patients have comparable doses of neuroleptics, 
is the individual variation in the metabolism of 
neuroleptic drugs—a factor which determines 
the onset of tardive dyskinesia? More research 
into this matter is required and also whether 
patients with other diagnoses, such as intract- 
able cases of manic-depressive psychosis with an 
equally long drug history, also show evidence of 
dementia and EMI scan changes. 

Should these findings be confirmed radical 
changes in drug treatment policy are indicated. 
It would also cast some doubt as to the cause of 
any abnormal biochemical finding in post- 
mortem brain studies of schizophrenic patients. 
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Metoclopramide and Haloperidol in Tardive Dyskinesia’ . 


By D. N. BATEMAN, D. K. DUTTA, H. A. McCLELLAND and M. D. RAWLINS 


SUMMARY The effect of single intravenous doses of metoclopramide 
(10 mg, 20 mg and 40 mg) and haloperidol (5 mg and 10 mg) have been 
compared to placebo (saline) in a double blind randomised study in 8 
patients with tardive dyskinesia secondary to neuroleptic therapy. 
Tardive dyskinesia rating scores were improved significantly (P <0.01) 
6 hours after dosing by metoclopramige 40 mg, and haloperidol 5 mg 
and 10 mg, when compared to placebo. Single doses. of dopamine re- 
ceptor blocking agents improve tardive dyskinesia. The dose of meto- 
clopramide required to show a beneficial effect was high, and this there- 
fore suggests that it is unlikely to be of therapeutic value as the inci- 
dence of adverse reactions would be greatly increased. By monitoring 
the effects of single doses of dopamine receptor blocking drugs in 
patients with tardive dyskinesia it is possible to compare the relative 


potencies of these drugs on dopaminergic systems in vivo in man. 


Tardive dyskinesia is a movement disorder 
found in patients receiving chronic neuroleptic 
therapy. The movements are diminished if the 
dose of neuroleptic drug is increased (Koba- 
yashi, 1977), and the disorder may be due to 
increased dopaminergic activity within the 
central nervous system, occurring as a result of 
chronic dopamine receptor blockade (Klawans, 
1973). 

Metoclopramide has also been reported to 
produce tardive dyskinesia (Lavy et al, 1978; 
Kataria et al, 1978) but unlike other dopamine 
receptor blockers it is reputed to lack anti- 
psychotic activity in man (Borenstein and Bles, 
1965). Metoclopramide shares with the classical 
neuroleptics the capacity to produce parkin- 
sonian effects (Bateman et al, 1978a), dystonic 
reactions (Casteels Van Daele et al, 1970) and 
akathisia (Bateman et al, 1979), and has been 
classified as a selective D, receptor (not linked 
to adenyl-cyclase) antagonist (Kebebian and 
Calne, 1979). We have therefore investigated 
the effects of metoclopramide on tardive dyskin- 
esia secondary to neuroleptic medication and 
compared it with haloperidol, a non-selective 
blocker of dopamine receptors (Kebebian and 
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Calne, 1979). This study was intended to evalu- 
ate the potential of metoclopramide as a treat- 
ment of tardive dyskinesia secondary to neuro- 
leptic drugs. The technique we have used ‘is a 
new approach to the assessment of dopamine 
receptor blocking drugs in man. 


Methods 


The protocol for the investigation was 
approved by the area health authority ethical 
committee. The consent of the patients and next 
of kin was obtained. Eight patients (six women) 
were studied. All were long-stay psychiatric 
patients with tardive dyskinesia secondary to 
long-term neuroleptic medication, and their 
ages ranged between 55 and 85 years. (Table T). 

The study was double-blind and the order of 
drug administration randomized for each pat- 
ient. Patients were given, in random order, 
single intravenous injections. of either placebo 
(saline), haloperidol (5 mg or 10 mg) or meto- 
clopramide (10 mg, 20 mg or 40 mg) between 
08.30 and 09.30 a.m. on the study days. Each 


of the patients received all of the six treatments. 


At least 7 days elapsed between injections. 
Patients were assessed for dyskinetic move- 
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TABLE I 
Details of tardive dyskinesia patients 








Duration of 
z Age neuroleptic therapy 
‘No. Sex (years) (years) 
Gi M 58 22 
2 M 76 15 
3 F 55 13 
4 F 64 18 
5 F 73 20 
6 F 68 13 
7 F 73 16 
8 F 85 18 
Taste H A 
The NIM dyskinesia score: 
Each feature is scored from O (normal) to 4 (maximal 
abnormality) 
Score 
1. Facial and oral movements 
Muscles of facial expression 0-4 
Lips and peri-oral area 0-4 
Jaw 0-4 
Tongue 0-4 
2. Extremity Movements 
Upper limbs 0-4 
Lower limbs 0-4 
3. Trunk movements 
Neck, shoulder and hips 0-4 
4. Restlessness 0-4 


ments, using the first seven items on the NIM 
scale. (NIMH Psychopharmacology Research 
Branch, 1975) (Table II) and clinical signs of 
parkinsonism (Calne et al, 1971) immediately 
before their injection, and at 1, 3 and 6 hours 
afterwards by two observers (DNB and DKD) 
who were unaware of the patient’s treatment. 
The degree of severity of dyskinesia or clinical 
signs of parkinsonism are scored on a 5 point 
rating. scale. Video-tape recordings (each of 
approximately 4 minutes duration) were also 
made at these same times for later replay, and 
scoring of dyskinetic movements using the same 


rating scale by four observers who were all - 


ignorant of the patients’ treatment. 
The individual scores for the various dyskin- 
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etic movements were summed (‘sum dyskinesia 
score’) and the results analysed by Wilcoxon’s 
signed rank test (Siegel, 1956). 


Results 

No statistically significant changes in parkin- 
sonian features were noted during the study. 
Drug effects on dyskinesia scored at the time of 
the study were equivalent to those scored from 
video play-back, and values obtained from the 
latter are reported. 

There was a significant (P. .<0.05) improve- 
ment in the sum dyskinesia score at 1, 3 and 6 
hours with all treatments except metoclopra- 
mide (10 mg) and placebo (Fig 1). Haloperidol 
(5 mg and 10 mg) and metoclopramide (40 mg) 
however, produced changes that..were signi- 
ficantly greater than those observed with place- 
bo: thus, at 3 hours the improvement in sum 
dyskinesia score was significantly greater than 
with placebo, after metoclopramide 40 mg (P 
< 0.02) and haloperidol 10. mg (P <0.05). At 6 
hours both dose levels of haloperidol, and the 40 
mg dose of metoclopramide, produced signi- 
ficant improvements (P <0.01) when compared 
to placebo (Fig 1). The results suggest a dose- 
response relationship for both haloperidol and 
metoclopramide (see Fig 1) on improvement in 
sum dyskinesia score. There was no statistical 
difference between the effects of either the 5 mg 


Time {(hr.) 


Metoclopramide 10mg 







Placebo 


aD Metoclopramide 20.mg 


“Cl Metaclopramide 40.mg 
* 


Haloperido! Smg 
* 


=< Haloperidol 10 mg 


Change in sum dyskinesia score (means) 


Fic 1.—Change in sum dyskipesia score (means) plotted 
against time for the 6 treatments (* = statistically signi- 
ficant value) n = 8 for each treatment. 
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TaBe ITI 


Number of patients improved with each single treatment. 
Maximum number 8. Comparison of dyskinesia scores 
between drug and placebo at each time point 





l hour 3hour 6hour 
Metoclopramide 10mg 2 3 3 
Metoclopramide 20mg 5 5 6 
Metoclopramide 40mg 5 7 8 
Haloperidol 5 mg 4 6 8 
Haloperidol 10 mg 6 6 8 





and 10 mg doses of haloperidol, or between 
placebo and the lower (10 mg and 20 mg) doses 
of metoclopramide however. 

The numbers of patients showing an improve- 
ment with each treatment are shown in Table 
TIL. None of the patients developed adverse 
effects to any treatment. In particular, there 
was no drowsiness or akathisia. 


Discussion 


Effective treatment of tardive dyskinesia is 
difficult. Increasing the dose of neuroleptic 
therapy usually produces an initial improve- 
ment, but worsens parkinsonian symptoms, and 
later breakthrough of the dyskinetic movement 
occurs almost inevitably (Inoue, 1979). 

The present study was designed to assess the 
potential of metoclopramide as a treatment of 
tardive dyskinesia. We have shown that it is 
possible to improve tardive dyskinesia with 
single intravenous doses of dopamine receptor 
blocking drugs, but although metoclopramide 
improved neuroleptic-induced tardive dyskin- 
esia the dose required in this study was very 
high. This suggests metoclopramide is unlikely to 
be of therapeutic value in the treatment of 
tardive dyskinesia, in view of the likely inci- 
dence of adverse reactions (Committee on Safety 
of Medicines, 1975). 

The time scale of improvement of the dyskin- 
etic movement shows a maximum measured 
effect at 6 hours after dosing (Fig 1). This is 
unexpected as haloperidol concentrations in 
brain are highest soon after intravenous admin- 
istration of the drug (Marcucci et al, 1971/2), 
and in normal volunteers side effects of meto- 
clopramide due to actions on the central nervous 
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system occur within 15 minutes of intravenous 
administration (Bateman et al, 1978b). Other 
workers have reported that extrapyramidal side 
effects of haloperidol do not develop for 12 hours 
after drug administration (Forsman and ‘Oh~ 
man, 1975). We have no explanation for these 
phenomena. ' 

Comparison of the effect of haloperidol and 
metoclopramide and the 6 hour dyskinesia score 
suggests a potency ratio of:at least 8 to 1. It is 
interesting to note that the potencies of meto- 
clopramide and haloperidol as dopamine re- 
ceptor antagonists have been compared in the 
dog renal artery (Goldberg et al, 1978) and that 
the relative potency was approximately 10 to 1, 
a very similar result to that obtained in this less 
sensitive model of dopamine receptor activity. 

Our studies suggest that stimulation of D, 
dopamine receptors is, at least in part, respon- 
sible for tardive dyskinesia as it is alleviated by 
metoclopramide, a selective D, receptor blocker 
(Kebabian and Calne, 1979). 

The measurement of the effects, and relative 
potencies, of single doses of dopamine receptor 
blocking drugs on tardive dyskinesia enables an 
in-vivo comparison of these drugs in man. 

This should provide a more logical approach 
to therapy. 
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SUMMARY The point prevalence of tardive dyskinesia (TD) as 
assessed by means of the Simpson rating scale was determined for 14 
psychiatric wards with 347 patients (213 and 134 female) at the time of 
the study. TD was found to occur in 17.3 per cent of the patients, the 
prevalence being significantly higher in female than in male patients. 
The frequency of TD increases with age. 

A random group of TD patients was matched with a group of patients 
without TD and the total medication for both groups was calculated. 
No differences were found as concerns total amount of high or low 
dosage neuroleptics, or anticholinergic drugs, for the two groups. 
However, significantly more TD patients than controls had received 
dosage neuroleptics, or anticholinergic drugs for the two groups. 
However significantly more TD patients than controls had received 
anticholinergic drugs. 

There was no significant relationship between severity of TD: age, 
duration of treatment, total amount of high or low dosage neuroleptics. 
On the other hand a significant relationship was found between 
severity of TD and amount of anticholinergic drugs. Significantly more 





patients in the TD-group than in the control group had a past history 
which might suggest possible brain damage prior to the neuroleptic 


medication. 


The possible occurrence of transient dys- 
kinetic movements in the oral region due to 
neuroleptic treatment was first recognized in the 
middle of the fifties (Kulenkampff and Tarnow, 
1957; Eicke, 1957). The first reports stressing 
the possibility that these movements could 
become chronic appeared at the same time 
(Sigwald e al, 1959). The syndrome thus 
recognized was named tardive dyskinesia by 
Uhrbrand and Faurbye (1960) and by Faurbye 
et al (1964), or terminal extrapyramidal in- 
sufficiency syndrome by Haddenbrock (1964). 
Since that time several papers on this subject 
have been published and comprehensive reviews 
of the literature are now available (Crane, 1968, 


1973; Tarsy and Baldessarini, 1976; Gerlach, . 


1977). Although it is*generally recognized that 
tardive dyskinesia is a late complication of 
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neuroleptic treatment, it is still unclear to what 
extent a similar disturbance can occur in 
chronic, hospitalized patients who have not been 
exposed to neuroleptics, and also why only some 
of the patients treated with neuroleptics exhibit 
this manifestation. The reported incidence of 
dyskinetic movements among hospitalized 
patients varies in different studies between 0.5 
per cent and 40 per cent or more (Crane, 1973). 
Among the reasons for this discrepancy the most 
important seem to be: the type of patient 
population; the methods of obtaining inform- 
ation; and the clinical assessment of the 
symptoms. The fact should also be mentioned 
that there is no general agreement about which 
manifestations should be included under the 
heading tardive dyskinesia and which should 
not. 
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A recent survey of the different methods 
available for the monitoring of tardive dys- 
kinesia has been published by Gardos et al 
(1977). The use of rating scales, the counting of 
the movements and their monitoring by means 
of videotape recordings have been proposed. 
None of these methods seems to be free from 
shortcomings, mainly because tardive dys- 
kinesia, like most of the extrapyramidal motor 
disturbances, can be strongly influenced by the 
emotional state of the patient at time of obser- 
vation and may fluctuate spontaneously from 
one occasion to another. 


Present Study y 


The investigation which will be presented in 
this report had a number of aims, Firstly we 
wanted to ascertain the frequency of tardive 
dyskinesia in our population of hospitalized 
patients, adopting consistent criteria for identi- 
fication. Secondly we wanted to investigate the 
possibility of any correlation between the 
amounts and types of drugs used by a random 
sample of patients with tardive dyskinesia and 
the severity of the dyskinetic movements, as 
assessed by means of a rating scale. Thirdly, we 
wanted to find out how this random sample of 


patients with tardive dyskinesia differed from a | 


matched group of hospitalized patients who had 
no tardive dyskinesia. Finally, we wanted to 
obtain some preliminary information about the 
reliability of various assessment methods in view 
of a therapeutic trial which is planned for the 
near future. 


(a) Epidemiological survey 


The epidemiological part of the study is of a 
point prevalence type. All the patients in 14 
wards of the Umedalen Hospital in Umea during 
the period January Ist~July 15th, 1978, were 
screened for the occurrence of tardive dys- 
kinesia by three doctors who had had training 
sessions in the use of the rating scale devised by 
Simpson (1979). In this way it was ensured that 
consistent criteria were applied to every ward. 
On this occasion the number of patients with 


dyskinetic movements was registered and in- . 


formation was collected about the length of their 
illness and their medication. 
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(b) Assessment of the treatment undergone 


For the second part of the study a random 
sample of 18 patients (8 male and 10 female) was 
selected from amongst those who, at the 
previous census, were found to have tardive 
dyskinesia, Patients in the geriatric wards were 
excluded from the pool from which this random 
sample was chosen for further studies. A control 
group with a corresponding series of patients, 
present in the same wards as the dyskinetic 
patients but without apparent clinical mani- 
festations of tardive dyskinesia, was selected to 
match the experimental group according to the 
following criteria: they were to be of the same 
sex, of a similar age (+ 5 years) and they should 
have been ill for a similar span of time (+ 5 
years). If ail these conditions could not be met, a 
difference in sex was accepted. Thereafter, the 
dyskinetic movements in the experimental 
group were rated by means of the Simpson 
rating scale for tardive dyskinesia (Simpson, 
1979), which covers 42 signs: 16 items refer to 
movements of the facial musculature, 8 to 
movements of the neck and trunk, and 18 to 
movements of the limbs. Ratings were made on 
a 4-point-scale. In addition, videotape record- 
ings were made for about half of the experi- 
mental group for use in studies of test-retest and 
inter-rater reliability. 

The total amount of drugs received by the 
patients in both the experimental and the 
control group was then calculated from the 
treatment sheets available in the records. 
Calculations have been made separately for 
high and low dosage neuroleptics and for 
anticholinergic drugs. A separate calculation 
was also made for any other kind of treatment 
that the patients had received during their 
period of illness. Furthermore a close study was 
made of other possible factors which might have 
caused cerebral damage and which could be 
related to the occurrence of tardive dyskinesia: 
for example insulin treatment, ECT and 
lobotomy; note was made if brain trauma of 
any kind had occurred. Admittedly, such a 
procedure for assessing drug consumption is 
rather crude, but we considered our conclusions 
would be justified since the method applied to 
both the survey and the control groups. 
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Results 

(a) Epidemiological findings 

The number of patients with tardive dys- 
kinesia, according to their sex and their age, is 
presented in Tables I, II; the type of dyskinesia 
is presented in Table III. The total prevalence 
of tardive dyskinesia was 17.3 per cent. There 
arë significantly more female patients than male. 
Male patients are younger than females. The 
frequency of tardive dyskinesia seems to 
increase with age in both sexes. As to type of 
dyskinesia, male patients have a higher per- 
centage of movements of the face than females 
and female patients have a higher percentage of 
multiple movements involving for example both 
the face and the extremities than males. 

Our results as regards prevalence are similar 
. to those obtained by Ogita et al, 1975 (17-18 


per cent), Crane and Paulsson, 1967 (14 per 


cent), Edwards, 1970 (19 per cent) and Heinrich 
et al; 1968 (17 per cent). Lehman et al (1970) 
and Tururien and Achté (1967) have reported 
much, lower figures (6.5 and 6 per cent respec- 
tively) but they have taken into account only 
oral dyskinesia. On the other hand Hippius 
and Lange (1970) and Kennedy ët al (1971) 
have reported the highest percentages (32 per 
cent and 40 per cent respectively). Our figure 
for the males (5.1 per cent) is close to the figure 
obtained by some of the authors mentioned 
above but that for the females (9 per cent) is 
higher, especially if one takes into account that 
almost all the females with multiple movements 
also had movements of the facial musculature 
(12.6 per cent). 

According to. the review by Crane (1973) 
there were seven reports which had found a 
preponderance of females and four reports 
where the reverse was true. Our findings add 
support to the hypothesis that female patients 
are more susceptible to tardive dyskinesia than 
males. 

Unfortunately, we are not able to present 
any figure concerning the age at onset of the 
disorder. It may be noted, however, that in line 
with previous observations: (Tarsy et al,.1977; 
and Crane, 1968), tardive dyskinesia occurs in 
young as well as in older patients: our youngest 
patient was 22 and another two were 23 years 
old. . 
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TABLE I i 
Point prevalence of tardive dyskinesia 
Total Male Female 
Total number of 
patients 347 213 134 
Patients with tardive 
dyskinesia 60 20 40 
Per cent 17.3 9.4 29.8 
2? = 24.01,df 1, P <.001. 
Taste JI 
Age distribution in patients with tardive dyskinesia (N = 60) 
Age group Female Male Total 
-29 ' 2 1 3 
30-39 0 1 I 
40-49 ore 4 2 4 
50-59 6 4 10 
60-69 ik 6 17 
70- 19 6 25 
Female X = 66.9 (SEM +2.2) 
Male X = 58.1 (SEM +3.6) 
t = 2.09, P <.05 
Taste IHI 
Types of dyskinesia (percentage figures in brackets) 
Male Female Total 
(n = 20) (n =40) (n = 60) 
Face 1455) 12 (30) 23 (38) 
Limbs §(25) 9 (23) 14 (23) 
Neck and trunk 1 (5) 2 (5) 3 (5) 
Combinations of _ 
above 3 (15) 17 (43) 20 (33) 


Comparisons between tardive dyskinesia patients and 
controls- 


The characteristics of both the survey and of 
the control group are presented in Table IV. 
Females are overrepresented. in the tardive 
dyskinesia group but the difference is not 


-statistically ‘significant. Age and duration of 


treatment with neuroleptics are satisfactorily 
comparable in the two groups. 
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Tase IV 
Sex, age and duration of treatment 








Sex 
` M 
TD groupn = 18 8 
Controlsn = 18 12 


7? (with Yates 
correction) = 2.81, NS 


There was no significant difference in the 
amount of high-dosage drugs taken by the 
patients in the two groups (Table V). Tardive 
dyskinesia patients had received slightly more 
low-dosage neuroleptics than the controls. 
More tardive dyskinesia patients than controls 
have received anticholinergic drugs (Table VI), 
but the mean for those in the two groups who 
had received antiparkinsonian drugs was not 
significantly different. We did not find any 
significant correlation between the total score on 
the Simpson scale and age or the duration of 
treatment (r = —.02 and r = —.24 respec- 
tively) or the total amount of high-dosage 
neuroleptics or that of low-dosage drugs 
(r = +.18 and r = +.31 respectively). A 
significant correlation (r = +.51, P <.05) 
occurs between total score and amount of 
anticholinergic drugs; the patients who were 
rated as the most severe also received the 
greater amount of anticholinergic drugs. 

The occurrence of brain damage or of 
conditions which could have contributed to 
brain damage mark a statistically significant 
difference between tardive dyskinesia patients 
and controls. The frequency of these factors was 
higher in the tardive dyskinesia than in the 
control group (Table VII). 


Discussion 


At this juncture we cannot present any 
figures. concerning the reliability study. Our 
results are still in the preliminary stage and the 
study is still in progress. Recently, Gardos et al 
(1977) have published an excellent review of 


methods for assessing tardive dyskinesia and - 


commented on the shortcomings of each method. 
The issue of the reliability of the ratings is of 























Age Duration of treatment 
(yrs) (yrs) 
F 
10 52.5 (SEM + 3.3) 15.3 (SEM + 1.6) 
6 52.8 (SEM + 2.3) 18.2 (SEM + 1.6) 
t = 0.08 t = -1.26 
NS NS 
TaBe V 
Total amount of neuroleptic drugs in grams 
High dosage Low dosage 
drugs drugs 

TD-group (n = 18) 1,5054337.7 168 +46.9 
Controls (n = 18) 1,1492 +238.7 95 +30.5 

t = 0.75, NS t = 1.23, NS 

Taste VI 

Use of anticholinergic drugs 
Total amount (g) 
No Yes X value 
TD-group — 18 224 +57.9 
Controls 6 12 165 +65.2 
t = 0.68, n.s. 





paramount importance in therapeutic trials 
when only a reduction in the movements, and 
not their complete disappearance, is reported. 
Our preliminary results seem to suggest that a 
satisfactory inter-rater reliability can be achieved 
and that test-retest reliability from videotape 
recordings can also be good. Repeated record- 
ings of patients who have not undergone any 
special treatment require cautious interpre- 
tation since pronounced «differences can occur 
from one rating occasion to another, even when 
the conditions under which the ratings and the 
recording are made are kept constant. 

The question of whether neuroleptic treat- 
ment per se can produce tardive dyskinesia in the 
absence of other concomitant factors is still 
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Taste VII 
A B C D 
History of head No history, of 
trauma or other Repeated possible brain « 
brain lesion Lobotomy* ECT-series damage 
TD-group 2 8 6 2 
Controls l 2 4 9 





A+B v. Cv. D, x? = 8.53, P <.02 
* 3 patients in the TD-group, and 2 in the control groups have also received ECT. 


unanswered (Edwards, 1970; Brandon et al, 
1971; Crane, 1973). In our study neither the 
duration of treatment nor the total amount of 
neuroleptics received by the patients differ- 
entiated the tardive dyskinesia from the 
control group, nor did these variables show any 
significant correlation with the severity of 
tardive dyskinesia as assessed by means of the 
Simpson scale. 

One significant difference between the groups 
concerns. the use of anticholinergic drugs which 
appear to be related to the severity of tardive 
dyskinesia. There are two possible explanations 
for this finding. The first- takes into account 
theories referring to the importance of the so- 
called counterbalancing dopaminergic-choli- 
nergic transmitter system (Barbeau, 1973; 
Klawans, 1973; Gerlach et al, 1974) for main- 
tenance of normal movement. According to 
these theories hyperkinetic disorders such as 
Hintington’s chorea, and tardive dyskinesia are 
related to a relative dopaminergic hyper- 
function or cholinergic hypofunction (Klawans, 
1970; Aquilonius and Sjöström, 1971; Gerlach 
et al, 1974), In this context, it can be assumed 
that the administration. of anticholinergic drugs 
contributes greatly to both the precipitation and 
aggravation of the dopaminergic-cholinergic 
disequilibrium produced by the neuroleptics 
(Crane, 1968; Kiloh et al, 1973). The other 
explanation, related to the first, is that patients 
who developed tardive dyskinesia were erro- 
neously treated with anticholinergic drugs which 
impaired their condition and accounted for the 


finding of a significant relationship between. 


severity of tardive d¥skinesia and the amount 
of anticholinergic drugs. The difference in the 


number of patients in the two groups who. had 
been treated with anticholinergic drugs might 
also suggest that patients with tardive dyskinesia 
belong to a group which is particularly prone to: 
extrapyramidal disturbances. Ifso, an important 
causative factor would be the occurrence of 
conditions which could have increased the 
vulnerability of the extrapyramidal system. 
Since the original reports by Uhrbrand and 
Faurbye (1960) the possible occurrence of brain 
lesions in the -history of tardive dyskinesia 
patients has-been a matter of much discussion. 
Recently it has been shown that long-term 
neuroleptic treatment. may produce cell loss in 
the corpus striatum in animals (Nielsen and 
Lyon, 1978). The findings in our study of a 
significant higher occurrence of conditions 
which may have lead to brain damage in the 
tardive dyskinesia, group than in the control 
group are in line with the findings by Edwards 
(1970), and suggest that a past history of brain 
lesion might be an important factor in the 
aetiology of tardive dyskinesia. 
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Depressive and Extrapyramidal Symptoms and Clinical Effects: 


A Trial of Fluphenazine versus Flupenthixol in Maintenance ` 


of Schizophrenic Out-patients 


By ANGELA KNIGHTS, M. 8. OKASHA, MOHAMED ALI SALIH 
and S. R. HIRSCH 


SUMMARY Fifty-seven patients with a diagnosis of schizophrenia 
were started on either fluphenazine decanoate or flupenthixol decanoate 
injections in a double-blind trial just prior to discharge into the 
community. During the six month follow-up 30 per cent dropped out of 
the treatment. Of those observed for six months, 7 per cent relapsed, 

_ 54 per.cent experienced depressive symptoms and 88 per cent extra- 

- pyramidal side-effects. Analysis of both clinical data and the ratings 
failed to discriminate between the two drugs. 


-The beneficial effect. of maintenance drug 
therapy in schizophrenia has been established in 
a number of trials; it has been shown by Hirsch 
et al (1973) to prevent the recurrence of florid 
schizophrenic symptoms in patients with chronic 
or relapsing schizophrenia. 

The depot preparation of fluphenazine de- 
canoate has been used for a number of years as 
maintenance treatment, yet it causes undesirable 
side-effects in many patients. Extrapyramidal 
effects of varying degrees of severity were found 
in at least a third of cases reported by Johnson 
(1973). There are also reports by Johnson (1973) 
and Alarcon and Carney (1969) of depressive 
symptoms appearing or worsening during treat- 
ment. These effects may cause patients to defect 
from treatment. 

Flupenthixol, a trifluomethylated thioxan- 
thene derivative, was introduced in 1963, and 
has been widely used in Europe. It is claimed to 
be less sedative and to produce fewer extra- 
pyramidal side-effects than fluphenazine (‘True- 
man and Valentine, 1974). There have even 
been reports of elevation of mood, cheerfulness 
and increase of energy in patients receiving 
flupenthixol injections (Carney and Sheffield, 
1973) and in a few cases a manic reaction has 
been reported (Hall and Coleman, 1972). 


A recent double-blind comparison of low-dose 
oral flupenthixol and amitriptyline did not dis- 
criminate between. the two drugs for: out- 
patients suffering depression, suggesting that 
flupenthixol hasan antidepressant action in 
certain patients (Young etal, 1976). 

A comparative review of the literature 
(Okasha et al, 1978) regarding the relative 
superiority of flupenthixol and fluphenazine has 
been inconclusive, Kelly and his co-workers 
(1977) recently published a report of a double- 
blind comparison of the two drugs in patients 
who had previously stabilised on depot in- 
jections and were living in the community. 
Their results failed to confirm any advantage of 
one drug over the other, either on negative 
symptoms of schizophrenia or on social func- 
tioning. 

Other comparisons between flupenthixol and 
fluphenazine decanoates have either combined 
treatment in the acute and maintenance stage 
(Johnson and Malik, 1975), have involved 
chronic in-patients’ (Haslam et al, 1975) or 
failed to incorporate a double-blind design. Ours 
is the first report to date involving a double- 


* blind comparison of maintenance treatmenit for 


in-patients while they are receiving depot 
injections immediately prior to discharge into 
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the community. We surveyed a different 
population of patients from chronic in-patients 
or those already discharged and maintained in 
the community. The trial examined the two 
, tredtments for :— 


(1) Their efficacy as 
psychotic medication. 


maintenance anti- 


(2) Their effect on mood, especially symp- 
toms of depression. 


(3) The incidence and severity of extra- 
pyramidal side-effects. 


Treatment of out-patients provides a more 
exacting test of the effectiveness of the drugs 
than in-patient treatment because of the stregses 
often surrounding discharge from hospital and 
the greater relapse rate in those patients 
returning to critical or overprotective environ- 
ments (Vaughn and Leff, 1976). In a survey of 
drug defaulters on long-acting medication about 
20 per cent of patients discontinued treatment 
for a variety of reasons and 70 per cent of these 
did so within the first six months of treatment 
(Johnson and Freeman, 1973). Johnson (1973) 
also reports that 60 per cent of extrapyramidal 
side-effects occur after three months of regular 
treatment. Six months was therefore chosen as 
the study period, since undesirable effects of the 
drugs were likely to appear during this time. 


Methods 
Selection of patients 


All possibly schizophrenic patients admitted 
to a psychiatric unit in a London district 
general hospital were screened by the Syn- 
drome Check List during the first year of the 
study. The Syndrome Check List is derived from 
140 symptoms in the 9th edition of the Present 
State Examination (PSE) (Wing et al, 1974). 
The items are combined to form 38 syndromes 
and can be rated from the case notes for recent 
and past episodes. The first 25 syndromes can be 
fed into later stages of the Catego programme in 
order to reach a diagnostic classification. 

The criteria for diagnosis of nuclear schizo- 
phrenia were based on first-rank symptoms of 


Schneider (Wing et al, 1974). Later, patients. 


were included from two other psychiatric units 
in London. All those who were considered by 
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their clinicians to need maintenance therapy 
with neuroleptic drugs were included provided 
they had not received any depot injection for 
three months prior to inclusion in the trial. 
Patients were also excluded if (a) the diagnosis 
was later changed to affective psychosis, (b) they 
did not wish to receive injections, (c) they in- 
tended to leave the area, and (d) the clinicians 
felt that the prognosis was too good or too poor 
to warrant this form of treatment. 

The Syndrome Check Lists were processed 
using the Catego programme, and in most cases 
the diagnosis was in agreement with clinical 
judgement. Of those 30 patients included in the 
study in the first year 87 per cent were diagnosed 
as unequivocally schizophrenic by the Catego 
criteria (Wing et al, 1974). 


Instruments 

1. The Present State Examination (PSE) was 
administered by a member of the research 
team, who was not involved in clinical de- 
cisions, at the beginning and end of the trial or if 
the patient relapsed. 

2. A Depressive Rating Scale (DRS) based on 
relevant items from the PSE was devised by the 
authors and was completed by the clinician at 
the beginning and end of the trial or, if any of 
the staff thought it necessary, during the trial. 

3. Ratings on an extrapyramidal rating scale 
based on a scale used by Mindham et al (1972) 
were made at the beginning and end of the trial 
and also during the trial if the administration of 
antiparkinsonian drugs was indicated. The 
rating scale includes a detailed physical exam- 
ination and assessment of gait, tremor, rigidity, 
akathisia and dystonias, testing right and left 
arms and legs separately where relevant (scale 
available from authors). 


Treatment 

Oral medication prior to entry into the trial 
was restricted, where possible, to chlorproma- 
zine or trifluoperazine, and all oral neuroleptics 
were discontinued after the full dose of the trial 
drug had been administered. Each patient was 
started on either fluphenazine or flupenthixol 
under double-blind conditions. Two injections 
were given on each @ccasion, one ampoule 
containing an inert substance, the other an 
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active form of one of the two drugs, 40 mg of 
flupenthixol or 25 mg of fluphenazine. A test 
dose (12.5 mg of fluphenazine or 20 mg of 
flupenthixol) was given after the intial evalu- 
ation had been made, and all medication was 
reduced by half for one week and stopped com- 
pletely when the full dose was administered. 
Most patients left hospital at this stage and 
continued to receive injections at three weekly 
intervals on an out-patient basis. The clinician 
was free to increase the dose of the drug pro- 
viding the frequency of the injections remained 
the same. In fact no patients warranted an 
increase in dose and several had the dose 
decreased, but only at the end of the trial after 
the final assessment. 

If the clinician felt the patient showed re- 
currence of psychotic symptoms warranting a 
change in treatment and the patient was con- 
sidered to have relapsed, all the evaluative tests 
were repeated and the patient was taken out of 
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the trial. If the clinician thought the patient was 
depressed and needed specific antidepressant 
therapy, the Depressive Rating Scale was re- 
peated before treatment commenced. Similarly. 
if antiparkinsonian drugs were required one of» 
the research team assessed the patient immed- 
iately before prescribing such drugs. The criteria 
for deterioration for each of the three areas 
under investigation were based on the clinician’s 
opinion only. The research instruments were 
administered by an independent researcher. 
The end of the trial for each patient is defined 
for this study as either completion of six months 
treatment or being taken out of the trial because 
of a relapse as defined by a need to intervene 
clinically with other neuroleptic treatment. 


Results 


A comparison.of the two treatment groups 
shows no important or significant differences for 
social and clinical variables. 


* Taste I 
Comparison of treatment groups for social and clinical variables. (Percentage figures in brackets) 








Males 


Age 16-39 
40-65 
Marital status 
separated and unmarried 


Employment 
unemployed 

Living situation: 
with relative or companion 
alone 


hostel 
no fixed abode or other 


Years since first admission for schizophrenia: 
0-4 
5 or more 
not known 


Number of admissions for schizophrenia in past: 
0 
1 
2 or more . 
not known 








Flupenthixol , Fluphenazine 
n=28 - n = 29 
11 (39) 12 (41) 
20 (72) 21 (72) 
8 (28) 8 (28) 
23 (82) 23 (80) 
14 (50) 18 (62) 
24 (86) 15 (52) 
1 (4) 8 (28) 
2 (7) 4 (14) 
2 (7) 2 (7) 
17 (61) 17 (59) 
7 (25) 10 (34) 
4 (14) 2 (7) 
6 (21) 8 (28) 
7 (25) 7 (249 
10 (36) 12 (41) 
5 (18) 2 (7) 
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Two patients in each treatment group 
relapsed (7 per cent). The readmission rate to 
the ward or day hospital during the trial was 
similar in both groups; eight patients (29 per 
cent) on flupenthixol and six patients (21 per 
cent) on fluphenazine were admitted for a 
variety of reasons which included relapse of 
schizophrenia, extrapyramidal side-effects, de- 
pression and social factors. 


The drop-out rate in this study was high, an 
overall rate of about 30 per cent. Six patients (21 
per cent) on flupenthixol and eleven patients (38 
per cent) on fluphenazine dropped out of the 
study. The difference is not significant. It was 
not possible to follow up all the patients who 
dropped out. Of those who dropped out 80 per 
cent did so within the first three months. Some 
of the reasons are similar to those for exclusion 
from the trial, for example, moving away from 
the area or refusing injections. Others disliked 
the side-effects of the drugs. Eleven of the 17 
patients who were unwilling to continue were 
assessed at the time of leaving the study; they all 
had extrapyramidal side-effects. 


The clinical relapse rate was very low and the 
same in both groups. The PSE was analysed by a 
comparison of the treatments over time on the 
basis of mean scores of six groups of symptoms 
based on the PSE syndromes. The symptom 
groups used for the analysis were derived by 
adding PSE scores from the individual ratings to 
make up the following six subscores derived 
from Catego syndromes :— 


1. Specific schizophrenic symptoms 
NS-Nuclear Syndrome. 


2. General psychotic symptoms 
CS-Catatonic syndrome, NP-Non-specific 
psychosis, PE-Delusions of persecution, 
GR-Grandiose and religious delusions, 
SF-Sexual and fantastic delusions, OH- 
Olfactory hallucinations, AH-Auditory 
hallucinations. 


3. e Depression 


(a) Depressed mood (symptom), de- 


pressed mood (sign). 


TRIAL OF FLUPHENAZINE VERSUS FLUPENTHIXOL: 


(b) SD-Simple depression (excluding rat- 
ings in 3a above), ED-special features of 
depression, OD-other symptoms of de- 
pression, IC-loss of interest and concen- 
tration, NG-self neglect. 


4. Depressive delusions and hallucinations 


DD-Depressive delusions and hallucin- 
ations. 


5. Anxiety and tension 


TE-Tension, GA-General anxiety, IT- 
Irritability, WO-Worrying, AG-Agita- 


tion. 


6. Slowness and lack of energy 
SL-Slowness, LE-Lack of energy. 


Because of the importance which has been 
attached to the tendency of one treatment or the 
other to affect the individual symptoms and 
syndromes such as depression and anergia, com- 
parisons were made between the Catego defined 
syndromes at the final evaluation with and 
without an analysis of covariance. A comparison 
of the mean scores showed no difference between 
treatments on the mean scores for schizophrenic 
or general psychotic symptoms at the beginning’ 
or end of the trial. These two sets of scores were 
derived from the subscores of Catego syndromes 
listed above. Similarly, there was no difference 
between treatments for specific schizophrenic or 
general psychotic symptoms, on the Wilcoxon 
matched pairs signed ranks test or the Mann- 
Whitney U test. 


Depression 

Results are given for 36 patients completing 
the trial or relapsing, plus one who was taken out 
of the trial because of severe extrapyramidal 
side-effects, Syndrome groups described above 
relating to depression on the research doctor’s 
PSE assessments at the outset and end of the 
trial were compared, using an analysis of 
covariance and showed no significant differences 
between the treatment groups. The Depressive 
Rating Scale (DRS) was devised for the 


- clinician concerned with the patient to rate 


depression, and was bas€d on relevant depres- 
sion items in the PSE (scale available from 
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authors). Scores for items which were strong 


diagnostic indicators of endogenous depression - 


. were weighted and a total score for each patient 
was derived for each assessment. Conservative 
criteria of a change of at least seven points were 
required before a patient would be regarded as 
having developed depression or increased or 
decreased severity of depression. The number 
of patients who received antidepressant medi- 
cation was also noted for each treatment group. 
Because depression ratings were only made if 
depression became clinically evident during the 
trial and many patients dropped out early, 
there was not sufficient information available 
on drop-outs to include them in the analysis. 

Of the patients who completed the trial 43 per 
cent had an onset or increase of depression at 
> some point after starting maintenance depot 
injections, but the incidence of depression did 
not differ between the two groups. The overall 
incidence-of depression was 53 per cent for those 
on flupenthixol and.55 per cent for those on 
fluphenazine, including the two patients in each 
group who were noted to be depressed at the 
first assessment but improved during the trial. 

A change based on ratings made by the 
clinicians on the DRS at the time a change in 
depression was noted clinically was compared 
with ratings made-by a clinician at the start of 
the trial; this showed no difference between 


519 


treatments but there was an increase of symp- 
toms over the trial period for both groups. No 
patient received ECT, but 27 per cent were 
prescribed antidepressant drugs (six patients on 
flupenthixol and four patients on fluphenazine), 
Seven out of eight of the patients prescribed 
antidepressants improved, and of those who did 
not receive antidepressants six out of eight 
improved (the two-patients in each group who 
were depressed at the time long-acting injections 
were started were not included). Thus there 
was a tendency for depressive symptoms to 
improve regardless of antidepressant . drug 
treatment. 


Extrapyramidal side-effects 

The incidence of extrapyramidal side-effects 
is shown’in Table III. Because extrapyramidal 
side-effects appeared early or were a reason for 
dropping out, information from patients who 
dropped out was included in this analysis. Of 
the 57 patients who started the trial 42 (74 per 
cent) developed. extrapyramidal side-effects 
following the test dose, but an effect from 
previous oral medication cannot be excluded. 
During the trial.42 (74 per cent) exhibited 
extrapyramidal side-effects and. they were not 
necessarily those affected from the onset. Of the 
40 patients who completed the six-months 22 
(54 per cent) showed extrapyramidal side-effects 


Tase II 


` Depression during : maintenance treatment of schizophrenia Sor patients mhi completed the trial 
(Percentage figures in brackets) 








Onset of depression during trial 

Worsening of depression present at beinning of trial 
Total number with increased depression 

Decrease of depression present at beginning of trial 
Depression rated at beginning of trial but no change 


Overall incidence of depression identified by 
clinicians 





Fluphenazine 


Flupenthixol Significance 

= 19** n = 18 

5 (26) 5 (28) NS 

3 (16) 3 (17) NS 

8 (42) 8 (44) NS 

2 (11) 2 (11) NS 

0 0 

10 (53) 10 (55) NS 


** For three patients no Depressive Rating Scale was completed at the end of the trial. Data from the PSE 
ratings for depression were analysed for these patients as described in the text. 


520 


TRIAL OF FLUPHENAZINE VERSUS FLUPENTHIXOL 


Taste III 
Extrapyramidal symptoms: comparison of treatment groups 
(Percentage figures in brackets) 

















% Flupenthixol Fluphenazine Significance 
n = 28 n = 29 
(a) Incidence of extrapyramidal symptoms 
following test dose 20 (71) 22 (76) NS 
during trial 20 (71) 22 (76) NS 
*Final assessment 14 (50) 17 (59) NS 
(b) Use of antiparkinsonian medication 
following test dose 11 (39) 9 (31) NS 
during trial 12 (43) 18 (62) NS 
Total number who received medication 23 (82) 27 (93) NS 
* Final assessment refers to either six month follow-up, time of drop out or relapse. 
at. the six month assessment regardless of Tase IV 
whether they had been treated with anti- Severity of extrapyramidal side-effects (percentage figures in 
parkinsonian drugs. Seventeen patients dropped brackets 
out, and of those 11 were assessed at drop-out : ; : 
: : Flupenthixcl Fluphenazine 
and they all had extrapyramidal side-effects. EPSE n = 28 n = 29 Total 
One. patient receiving fluphenazine had no 
ratings at either assessment. Severe 10 8 18 (32) 
Table ITI shows that 50 (88 per cent) of the 
patients who entered the trial had antiparkin- Moderate W 1 26 (46) 
sonian medication at some stage in the trial Mild 7 4 11 (19) 


period. Apart from two patients, antiparkin- 
sonian medication was given to all patients who 
had a score on the extrapyramidal rating scale. 
Only one patient had to be withdrawn from the 
trial because of extrapyramidal side effects 
(which were worsening in spite of anti- 
parkinsonian medication). Table III shows there 
was no significant difference between the two 
treatments in the prevalence of extrapyramidal 
side-effects after the test dose, during the trial 
and at six-month follow-up. There were no 
differences between treatments in the number of 
patients requiring antiparkinsonian medi- 
cation following the test dose and during the 
trial. 

Although there were no differences between 
the treatment groups for prevalence of extra- 
pyramidal side-effects or use of antiparkin- 
sonian medication, a further analysis was 
carriéd out to determine whether there was any 
difference in the severity of extrapyramidal 
side-effects. These results are shown in Table 





All between group comparisons not significant. 


IV. This Table was derived by taking the 
highest rating on specific symptoms for each 
patient at any time during the trial: 

Severe symptoms —equivalent to maximum 
rating for one or more 
symptoms, 

Moderate symptoms —equivalent to any inter- 
mediate rating in the 
absence of any maxi- 
mum ratings. 

—no rating of more than 
one on any symptom. 


Mild symptoms 


All patients included had more than one 
symptom and only appeared once in the Table. 
It can be seen that there are no significant 


- differences in severity of extrapyramidal side- 


effects between the treatnfent groups. 
The extrapyramidal scales were also subjected 
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to an analysis of covariance using subscores for 
each symptom of the extrapyramidal syndrome 
including gait, rigidity, tremor, dystonia and 
akathisia. This suggests there was no difference 
between treatments in the nature of extra- 
pyramidal side-effects. 


Discussion 
Depression 


Our finding of depression in 53 per cent of 
patients during depot maintenance treatment 
should be considered in the context of studies 
reported elsewhere. The suggestion that flu- 
phenazine decanoate caused severe depression 
was first made by Alarcon and Carney (1969), 
who supported their claim by demonstrating a 
temporal relationship between the adminis- 
tration of the drug and the onset of depression in 
one of their patients. They gave an overall 
incidence of depression of 8 per cent. Hirsch et al 
(1973) found a lower incidence of 3 per cent 
among patients continuing on fluphenazine 
injections and 17 per cent for those switched to 
placebo. Johnson (1973) identified a depressive 
mood swing requiring treatment in 15 per cent 
of patients on fluphenazine. He commented that 
he was unable to demonstrate an acceptable 
correlation between the rating score and clinical 
depression in overtly ill schizophrenic patients 
and concluded that the only objective measure- 
ment that could be made for the incidence of 
depression was the decision to start anti- 
depressive treatment. Since he could not 
demonstrate a temporal relationship between 
depression and the administration of the drug, 
he concluded that it would be wrong to assume 
that there was any evidence that fluphenazine 
had any specific effect on mood that differed 
from the action of other phenothiazines. 

Carney and Sheffield (1973) detected depres- 
sion in 15 per cent, (10 per cent severe, 5 per cent 
moderate) of a group of patients on flupenthixol 
decanoate; they stated that the incidence of 
depression, although no higher than that 
encountered in fluphenazine treated patients, 
was disappointingly high for a drug used, in 
lower dosage, specifically for the treatment of 
neurotic depression. They found transient 
hypomania in 7 per ctnt of their patients and 
anergia in 7 per cent of patients. Johnson and 
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Malik (1975) reported a significant elevation of 
mood with flupenthixol in six out of twenty 
patients after the first injection and in five out 
of twenty after the second injection, a change 
that was so marked in four patients who were, 
already elated at the time the drug was first 
administered that it caused problems in 
management. In the fluphenazine group the 
trend was towards a lowering of mood. These 
results refer to acutely ill patients, not to those 
on maintenance treatment. The incidence of a 
depressive syndrome in 53 per cent of our 
patients over six months is much higher than 
reported elsewhere. The fact that 27 per cent of 
the patients were prescribed antidepressants by 
the independent: clinicians suggests that our 
rating scale did not have a low threshold or bias 
in overrating symptoms, and as there were at 
least six different psychiatrists involved in the 
management this is unlikely to be due to 
idiosyncratic prescribing habits. 

The role of long-acting antipsychotic drugs in 
the causation of depression in schizophrenic 
patients is far from clear. Martin and Townend 
(1974) observed that eight patients described as 
depressed had this manifestation reversed 
within 72 hours of prescribing antiparkinsonian 
medication. Certain symptoms of depression 
may resemble those of parkinsonism and it may 
be difficult to separate the two syndromes. 

Our findings confirm other reports of a high 
incidence of depressive symptoms in patients 
taking antipsychotic medication and are un- 
likely to be entirely due to extrapyramidal 
symptoms being misinterpreted as depression, as 
half the depressed patients improved without 
medication. This leaves unanswered the 
question whether the symptoms were due to 
neuroleptic medication, were a reaction to the 
illness, or were present all the time but only 
became apparent in the absence of psychotic 
symptoms (Van Putten and May, 1978). 


Extrapyramidal side-effects 


It can be seen from Table III that the 
patients receiving fluphenazine showed a higher, 
but not significantly greater, incidence of extra- 


- pyramidal side-effects at the end of the trial or 


when dropping ‘out of the trial. Johnson (1973) 
found extrapyramidal side-effects in 34 per cent 
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of 140 patients on fluphenazine, a lower 
incidence than we observed. He considered this 
figure to be an underestimate, attributed to the 
fact that all his patients were receiving anti- 
_ parkinsonian medication. Carney and Sheffield 
(1973) detected extrapyramidal side-effects in 
28 per cent of patients on flupenthixol and 
commented that the routine prophylactic 
prescribing of antiparkinsonian drugs with 
flupenthixol decanoate would appear to be 
unjustified. Martin and Townend (1974) re- 
ported only 30 per cent of patients on flu- 
phenazine decanoate exhibiting extrapyramidal 
side-effects. 


Our findings are in agreement with Kennedy 
et al (1971), who found a prevalence of 88 per 
cent in patients taking trifluoperazine, which, 
like fluphenazine has a piperazine side chain. 
Their study involved regular detailed examin- 
ation of each patient by two observers. We think 
our high figures are due, at least in part, to the 
fact that we stopped all antiparkinsonian 
medication with the first full dose of the depot 
injection and due to our detailed physical 
examinations and recording of extrapyramidal 
side-effects irrespective of severity. Our results 
also agree with those of Ching-Piao Chien et al 
(1974), who found one or more incidents of 
extrapyramidal side-effects with various degrees 
of intensity in all but one of 41 patients on 
fluphenazine (i.e. 98 per cent). 


This trial did not provide any evidence to 
support the claims that flupenthixol is less 
likely to cause extrapyramidal side-effects, or 
lowering of mood, slowness or lack of energy. 
Moreover, none of our patients appeared to 
experience the elevation of mood described by 
other workers. 


The present study is one of the first attempts 
to compare, in the community setting the two 
decanoate depot preparations most widely used 
for maintenance treatment of schizophrenia. 
The drugs had a similar potency in preventing 
the remergence of schizophrenic symptoms. 
The method of observation revealed a higher 
incidence of depressive and extrapyramidal 


symptoms than other studies, but if our method . 


was more sensitive in detecting symptoms it 
nevertheless did not reveal differences with 
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regard to these symptoms between the two 
drugs. 
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_Further Observations on the Duration of Depot Neuroleptic 


Maintenance Therapy in Schizophrenia 


By D. A. W. JOHNSON 


SUMMARY Two patient samples, with different criteria for selection, 
have been surveyed following maintenance therapy discontinuation. 
The patients had previously remained in a steady mental state on depot 
injections for periods varying between one and four years. Both the 
rates of relapse and pattern of rglapse suggest that patients responding 
to medication need to remain on maintenance therapy for a minimum 
of four years. The results further suggest that in chronic schizophrenia 
the drugs only suppress symptoms and that the prognosis following 
discontinuation is substantially unchanged by increased duration of 
medication, even after four years. The possibility of using short-term 
‘drug holidays’ to reduce the risk of unwanted effects was explored; 
after only three months without drugs, the risks of relapse were signi- 


ficantly increased. 


It is now the usual practice to prescribe 
neuroleptic drugs, most commonly in the form 
of long-acting injections, for long periods 
following an acute schizophrenic illness. Al- 
though it is generally accepted that approxi- 
mately two-thirds of schizophrenic patients with 
a second or subsequent illness remain free from 
relapse with regular maintenance therapy (Leff 
and Wing, 1971; Hirsch et al, 1973; Hogarty et 
al, 1974; Johnson, 1976a), there is little in- 
formation on how long regular medication 
should be continued with the expectation of 
therapeutic benefit to the patient. The risk of 
the unwanted side-effects, i.e. extrapyramidal 
symptoms (McClelland et al, 1974; Mindham, 
1976; Johnson, 1978), tardive dyskinseia (Gib- 
son, 1978) and weight gain (Johnson and Breen, 
1979) emphasises the need to maintain patients 
on the lowest dose, for the shortest possible time 
that is compatible with the patient’s clinical 
progress. 

A review of discontinuation studies of oral 
medication by Hogarty et al (1976) suggested 


that" maintenance phenothiazine therapy is’ 


required for at least two years, with their own 
results suggesting a longer period. The samples 
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studied were exclusively chronic patients. The 
only study on patients treated within the com- 
munity with long-acting injections suggested the 
need for continued medication for a minimum 
of three years following the most recent relapse 
(Johnson, 1976b). 

The need for further information upon which 
to base guidance for both the likley minimum 
duration of maintenance therapy, and the possi- 
bility of using ‘drug holidays’ to reduce the risk 
of long term side-effects, has prompted the 
author to report an extension of the results of an 
earlier study (Johnson, 1976b) in addition to a 
comprehensive follow-up of all schizophrenic 
patients discontinuing depot injections at his 
present hospital (University Hospital of South 
Manchester). The outcome has been further 
analysed to investigate any differences between 
the depot injections used. 


Method 


Two samples have been studied. 

Sample 1. This is an extension of an earlier 
study (Johnson, 1976b) and has been collected 
over a thirteen-year period. 

All patients were diagnosed as suffering from 
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schizophrenia on the basis of Schneiderian first 
rank symptoms being present at some time 
during their mental illness, and had experienced 
two or more acute episodes. All patients were 
under continuous assessment as part of ongoing 
research and had been free from clinical relapse 
for a minimum period of twelve months on 
regular maintenance therapy with long-acting 
neuroleptic injections. The decision to dis- 
continue medication was made by the patient 
alone, or by the patient on the advice of a rela- 
tive or rarely by another medical practitioner. 
Following the discontinuance of depot medi- 
cation, the patients were followed-up prospect- 
ively for a period of six months, with regular 
mental state examinations (Johnson, 1976b). 
Patients were only accepted into the study if they 
were in a steady mental state at the time of their 
decision to-discontinue depot injections. 

A control sample corrected for age, sex and 
duration of illness, but remaining on regular 
depot injections, was selected from the same 
clinic register. 

Sample 2. The depot injection clinic of the 
department of psychiatry at UHSM has been 
functioning for eight years. All patients with the 
diagnosis of schizophrenia who had been 
successfully maintained on regular depot in- 
jections for a minimum of three months, and 
who had had their medication subsequently 
discontinued by the psychiatrist, were surveyed. 
In each case the diagnosis of schizophrenia had 
been confirmed by the teaching hospital con- 
sultant concerned and was the sole diagnosis 
throughout treatment. 

The history and progress of each patient be- 
fore discontinuance of medication was from 
hospital records alone, but progress after dis- 
continuance was determined from records, 
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family doctor or social worker as appropriate. 
Relapse means a significant deterioration in 
mental state with the appearance of new symp- 
toms requiring a change of management, 

The next patient of the same consultant, of the. 
same sex and similar age on the same depot 
injection, was selected as a control group for 
comparison of outcome. 


Results 


Sample 1. The patients have been divided into 
three groups (Table I). Group A discontinued 
injections after 12-24 months (mean 19 months) 
on regular injections free from relapse; Group B 
after 24-36 months (mean 29 months) ; Group C 
after 36-48 months (mean 42 months). Satis- 
factory controls were found for Groups A and B, 
but for Group C controls could be matched for 
only age and sex. A total of 56 patients have 
been studied, 41 on fluphenazine and 15 on 
flupenthixol. 

The results (Table I) show an increased risk 
of relapse for all groups discontinuing main- 
tenance injections, relative to their controls 
remaining on regular injections. The difference 
reaches a level of significance for Groups A and 
B (P<.01), but although the same trend con- 
tinues for Group C, it just fails to reach a level of 
significance, possibly because of the small num- 
bers involved. 

The response to resumed medication, or in the 
case of the controls the improvement on high 
doses of additional medication (up to | gram of 
chlorpromazine), is shown in Table II. These 
results show that 68 per cent of patients who 
relapsed having discontinued medication res- 
ponded to resumed medication within a six- 
week period. In the control group, only 40 per 
cent showed improvement within the same 











personal interview, contact with relatives, period. Since the effect of medication alone can 
Taste I 
Relapse over six months: drug discontinuance v. controls 
Mean period N No injection Injection P 
Group A 19 months 29 55 per cent 17 per cent <.01 
Group B 29 months 17 66 per cent 18 per cent < 0b 
Group C 42 months 10 40 per cent 20 per cent 
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be judged more accurately when the patient’s 
environment. remains unaltered, the relative 
proportions responding within the same com- 
munity environment have been analysed. In 
this*comparison, 45 per cent of patients dis- 
continuing injections responded to resumed 
drugs, compared to 20 per cent of controls who 
improved with increased medication. 

The overall relapse rates of each of the first 
three months following discontinuation of 
medication are shown separately (Table III), as 
these results are important in considering the 
potential for ‘drug holidays’. At the end of two 
months, there is a marked trend for the relapse 
risks of those patients discontinuing medication 
to have exceeded the risks of those remaining on 
medication, both in this study and in a separate 
study to explore outcome on prescribed medi- 
cation (Johnson, 1976a). At the end of three 
months, the difference in risks has reached a 
level of significance (y? = 14.45, P<.001, 2 df) 
for both studies. 


Taare IT 
Improvement within six weeks on increased medication 











FURTHER OBSERVATIONS ON THE DURATION OF DEPOT NEUROLEPTIC MAINTENANCE 


Within the limitations of the small numbers 
involved, no differences could be demonstrated 
between the drugs prescribed (Fluphenazine 
and Flupenthixol). 

Sample 2. Out of 609 patients who have been 
maintained on long-acting injections for a 
minimum period of three months within the 
community, 123 have had their injections dis- 
continued at some time. Thirty-two patients 
were excluded from the follow-up survey (in- 
complete records = 9; original diagnosis not 
schizophrenia = 5; change of diagnosis = 14; 
died on regular medication = 3; suicide two 
weeks after discontinuing medication = 1). The 
remaining 91 patients were followed-up either 
until their next relapse or, if free from relapse, 
for a maximum period of four years. 

All patients had been treated with either 
flupenthixol decanoate (n = 49) or fluphen- 
azine decanoate (n = 42). The proportion of 
patients relapsing within the survey period and 
the distribution of relapse within the first, 
second, and subsequent two years is shown in 
Table IV. The results for first illness schizo- 
phrenia and chronic schizophrenia (second or 











No injection N % improvement subsequent illness) are analysed separately. 
Almost all chronic schizophrenic patients treated 
CR e E within the hospital were prescribed long-acting 
Group C 4 75 depot injections (over 90 per cent within any 
one year analysed), but only 60 per cent of 
All Groups 31 68 patients with a first illness were prescribed 
(In community = 45%) depot injections. 
Injection For the chronic schizophrenic patient, the 
All Groups 10 40 relapse rate was 76 per cent within the first four 
(In community = 20%) years following discontinuation of medication. 
The majority of chronic patients destined to 
Tase III 
Monthly relapse rates following drug discontinuation (percentages) 
Months 

N l 2 3 

Sample 1 56 5 13 27 

Controls 56 0 4 9 

P N.S. N.S. < .001 
Sample 2 71 4 14 28 
Controls 87 1 6 10 
P NS. N.S. E < .001 








N.B. Duration of discontinuation has been calculated from the date of the first missed injection. 
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Tase IV 
Sample 2: Relapse following discontinuance of depot injections and comparison with control group for chronic patients 
(Percentages) 
All patients Ist illness Chronic Controls ` 
(Chronic) 
(N = 91) (N = 20) (N = 71) (N = 87) 
Relapse in | year 51 29 60 21 
Relapse in 2 years 59 32 71 36 
Total relapse (max. 4 years) 66 43 76 43 





relapse within this period did so within the first 
year (60 per cent), only a further H! per cent 
relapsed in the second year, and 2-4 per cent in 
the third and fourth years. 

The relapse rates for first illness schizophrenia 
are also shown in Table IV. The absolute rate of 
relapse must be interpreted with caution since, 
although the majority of first illness schizo- 
phrenic patients were prescribed depot in- 
jections (60 per cent) it is not a fully compre- 
hensive sample. It is likely that fewer ‘good 
prognosis’ patients were included in the sample 
and the inclusion of these omissions would, in all 
likelihood, have emphasized the differences of 
first illness schizophrenia shown, rather than 
have changed any trend demonstrated. It is 
clear that the overall prognosis at four years is 
substantially better for a first illness, with a risk 
of relapse little more than half that of a chronic 
illness. There is also an important difference in 
the intervals before relapse. The majority of 
relapses take place within the first year (29 per 
cent), but thereafter, unlike chronic schizo- 
phrenia, the relapse rates remain fairly constant 
(3-6 per cent) over the next three years. 

Next, the results were analysed to examine 
any possible influence that the duration of 
medication prior to discontinuance could have 
upon either the ultimate relapse rate or the 
interval before relapse. For chronic schizo- 
phrenia, there was no difference in the expect- 
ation of survival at 6 months, | year or 2 years 
after discontinuation. For a first schizophrenic 
illness, there was a very substantial trend for 
patients who had received depot maintenance 
therapy for a minimum of twelve months to have 


a better survival rate at the end of both the first 
and second years of follow-up. 

The proportion of chronic schizophrenic 
patients relapsing at the end of each month, for 
the first three months following discontinuation 
of medication, is shown in Table III. At the end 
of two months, there is a marked trend for the 
discontinuance group to have a higher risk of 
relapse; by the end of the third month this 
difference is highly significant (y? = 17.04 
p<.001 2 df). There is a trend for patients who 
have been on regular medication for more than 
two years to remain well longer for the first four 
months following discontinuation. However, 
these differences do not reach levels of statistical 
significance and the numbers involved are small. 

To test the accuracy of the clinician’s expect- 
ation of prognosis for individual patients, the 
records were analysed of 39 patients where it 
was specifically recorded that discontinuance 
was prescribed in the expectation of a good 
outcome. Within the limits of the small numbers 
involved, no trends could be demonstrated that 
differed from overall results of the chronic 
schizophrenic sample. 

No differences or trends could be detected in 
patients treated with the two depot drugs used. 

Within the control group, four of the selected 
patients were suffering from a first illness, so 
only the results of the 87 chronic patients are 
reported (Table IV). All the controls have a 
minimum two. year follow-up, but only a min- 
ority have four years. The total relapse rate at 


-any point sampled is substantially less (35-57 


per cent) than the rate for patients discontinuing 
drugs. The distribution of relapse is also 
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different, with the most important difference 
occurring within the first twelve months, 

At the time of the survey, over 85 per cent of 
chronic patients who had been previously dis- 
continued from depot medication had resumed 
maintenance therapy. If patients continuing 
treatment under this hospital, with more than 
two years follow-up from the time of drug dis- 
continuance, are analysed separately, the pro- 
portion subsequently prescribed regular main- 
tenance therapy rises to 92 per cent. 


Discussion 


The results of both surveys of chronic schizo- 
phrenia clearly demonstrate that the risk of a 
further relapse following drug discontinuance 
within a four-year period of a previous relapse is 
substantially higher than that when remaining 
on regular drug therapy. The risk of relapse 
within the first twelve months following dis- 
continuation, when the effect of drug with- 
drawal is likely to be most obvious, is three 
times as high as that of controls. Even after an 
interval of four years off drugs, the risk is twice 
as high. The importance of maintenance therapy 
in patients initially controlled by drugs is 
emphasized by the response to drugs, parti- 
cularly in the same community environment, 
within a six-week period. 

The distribution of relapse, when it occurs, is 
also clinically important for both service and 
research considerations. Without drugs, the 
greatest risk is within the first twelve months (60 
per cent), much less during the second year (11 
per cent), and then remains fairly constant at an 
even lower rate for the next two years (2-3 per 
cent). In contrast, in both surveys, the risk of 
relapse for patients remaining on drugs during 
the first and second years is very little different 
(15-20 per cent), but again during the third and 
fourth years is much lower (3-4 per cent). 
These results confirm earlier observations in a 
different patient population (Johnson, 1979) 
which emphasized that the shape of survival 
curves, even more than absolute relapse rates, 
demonstrated the therapeutic gain of main- 
tenance therapy. These earlier studies also 


showed that after two years without relapse, - 


whatever the treatment (depot injections, oral 
medication or even no medication), the prog- 


nosis was substantially improved, with a low 
rate of overt relapse. This trend is important as 
it would be illogical to change treatments, even 
to a theoretically more efficient one, after this 
period of survival. Equally, unless this trend is 
taken into consideration in research method- 
ology, results are likely to have an increased risk 
of false negative results in comparisons between 
drugs, and give unrealistically high expectations 
of outcome in prognostic studies. In this parti- 
cular survey, the postponement of the maximum 
risk of relapse, in addition to a much lower final 
relapse rate, would again suggest confirmation 
of the need for drugs to be continued. 

The analysis of duration on drugs before dis- 
continuance, and the outcome both in terms of 
relapse and distribution of relapse, suggest 
that there is no significant change of outcome 
with increasing duration of treatment within the 
four-year period. This must suggest that drugs 
are doing no more than suppressing symptoms, 
and that if drugs given for four years do not 
alter the relapse pattern for the successive four 
years, then maintenance is likely to be required 
for a much longer period. It must not be over- 
looked that in suppressing primary symptoms, 
the treatment may be having much wider 
beneficial effects, in that it may prevent 
secondary handicaps. 

The possibility of using ‘drug holidays’ to 
reduce the risk of long-term side-effects has been 
considered. Overall, the results suggest that as 
early as two months following drug discon- 
tinuation, a trend is developing for patients 
without drugs to be at a higher risk. At three 
months, this risk is statistically significant in 
comparisons with both control groups and an 
earlier prognostic study (1976a). There is a 
slight trend for patients who have been on drugs 
more than two years to have a slightly reduced 
rate of relapse during the first four months, but 
this never reaches significant levels and has 
vanished by the sixth month. It would seem un- 
wise to consider drug holidays of more than three 
months within the first four years of treatment, 
and there is no indication that there would be a 
diminution of the risk of relapse associated with 
longer drug holidays even after this interval. It 
would seem unlikely after such a short drug 
holiday, particularly after an extended period 
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PRESCRIBING INFORMATION Presentation White, scored, uncoated tablets marked ‘JANSSEN’ on one side and § on the other each contains 
2mg pimozide. Pale green, scored, uncoated tablets marked JANSSEN’ on one side and 3 on the other ; each contains 4mqg pimozide. Uses Orap is an 
antipsychotic of the diphenyl buty! piperidine series and is indicated for the treatment of acute or chronic schizophrenia, particularly hallucinations. 
delusions, thought disorders, apathetic and withdrawn symptomatology Acutely agitated, aggressive hyperactive patients may require higher doses of 
pimozide (10-20reg daily) for effective symptom control. Dosage and administration Orap ts intended for oral administration to both adults and 
children as a single daily dose. Adults Normally a starting dose of 2-4mg is required with maintenance dosage up to ifmg daily as a single dose 
For the treatment of acutely agitated schizophrenic patients or patients resistant to therapy, initial daily doses of up to 20mg can be administered 
Once control of symptoms 's achieved, dosage should be reduced to the lowest effective maintenance dose. Children: For children over 12 years 
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EXTENSIVE M.R.C. STUDY 
SUPPORTS CLINICAL BENEFITS 
OF ONCE DAILY ORAL PIMOZIDE* 


A major long term trial in continuation therapy of discharged 
schizophrenics concludes that once daily ORAP (pimozide) was 
not only as effective as depot injections of fluphenazine 
but also associated with fewer unwanted effects. 
Importantly for the schizophrenic in society, patients on 
pimozide were significantly more favourably rated 
on aspects of sociability, use of leisure, 
warmth of personal relationships, 
household tasks and child rearing. 
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on drugs, that there has been an opportunity for 
all the pharmacological effects of the drugs to be 
reversed, since the development of secondary 
depots may extend the direct exposure of 
neurological receptors to drug action. However, 
adequately controlled studies need to be con- 
ducted to investigate the possibility. 

A consideration of the results of first illness 
schizophrenia suggests important differences 
from chronic schizophrenia. The generally 
accepted better initial prognosis for a first illness 
is confirmed, but the pattern of relapse shown 
suggests that relapses continue at a steady rate 
throughout the second, third and fourth years of 
follow-up. This must emphasize the need for a 
fairly lengthy period of follow-up for any study 
investigating outcome. The longer the duration 
of the study, the more the relative differences 
between first illness and chronic schizophrenia 
may diminish. The exclusion of some good 
prognosis patients may have led to an over- 
estimation of relapse, but their exclusion would 
be unlikely to influence the trend in the dis- 
tribution of relapse. A second potentially 
important trend that has been demonstrated is 
for first illness patients prescribed regular medi- 
cation for a minimum of twelve mònths to have a 
better prognosis over a two-year period. How- 
ever, the number of patients involved was small 
and again this possibility needs further clari- 
fication. 

The agreement between the results of the two 
samples studied is particularly important. In 
addition to possible differences in the criteria of 
diagnosis, the decision to discontinue medication 
was made by the patient in the first sample, and 
in the second sample substantially by the 
psychiatrist. It made no difference to the results 
when a sub-group of patients selected for their 
anticipated good outcome was analysed sepa- 
rately. This is contrary to some opinions, but the 
analysis of individual items or symptoms in 
previous studies has never allowed the author 
successfully to identify good prognosis patients 
amongst an epidemiologically based or catch- 
ment-area based samples treated within the 
community. Possibly, this reflects the wide range 


of dependent variables involved other than- 


drugs. 
Perhaps the most important indication that 
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regular medication is required is a consideration 
of the future treatment of patients discontinued 
from established maintenance therapy. It is 
known that 85 per cent of the discontinued 
group of chronic schizophrenics were ‘sub; 
sequently prescribed further maintenance drug 
therapy, and that this proportion rises to 92 per 
cent if restricted to those patients with long-term 
follow-up. 

Within the limitations of the assessments 
made, no differences could be detected between 
fluphenazine decanoate or flupenthixol decan- 
oate in the control of either acute symptoms or 
overt relapse. 

in the absence of any clear indication that 
drugs can be discontinued, after even lengthy 
periods of four years or more, the emphasis must 
remain on the proper use of the long-acting 
neuroleptics with minimal doses. Prescriptions 
should be personalised, and the dose reduced 
with time, particularly over the first two years. 
The development of extrapyramidal side-effects 
should also be treated by dose reduction or 


prescription modification whenever possible 
(Johnson, 1977, 1978). 
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An Enquiry into the Mental Health Enquiry 


By R. J. GANDY 


SUMMARY A limited study into the accuracy of information for the 
Mental Health Enquiry was undertaken at two major mental illness 
hospitals in Leicestershire. The results indicate that certain items of 
data are of questionable value. The current arrangements for pro- 
cessing the data may also need review. 


Statistics on psychiatric services are regularly 
distributed’ to. Regional and Area Health 
Authorities from the Mental Health Enquiry 


=- (MHE). This is a computerized information 
"system covering both mental illness and mental 
< handicap and is'run on a centralised basis by 


the Department of Health and Social Security 
(DHSS). Details on both admission and dis- 
charge are recorded for each episode of in- 
patient treatment. 

On receipt of information from’ the MHE for 
the two major mental illness units in the Leic- 
estershire Health Area (which for the purposes 
of this study will be referred to as Hospital A 
and Hospital B) the local Division of Psych- 
iatry expressed concern as to its accuracy. 
The difference observed between the two hos- 
pitals for some of the information could not be 
explained by any variation in medical practice 
or types of patient admitted as it was considered 
that the two hospitals were similar in these 
respects. A factor may have been that the hos- 
pitals had always had separate administrations 
and therefore developed their own internal 
records systems. It was therefore decided to 
undertake a study to establish whether there 
were any inconsistencies in the local records and 
the information recorded for the MHE. 


Method 


In order to present the results of any study in 
a reasonable time it was decided to consider only 
one hundred admitted patients (fifty from each 
hospital) irrespective of whether they had since 


been discharged. Two smaller units in Leicester- 
shire were excluded because of their size and the 
fact that both had been open only a compar- 
atively short time. The case notes of the first 
fifty admissions to each hospital in 1978 were 
obtained and the MHE input documents were 
extracted. This form (hereafter known as the 
‘original’) was photocopied and sent to the Area 
statistician, who was acting as the co-ordinator 
for the study, in order that he might know what 
information was actually processed in the MHE. 
The case notes from each hospital, without their 
originals, were then sent to the other hospital. 
There the clerical staff and a nominated con- 
sultant psychiatrist completed a new MHE input 
document (hereafter known as the ‘copy’) from 
information given in the case notes. When the 
copies had been completed they were sent to the 
Area statistician, 

The coding of the diagnosis for the MHE is 
done centrally at the DHSS. The Area statisti- 
cian therefore arranged for the diagnoses to be 
sent, without identifying the patients, to the 
DHSS who agreed to code them. The analysis of 
the study was a simple matching of the infor- 
mation on the original and the copy for each 
individual patient. It must be emphasised that 
the details were matched. In cases where they did 
not match, no attempt was made to establish 
which was correct, although it was assumed that 


. the copy should be the most accurate in the 


531 
e 


circumstances. Items for which only one form 
had an entry were classed as not matching. 
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Local practice in completing MHE forms 

Data used for the MHE are entered onto an 
admission sheet by ward staff and the admit- 
ting doctor. The admission sheet differs between 
the two hospitals in contents and in neither 
case was it specifically designed to meet the 
requirements of the MHE. Information for 
the MHE input document is extracted from the 
admission sheet by records clerks. 


Results 


Table I provides details of the amount of 
matching for most of the items. 

The major concern here was Source of 
Referral. The reasons suggested for the results 
were that hospital staff were not clear as to 
whose responsibility it was to obtain information 
concerning the definition of the source for MHE 
purposes. This is best illustrated by the fact 
that on 45 originals the general practitioner 
was quoted. The general practitioner may have 
been the person who initiated the treatment 
process but in most of these cases the patient had 
been directly referred from out-patients. The 
probable reason for the results concerning 
Previous Psychiatric In-patient Care is that this 
is mainly self-reported. Every effort is made to 
check whether a patient has been previously 
admitted to the hospital, but it is difficult to 
check this with respect to other hospitals. Two 
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of the three cases for which sex did not match 
had no entry on one of the forms. 

Hospital A only recorded Surname at Birth 
on one of its originais, and only once on the 
copies of Hospital B’s cases. However, the staff 
of Hospital B managed to record a Surname at 
Birth for an additional four cases from Hospital 
A. There were 34 female patients who were 
married or widowed (where maiden name 
would be expected). The staff of Hospital A 
indicated that this item had been difficult to 
obtain. Place of Birth was not recorded at all by 
Hospital A because this item was not included 
on the hospital admission sheet. 

The Mental Category of a patient (i.e. Mental 
Illness, Psychopathic Disorder, Subnormality, 
etc. of the Mental Health Act 1959) was not 
recorded by Hospital A. However, the con- 
sultant from Hospital A did complete this item 
for the copies of Hospital B’s cases. The results 
showed 40 matches out of the 50 cases. Neither 
hospital recorded an entry in the Special Unit 
section which allows patients admitted to specific 
units, such as for alcoholism, to be distinguished. 
It is true that neither hospital has a special unit 
as such; however, Cade 4 (none) should have 
been recorded in each case. 

The main cause of anxiety prior to the study 
was Diagnosis. The results shown in Table II 
would seem to indicate that these fears were well 


TABLE I 
Details of the extent of matching between forms for certain of the items on the MHE 





Number of cases where information matched 








Hospital A Hospital B Both hospitals 
Unit number 50 (0%) 50 (0%) 100 (0%) 
Name 50 (0%) 50 (0%) 100 (0%) 
Address 48 (4%) 50 ¢ 0%) 98 (2%) 
Date of admission 50 (0%) 48 (4%) 98 (2%) 
Age and date of birth 48 (4%) 48 (4%) 96 (4%) 
Marital status 49 (2%) 49 (2%) 98 (2%) 
Sex 50 (0%) 47 (6%) 97 (3%) 
Source of referral 21 (58%) 27 (46%) 48 (52%) 
Legal status 49 (2%) 50 (0%) 99 (1%) 
Previotis psychiatric in-patient care 47 (6%) 42 (16%) 89 (11%) 





(The figures in brackets are the percentage of cases where the information did not match). 
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Taste II 
Details of the extent of matching for diagnosis 
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Number of cases where information matched 





Diagnoses match on 4 digit ICD Code 
Diagnoses match on 3 digit ICD Code 4 
The original had an ‘unspecified’ 


code which the copy refined 
No diagnosis given on original 
Different diagnoses recorded 


Total 





ICD: International Classification of Diseases. 


Hospital A Hospital B Both hospitals « 

14 (28%) 15 (30%) 29 (29%). 
(8%) 10 (20%) 14 (14%) 

9 (18%) 15 (30%) 24 (24%) 

17 (3487) 2 (4%) 19 (197) 

6 (1227) 8 (16%) 14 (14%) 

50 (100%) 50 (100%) 100 (100%) 

TaBe II 


Distribution of patients according to number of items for which differences were found between the original and copy 











Number of differences between the original and copy 




















Hospital A Hospital B Total 
No differences 11 (22%) 15..(30%) 26 
One difference 22 (44%) 24° (48%) 46 
Two differences 9 (18%) 9 (18%) 18 
Three differences 6 (12%) 1 (2%) 7 
Four differences 2 (4%) 1 2%) 3 
Total 50 (100%) 50 (100%) 100 





founded. Clerical staff have difficulty in 
obtaining a specific diagnosis from medical staff 
within the four weeks allowed by the MHE 
system. This is emphasised by the fact that 43 per 
cent of the originals were submitted with either 
no diagnosis or only an ‘Unspecified’ diagnosis 
recorded. The use of the term ‘Depression’, with 
no indication of the cause or type, was very 
common in the study. The consultant staff 
pointed out that the very nature of psychiatric 
illness is such that it often takes more than four 
weeks before an accurate diagnosis can be given. 

Table III provides details of the number of 
differences between originals and copies for 
individual cases. 


Discussion 
A local working party considered the impli- 


cations of the results for the two hospitals and - 


the MHE itself. The main recommendation for 
the local situation was that the medical, nursing 








and administrative staff should be made aware 
of their respective responsibilities relating to the 
MHE. A manual giving definitions and the 
rules of the MHE should be readily available on 
each ward. It was the responsibility of each 
consultant to ensure that an accurate diagnosis 
was recorded. So that only a minimum number 
of ‘Unspecified’ ICD codes are recorded, each 
doctor should be provided with a copy of the 
Psychiatric Disorders section of the ICD. The 
responsibility of obtaining the Source of Referral 
was the admitting doctor’s. To assist him the 
admission sheet should be amended to provide a 
list of sources which could then be ticked. The 
admission sheets for the hospitals should have as 
much in common as possible. 

With respect to coding the MHE input docu- 
ments items that are ‘not applicable’ or ‘not 
known’ should not be left blank. The appro- 
priate code should be recorded. 

The working party raised several points 
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which were put to the DHSS. These were as 
follows :— 

(i) Age and Date of Birth: MHE coding in- 
structions require age to be recorded only 

-` if the date of birth is not available. How- 
ever, the medical staff felt that recording 
both was beneficial because they then did 
not have to calculate the age from the date 
of birth when they saw the patient. This 
would also facilitate a computer check of 
whether the age and date of birth were 
consistent. 

(ii) Place of Birth: The ethnic group of a 
patient rather than place of birth has 
clinical relevance. However, this item dees 
not provide ethnic origin, and therefore its 
usefulness must be questioned. The diffi- 
culties being experienced by the British 
Government in determining the nature of 
a question on ethnic origin for the 1981 
census illustrate the problems of coding 
this information for the computer. 

(iii) Source of Referral: The use of this item was 
queried, particularly in view of the 
results. 

(iv) Legal Status : It was felt that the coding for 
this item should be revised to accom- 
modate the fact that Circular 5/52 has 
been superseded by the 1959 Mental 
Health Act. 

(v) Mental Category: The working party be- 
lieved that this information could be 
derived by computer from the diagnosis 
and the item should therefore be dis- 
continued. 

(vi) Previous Psychiatric In-patient Care: The 
coding instructions give priority to pre- 
vious care in the same hospital over care 
in other hospitals. The medical staff felt 
that it was desirable to know whether both 
were applicable. An extra coding box or a 
joint code could facilitate this. 

(vii) Special Units: The usefulness of this item 
was questioned, 
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(viii) Diagnosis: In view of the problems in 
providing a diagnosis within the four 
weeks allowed, some facility for providing a 
‘final diagnosis’ was considered desirable. 


(ix) General Points: For the system to achieve a 
high degree of accuracy it is essential that 
medical staff have a large involvement at a 
local level. However it will be almost 
impossible to achieve this if the system does 
not provide for information to be fed back 
quickly according to the medical staff’s 
requirement. The current time scale of 
approximately two years is far too long. 
Could this be improved by processing the 
data at a local level? Furthermore, having 
the whole of the input document coded 
locally may improve accuracy, parti- 
cularly with respect to diagnosis. In 
Scotland, approximately 50 per cent of 
psychiatric hospitals code their own input 
documents for the Scottish Mental Health 
Reporting Scheme, and this proportion is 
likely to increase in the future. 


The DHSS is considering this study as part 
of its 1979 review of information for psychiatric 
services. Clearly, it is desirable to ensure that 
mental health information systems are as accur- 
ate as possible if they are to be used for manage- 
ment, research and resource allocation purposes. 
It is believed that the two Leicestershire’ hos- 
pitals do not differ from other mental illness 
hospitals in the country, and therefore this study 
may prove to be of assistance in the review process. 
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The Prediction of the Course of Minor Psychiatric Disorders | 








By P. J. HUXLEY, D. P. GOLDBERG, G. P. MAGUIRE and V. A. KINCEY 


SUMMARY Recent studies have suggested that psychosocial factors 
play an important part in the prediction of the course of minor 
psychiatric disorders. Fifty-nine new psychiatric out-patients suffering 
from minor disorders were assessed, using standardized clinical and 
social interviews, and 52 were followed up after one year and the 
clinical assessment repeated. Social and clinical factors were equally 
important predictors of the number qf months ill in the survey year, 
but social and constitutional variables were superior in the pre- 
diction of percentage change in symptoms over the year. 

The results of correlation, factor and multiple regression analyses 
suggest that the course of minor psychiatric disorder is best pre- 
dicted by three sets of variables which are, in order of importance, the 
patient’s material social circumstances, his clinical symptoms and his 


‘genetic risk’ scores. 


The view persists, despite evidence to the 
contrary, that the outcome of the major psych- 
iatric disorders can be predicted by identifying 
the disease entity from its characteristic symp- 
toms, causes and physical findings (inter alia 
Wing, 1973). Bleuler (1968) has shown that even 
where the most stringent diagnostic criteria are 
adopted, a wide range of outcomes is possible. 
There is also evidence that the different out- 
comes of the major disorders are poorly pre- 
dicted by clinical phenomena alone (Strauss and 
Carpenter, 1974; Wittenborn et al, 1977) and 
that the psychiatrists’ predictions of outcome are 
less successful than actuarially constructed pre- 
dictive scales (Vaillant, 1962). 

If such difficulty exists in relation to the pre- 
diction of the course of major psychiatric dis- 
orders it is even less likely that clinical features 
will predict the outcome of less severe disorders. 
Only a handful of the many follow-up studies of 
minor disorders (Sims, 1975) have identified 
diagnoses as a predictive factor, and most of 
these studies are of hospital samples in which the 
authors are attempting the difficult task of 


differentiating the course of depressive con- 


ditions from those of anxiety states (Kerr et al, 
1974). While one can concede that clinical form 
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may have a contribution to make to the pre- 
diction of outcome, it is very likely, especially 
in out-patient settings, that other factors such as 
psychosocial adjustment have an important part 
to play. It has also been shown that in general 
ntedical and surgical conditions psychosocial 
factors contribute more to the determination of 
outcome than do‘clinical variables on their own 
(Querido, 1959). Myers and Bean (1968), 
Kedward (1969) and Cooper (1972) have all 
asserted that severe social dysfunction is asso- 
ciated with chronic minor psychiatric disorders, 
and Sims (1975) has suggested that, in an in- 
patient samplé of neurotic patients, those with 
the greatest social disadvantage had the worst 
prognosis. 

A preliminary investigation of the role of 
psychosocial factors in the prediction of outcome 
of minor disorders in the extramural setting 
(Huxley and Goldberg, 1975) demonstrated that 
environmental factors, in particular the patients’ 
objective material circumstances, were equally 
good predictors as clinical factors of outcome at 
six months and that actuarial combinations of 
predictor variables were more successful pre- 
dictors of outcome than predictions based upon 
clinical features. Clinical predictions were shown 
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to be closely related to the patient’s recent 
clinical history as measured by the amount of 
time he had been ill over the last five years. The 
patient’s material circumstances were indepen- 
denf of his clinical history and also of his clinical 
status at the time of the initial interview. The 
results of this inquiry seemed unambiguous in 
spite of its limitations, which included the short 
follow-up period, the failure to readminister the 
same clinical assessment at follow-up and the 
omission of any consideration of constitutional 
factors. In the present investigation three 
measures are included to try to investigate the 
constitutional dimension: measures of pre- 
morbid personality, childhood disturbances and 
genetic loading in the family. The environ- 
mental predictors have been refined on the basis 
of the preliminary investigation, and measures 
of social assets and of family relationships have 
been added. Alternatives to the point in time 
assessment of outcome have been introduced. 


Method 


Referral letters from general practitioners to 
two out-patient clinics in the Department of 
Psychiatry, University Hospital of South Man- 
chester, were screened to exclude any patients 
obviously suffering from organic or psychotic dis- 
orders. The remainder were included in the 
study and were assessed by a psychiatrist using 
the Clinical Interview Schedule (Goldberg et al, 
1970). A psychologist assessed the patient using a 
specially adapted version of the California Q 
sort and the Eysenck Personality Inventory N 
scale. The patient’s relative was interviewed by 
the psychiatric social worker, who made ratings 
of the amount of warmth and of hostility and of 
the number of critical remarks made by the 
relative during the interview at which the 
social history was taken. Within seven days of 
the first interview the researcher visited the 
patient and relative at home to conduct a semi- 
structured’ social assessment, using the Social 
Interview Schedule (SIS) which was developed 
for use in conjunction with the Clinical Inter- 
view Schedule at the General Practice Research 
Unit at the Institute of Psychiatry, London 
(Cooper et al, 1970). 

The Clinical Interview Schedule (CIS) was 
designed for use in community surveys and is 


acceptable to individuals who may not see 
themselves as psychiatrically disturbed. It con- 
sists of a detailed and systematic enquiry about 
any psychiatric symptoms which the patient 
may have experienced in the previous week. 
Symptoms are recorded in ten areas: somatic 
complaints, fatigue, sleep disturbance, irrita- 
bility, lack of concentration, depression, an- 
xiety, phobias, obsessions and depersonal- 
ization. The intensity and duration of each 
symptom during the preceding week is assessed 
and rated on a five-point scale. Abnormalities 
manifested by the patient during the course of 
the interview are rated in ten areas: slow, 
suspicious, histrionic, depressed, anxious, elated, 
flat, thought-disordered, mute and intellectual 
impairment; these are also scored on five-point 
scales. The schedule also allows the clinician to 
enquire into the patient’s present and past 
medical and family history and to formulate a 
diagnosis on the basis of material obtained at 
the interview. There were three additions to the 
CIS administered at inception; first, the in- 
clusion of a rating of the proportion of time 
during the last five years that the patient was 
well (this was expressed as a percentage of the 
period); second, the inclusion of predictions of 
the number of months in the following year the 
patient would suffer from illness sufficient to 
impair his functioning and of the likely course 
of the disorder chosen from four defined 
alternatives: resolved, improved, improved but 
not resolved and fluctuant. Third, a full family 
tree was drawn for each patient and two 
genetic risk scores calculated. Any disorder 
which had led to treatment in psychiatric 
hospital and all suicides were designated as 
major disorder. Any psychological disorder wihch 
had not led to in-patient treatment but where 
there was a definite prescription of treatment by 
a doctor, was designated as a minor disorder. 
Parents, children and full sibling received twice 
the loading of grandparents, grandchildren, 
uncles and aunts. Two risk factors were cal- 
culated: ‘major genetic risk’ was the number of 
individuals with major disorder expressed as a 
proportion of the total known size of the nuclear 


. family, while ‘total genetic risk’ was the sum of 


major and minor disotders expressed as a 
similar proportion. 


A 


Norval 30mg 


mianserin hydrochloride 
nce daily in depression 


. 
Endogenous depression reactive depression ANO arumety agitation and n 
Th@ usual daily dosage ies 200mg are well toterated 
wih epilepsy diabetes $ 


Dosage Treetment shouid be entustoc at 30mg a day as a singe bedbme 
Contra-indications, 


MOMONG procedures 
Cos! per Gay 
1976 679-705 3 Br J Cin Pharmac (1978) 5,575658 Arm Furtner information on Norval (read) 
E Aznam Forsch (Drug Res.) (1976) 26, Ne 6 1166-1167 5 Bra med J 11977) 2,773 6 Br J Cin Pharmac (1978) $. 215-288 Damani N 





‘ where apathy and withdrawal 
dol minate ahe p re... 


Stelazine 


p trifluoperazine , 
in schizophrenia 





P. J. HUXLEY, D. P. GOLDBERG, G. P. MAGUIRE AND V. A. KINCEY 537 


The Social Interview Schedule is a semi- 
structured interview designed to measure the 
patient’s objective material circumstances, 
which include the adequacy of his income and 
his housing; his opportunities for leisure activi- 
ties and social contacts, opportunities for inter- 
action with relatives, neighbours and work- 
mates. It also measures the patient’s social 
functioning, or how he copes in the face of his 
various situational handicaps and these ratings 
include the extent of leisure activities and social 
contacts, interaction with workmates, relatives 
and neighbours and domestic interaction and 
child management. The SIS also assesses the 
patient’s degree of satisfaction with these 
various areas. These ratings are mode on four 
point scales. 

As a result of experience in the pilot study, 
variables which were shown to be ineffective in 
the prediction of outcome were omitted; these 
included management of money, standard of 
household care and residential and occupational 
stability. The patient’s social class was rated on 
the Registrar General’s Classification of Occu- 
pations. Since the SIS construes social adjust- 
ment in negative terms, some measures were 
introduced to assess social assets to see if these 
contributed to the improvement of the pre- 
diction of the ‘course’. Consumer durables, such 
as the presence of a telephone, car or colour tele- 
vision set, were included, and the patient’s close 
supportive bonds, defined as those in which 
regular face to face contact was possible and 
from which the patient was felt to derive 
emotional rather than just practical support, 
were assessed. 

At follow-up twelve months after the initial 
assessments, the patient’s history of treatment as 
recorded in the case notes was transcribed onto a 
follow-up version of the Clinical Interview 
Schedule to help the psychiatrist to reconstruct 
the past twelve months at interview with the 
patient. The same clinical items were rated at 
follow-up on the CIS, and an assessment of the 
number of months ill and the course of the dis- 
order was made. Two other items were re- 
corded at this time which were concerned with 


the patient’s recollections of his childhood ex- 


perience, to what extent it was happy, and to 
what extent the patient had suffered separation 


experiences during childhood; both wefe rated 
on four-point scales. Finally the patients were 
asked whether they considered that they were 
now better or worse than they had been twelve 
months ago, and their reply was rated on a 
seven point scale of which the centre point 
represented no change and was scored 0. 


Results 


The diagnostic categories allotted on the basis 
of the CIS interview to the 59 patients included 
in the study were: depression (49 per cent), 
anxiety state (32 per cent), mixed affective dis- 
order (15 per cent), phobic neurosis (7 per cent), 
anorexia nervosa (3 per cent), personality dis- 
order (15 per cent) and others (7 per cent). 
Fifty-two patients were successfully followed up 
at 12 months. There were no significant differ- 
ences on any major clinical or demographic 
variables between these patients and the seven 
patients who were not followed up. 

Several different outcome measures were 
available for the analysis of the results but a 
number of these were inadequate. The patient’s 
subjective view of outcome, for example, was 
closely related to his current clinical status 
(Table IIT), and the CIS total at follow-up takes 
no account of the initial level of symptom- 
atology and so it is not very useful as a change 
measure. A weighted outcome measure such as 
that computed by Overall (1974) has, as he has 
demonstrated, relatively little advantage over a 
ratio score, such as the percentage change in the 
patients’ symptoms between the two admin- 
istrations of the Clinical Interview Schedule. A 
description of the course of the disorder was 
available from the patient’s reconstruction, in 
conjunction with the psychiatrist, of the past 
twelve months illness, but this proved difficult to 
classify or to rank in order. 

For the purposes of the analysis percentage 
change in symptoms between the two admin- 
istrations of the CIS was selected as a measure 
of change and the number of months ill in the 
survey year was counted to give the amount of 
symptomatic incapacity endured by the patient. 
The percentage change measure has the ad- 
vantage that it is based upon two standardized 
assessments and was not dependent upon 
anamnesis to the same extent as the variable 
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‘months il’. The outcome as expressed by these 
measures is presented in Tables I and II. The 
data were first subjected to a correlation analysis 
and the individual variables which showed the 
closest associations with the major outcome vari- 
ables are presented in Table IV. In order to 
examine the underlying relationship between 
variables, a principal components analysis was 
computed. Not all the items were included in 
this analysis, and those which were excluded 
were those which failed to produce any variance, 
or those which were conceptually similar to or 
composites of other variables, for example the 
CIS ratings of features of psychotic disorder. 

In the first unrotated analysis the first seven 
components accounted for 70 per cent of the 
variance. The first component (Table V) 
accounted for 24 per cent of the variance and 
was identified as the First Social Dimension. The 
second component was clearly a clinical dimen- 


. Tasre I 

The duration of illness in the survey year OERE P 

in brackets) 

Number of patients 

Less than 1 month 14 (26.9) 
1-3 months 11 (21.2) 
4—6 months 12 (23.1) 
7-9 months 9 (17.3) 
10-12 months 6 (11.5) 
Total 52 (100) 

Taste II 


The percentage change in number of symptoms between 
inception and follow-up (N = 52) 


n 
Better at follow-up (percentage loss of 
symptoms) 
Greater than 50% 16 
Less than 50 % 23 
Same at follow-up Same , 1 
Worse at follow-up (percentage gain of 
, Symptoms) 
$ Less than 50% 6. 
Greater than 50% 6 
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sion and accounted for 15 per cent of the vari- 
ance; and the third component was identified as 
the Second Social Dimension and accounted for 
8 per cent of the variance. These three compon- 
ents were subjected to an orthogonal ‘rotation 
(Varimax) which keeps the factors independent 
and at right angles to one another, but which 
alters the item loadings to produce a more 
meaningful or readily interpretable solution. 
The three factor rotation is presented in Table 
VI. 

A graphical representation of the relationship 
between the two social dimensions and the 
clinical dimension clearly shows that three 
outcome measures, (in this case percentage 
change, months ill and patient outcome) are 
loaded quite highly on the first social dimension, 
and that months ill has a moderate loading on 
the clinical dimension and a lower loading on 
the second social dimension; patient outcome 
and percentage change are not loaded at all on 
the'clinical dimension. The Figure clearly shows 
the relative independence of the dimensions 
produced by orthogonal rotation, and the three 
outcome factors clearly associated with heavy 
loading items on the first social dimension. 

In order to arrive at the optimum combin- 
ation of predictor variables for each criterion 
measure, a multiple regression analysis was 
computed. Multiple regression represents the 
maximum correlation between a dependent 
variable and a weighted’ combination of inde- 
pendent variables and it is an inflated value 
because it capitalizes upon any chance devia- 
tions that favour high multiple correlation. It is 
also a biased estimate of multiple correlation in 
the population, and this is especially true when 
the sample size is small as it is in the present 
enquiry. The statistical technique used to make 
this computation computes an adjusted R# 
which takes account of both ‘the number of 
variables in the equation and the number of 


' cases, and is designed to adjust R? when sample 


sizes are small. The procedure used was a 
stepwise regression. 

The Beta weights of the variables which 
emerged from the stepwise multiple regression 
analysis are given in Table VII. The squares of 
the multiple Rs of the three equations in Table 
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Taste III 
Product-moment intercorrelations between the major outcome variables (all correlation figures positive) 























Patient’s subjective Clinical interview % change in 
; . view of outcome schedule at follow-up symptoms 
SS es 
Months ill in survey year .48* .58* 14 
Patient’s subjective view of outcome — .66* .37t 
Clinical interview schedule at follow-up — = -39t 
t P <.0l. 
* P <.001. 
Tase IV 
Correlations of individual predictor variables with duration of illness and symptom change 
Outcome 
Level of 
significance Months ill in survey year % change in symptoms 
P <.001 CIS—Lack of concentration reported 
. at interview (+.54) 
CIS—Total-number of symptoms (+.48) 
SIS—Income inadequacy (+ .47) 
CIS—Reported symptom total ( .44) 
— CIS—Total number of abnormalities i 
manifest at interview (+.42) SIS—Poor housing conditions (+ .43) 
Prediction of months ill by 
psychiatrist (+.42) 
Previous history of treatment (+.41) 
Lower social class (+.41) 
:P <.01 SIS —Poor housing conditions (+.38) Total genetic risk ~ (+.87) 
CIS—Fatigue reported at interview (+.38) > ` Major illness risk (+.36) 
SIS —Total score (+ .33) Consumer durables (— .36) 
SIS—Material shortcomings 
sub-total (+.32) 
SIS—Income inadequacy (+.32) 





aes ain that the variable comes from the Clinical Interview Schedule (arid was rated on a five-point 


scale). 
SIS—Indicates that the variable comes from-the Social Interview Schedule (and was rated on a four-point 
scale). 


VII have been adjusted to take account of the which suggest that social factors play an im- 
small sample size. portant part in the determination of the outcome 
: s of minor psychiatric disorders and the magni- 

Comment tude of the contribution of social factors was 

The results of the study confirm those of the. similar to that in the pilot study (Huxley, 
preliminary enquiry °(Huxley and Goldberg, 1973). Very few individual clinical variables 
1975) and other studies (e.g. Kedward, 1967) emerge as successful predictors and of those 
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i TABLE V 
Principal components analysis (loadings greater than . 5) 


First unrotated component 
(accounts for 24% of the variance) 


Second unrotated component 
(accounts for 15% of the variance) 





Variable Loading Variable Loading 
Dissatisfaction with social contacts .718 Lack of concentration 722 
Months ill (outcome) -700 Reported depression .691 
Dissatisfaction with leisure activities .693 Fatigue .600 
Housing .680 Somatic symptoms .581 
Social class .647 Weeks on medication in the survey year .577 
Extent of social contact .592 On medication at inception .557 
Extent of leisure activities .567 
Contact with social agencies .522 e 
Income inadequacy .509 
Previous history .502 
Tase VI 
The three factor rotation (loadings greater than .5) 
Factor 1 Factor 2 Factor 3 

Variable Loading Variable Loading Variable Loading 
Housing .797 Lack of concentration Dissatisfaction with 
% change in symptoms .726 reported at interview .826 leisure activities .896 
Social class .646 Reported depression .771 Extent ofsocial contact .826 
Restrictions on leisure Fatigue reported at Dissatisfaction with 

activities and social interview .687 social contacts .765 

contacts -631 Number of weeks on Extent of leisure 
Major illness risk .614 medication in the activities .675 
Contact with social survey year .583 

agencies .542 Months ill in the survey 
Months ill in the survey year .518 

year .516 On medication at 

inception .516 


which do so, fatigue and somatic symptoms 
were also found to predict a cross sectional 
measure of outcome in the preliminary enquiry. 
Social and clinical factors reflect different 
sources of variance in both enquiries and the 
rotated factor analysis (Figure) perhaps shows 
this most clearly. 

The present enquiry also confirms an earlier 
finding which is consistently documented in the 
literature, that actuarial combinations of pre- 
dictors, as in the 3 variable multiple regression 
equation (R = +0.72) are more successful 





predictors of outcome than the clinician alone 
(r = +0.42). In the preliminary enquiry 
(Huxley, 1973) the psychiatrists prediction, 
which was confined to predicting the patient’s 
condition at a point in time six months after 
inception, was closely related to the proportion 
of time in which the patient had been ill over the 
past five years. In the present enquiry control- 
ling for the proportion of time in which the 


. patient had been ill over the last five years only 


marginally reduces the cérrelation between the 
prediction of months ill and the outcome 
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g Taste VII 
Stepwise multiple regression analysis 
$$ 
The ten variable equation with months ill as the 
criterion (R = +0.51; adjusted R? = +0.57) 
———— 





Variable Beta 
CIS—Lack of concentration reported at 

interview 327 
SIS—Income inadequacy .213 
Previous history .065 
Neighbourhood—quality of .197 
Major illness risk : 244 
Number of supportive bonds -336 
SIS—Extent of social contacts .202 
Prediction of months ill 123 
SIS—Role dissatisfaction -086 
CIS—trritability reported at interview .079 





The three variable equation with months ill as the 
criterion (R = +0.72; adjusted R? = 0.49) 








Variable Beta 
CIS—tLack of concentration reported at 

interview 388 
SIS—Income inadequacy -382 
Previous history .297 





The eight variable equation with % change in 
symptoms as the criterion (R = +0.71; adjusted 





R = +0.40) 

Variable Beta 
Total genetic risk .193 
CIS—Anxiety reported at interview — .302 
SIS—Income inadequacy . 196 
Previous history 302 
CIS—Lack of concentration reported at 

interview . — .245 
Social class .271 
SIS— Dissatisfaction with leisure activities — .458 
SIS—Dissatisfaction with social contacts 352 


—_-_ 


months ill from r = +0.42 p = .001 tor = 
+0.37 p = .004, but a more substantial 
reduction occurs when the patient’s previous 
treatment history is controlled (to r = +0.27 P 


= .03). The psychiatrists’ judgement about the ` 


outcome of the disorder is heavily influenced by 
the past psychopathology of the patient how- 


THAGE FACTOA ROTATED SOLUTION 
FIRST SOCIAL DIMENSION vs CLINICAL DIMENSION 


MRST SOCIAL 
DIMENSION 


O soclaL vaniAstes ° 
o X CLINICAL VARIABLES 
@ OUTCOME VARIABLES 
e 1% change la sympton beret 
3 2 Patanti subyectrre new of outcome 
3 Number of months ri! im the survey year 





Fic.—Three factor rotated solution: first social dimension 
vs. clinical dimension. 


ever measured, and this was the predominant 
influence on the predictions of the five psych- 
iatrists involved in the two studies. 

The present enquiry confirms the view that 
outcome is a complex phenomenon. Table III 
Suggests that the subjective assessment of out- 
come in patients with minor psychiatric dis- 
orders is likely to be closely related to their 
current clinical condition, and that the severity 
of symptoms at follow-up is related both to the 
amount of change over the year and the amount 
of incapacity as measured by the number of 
months ill. The generally lower associations 
between percentage change in symptoms and 
other outcome measures may be due in part to 
the fact that it is a quadratic function and the 
other measures are linear functions. Percentage 
change has the added disdavantage that patients 
with very low initial scores have a greater 
possibility of large percentage changes. In view 
of this it is not surprising that percentage change 
and months ill are not highly correlated (r = 
+0.14, NS). 

Whichever outcome measure is selected, the 
diagnosis ascribed to the patient at the start of 
the enquiry does not predict outcome (and this 
was also the case in the preliminary investi- 
gation). It is possible that there is some way of 
conceptualizing the course of the disorder 
which has not been used here to which’ diag- 
nosis may be related, but it is not related in this 
study to the conception of ‘course’, a point in 
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time assessment of severity (CIS total at 
follow-up), the patient’s own view of his ‘out- 
come’, or either of the two main measures, 
percentage change and months ill. A larger 
sample involving fewer depressed patients and 
more from the other categories of minor dis- 
orders should perhaps be investigated: before 
accepting the conclusion that diagnosis is not 
related to course. 

The addition of a genetic predictor made a 
limited contribution to the prediction of out- 
come. Both measures, ‘total genetic risk’ and 
‘major illness risk’, were related to a worse 
outcome in terms of the percentage change of 
symptoms, and each contributed something „to 
the multiple regression equations. This suggests 
that a constitutional factor is implicated in the 
course of the disorders in spite of the failure of 
the other measures, introduced to tap this 
dimension, to demonstrate any association with 
outcome. The limited evidence concerning the 
prediction of clinical improvement by psycho- 
logical test measures reviewed by Sines (1970) 
suggests that it ought to be possible to locate 
psychological test measures that would act as 
successful actuarial predictors of improvement. 
Unfortunately, neither of the tests chosen in the 
present enquiry seemed to be capable of pre- 
dicting any form of outcome. The failure of the 
Q sort and the EPI to predict outcome cannot 
be taken as conclusive evidence that personality 
factors play no part in the prediction of outcome. 
In view of the nature of the results of the en- 
quiry, it seems possible that other measures, for 
example learned helplessness (Seligman, 1975), 
might show some relation to outcome; unfort- 
unately such a measure was not available when 
the study was first planned. 

The limited attempt to measure social assets 
contributed very little to the prediction of out- 
come. Consumer durables was the only variable 
which was related to the outcome measures to 
any degree, and it is a class-related variable 
which adds little or nothing to the predicted 
variance that is not already accounted for by 
social class itself. i 

The assumption that close and gratifying 
relationships might have an ameliorative effect 
or at least predispose an individual to a shorter 
duration of episode receives very little support 


from these data and leads to the conclusion that 
while they may have an effect upon the likeli- 
hood of disturbance occurring they have little 
effect on its subsequent development. It could be 
argued that the failure of the measure of ‘sup- 
portive bonds’ to predict the course of disorder 
was due to selection factors, i.e. individuals who 
have adequate supportive relationships may 
not become ill in the first place, or if they do, 
may avoid referral for psychiatric care, partly 
through the influence of this support. If this 
argument were accurate one might expect it to 
be reflected in a fairly low frequency of sup- 
portive bonds in the sample, but examination of 
the data shows that this is not the case, for nearly 
20 per cent had 6 or more and only 3 had none. 
It may be, of course, that in relation to a com- 
munity sample this represents ‘impoverish- 
ment’, but we have no way of telling from these 
data. On the other hand, one might well argue 
that supportive bonds that are so inherently 
weak that they fail to prevent either disturb- 
ance or referral are unlikely to be of great help 
once the disturbance and/or referral have taken 
place. 

In the face of considerable and growing evi- 
dence that deficient interpersonal support net- 
works are of importance in the genesis of dis- 
order (Henderson, 1977) or characterize psych- 
iatric patients and not normal controls (Silber- 
feld, 1978) it may be that the measures used in 
the present enquiry were not sufficiently sophisti- 
cated to measure the relevant aspects of re- 
lationships, or that, despite efforts to ensure the 
contrary, they were insufficiently reliable to do 
s0. 

The social class distribution of the sample 
contains a higher frequency of social classes II 
and V than one might expect, and this probably 
reflects the nature of the catchment population 
as well as selective referral by general practi- 
tioners. The same phenomenon was observed in 
the preliminary enquiry. Although social class is 
related to many of the social variables, the 
variation in social measures cannot entirely be 
accounted for by class differences alone. For 
instance, when the effects of class are partialled 


.out the relationships between income and 


months ill, and housing 4nd percentage symp- 
tom change remain significant. There is evidence 


Y 
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that these and other material factors such as 
restricted opportunities for leisure activities and 
social contacts influence outcome, and suggest 
the possibility that adverse material circum- 
stances make recovery less likely. Brown et al 
(1975) recently presented evidence that this 
effect may be present in depressed women. The 
authors observed that the more severe problems 
in middle class women tended to be of shorter 
duration and they report that four times as 
many middle class women as working class 
women had problems which cleared up during 
the enquiry. They point out that the persistence 
of problems in the case of working class women 
did not seem to reflect a personal inability to 
cope with their difficulties, and the same asser- 
tion can be made in the present study. 
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‘A Comparative Study of Reactive Psychosis and Acute 


Psychosis Without Precipitating Stress 
By R. L. KAPUR and A. K. PANDURANGI 


SUMMARY A study was carried out to compare the antecedent 
factors, phenomenology, treatment required and prognosis in 30 cases 
of Reactive Psychosis and 30 cases of Acute Psychosis without 
antecedent stress, matched on age and sex. Both groups were followed 
up for 7 months. 

It was found that the two groups differed markedly on several 
dimensions: The Reactive Psychotics had more hysterical and affective 
features, more vulnerable personality, higher stress experience in 
their life prior to illness and relatively better prognosis compared to 
the Acute Psychotics. The difference still remained when those in either 
of the groups who at the end of the follow-up turned out to be schizo- 
phrenics or suffering from affective disorder were excluded from 


analysis. 


It was as early as 1913 that Jaspers recognised 
the syndrome Reactive Psychosis, putting up 
four criteria for diagnosing this condition: 
(1) a close association with stress, (2) under- 
standability of symptoms in terms of stress, 
(3) a purpose served by the psychosis, e.g., an 
escape from stress or alternatively a wish ful- 
filment and (4) termination of psychosis with 
termination of stress. The syndrome has found 
a place in the International Classification of 
Diseases (WHO 1974), having been defined, 
less restrictively than by Jaspers, as just ‘Psycho- 
tic conditions attributable to a recent life 
experience’. 

Faergman (1963) and McCabe (1975) have 
conducted long-term studies of patients diag- 
nosed as suffering from Reactive Psychosis and 
find them to have the following characteristics 
in common: 

(a) an abnormal premorbid personality with 

high sensitivity, immaturity and lack of 
e confidence. 
(b) an acute breakdown. 


(c) florid emotional disturbances. 


(d) absence of autistic features. 


(e) short duration of illness and a good 

prognosis. 

Another term described in the literature but 
which has not yet found a place in the Inter- 
national Classification is ‘Acute Psychosis of 
uncertain origin.’ Wig and Singh (1967) find 
this condition to be characterised, besides the 
acute onset, by florid symptomatology and good 
prognosis. Rennie (1939) had found that 
psychoses which start with an acute onset have 
a good prognosis and last only for a short time. 
Lambo (1965) mentioned that high emotional 
lability was a special feature of the psychotic 
conditions with acute onset which he had come 
across in Nigeria. 

There seems to be a great amount of simi- 
larity in the descriptions of Reactive Psychosis 
and Acute Psychosis—except that an antecedent 
stress forms an essential feature of the very 
definition of Reactive Psychosis. What is the 


` diagnostic and prognostjc significance of the 


antecedent stress? One wonders whether the 
two i.e. Reactive Psychosis and Acute Psychosis 
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are in fact the same syndrome, with stress 
acting as a precipitating feature in some of the 
cases. After all, stress does often precipitate 
Schizophrenia or Mania, but no one feels com- 
pelled to carve out a separate diagnostic cate- 
gory Reactive Schizophrenia or Reactive 
Mania. 

It was proposed, therefore, to carry out a 
study comparing a group of patients suffering 
from Reactive Psychosis with a group suffering 
from Acute Psychosis without antecedent stress, 
and examine how, if at all, they differed on the 
following parameters: 


(1) Socio-demographic characteristics. 

(2) Premorbid personality. 

(3) History of psychosocial stress in the pre- 
morbid, personal history (apart from the 
antecedent stress in Reactive Psychosis.) 


(4) Phenomenology (symptoms and signs). 
(5) Treatment required. 


(6) Prognosis. 

It was further felt that if no differences were 
found in the two groups on these parameters a 
strong case could be made for assuming that 
both groups suffered from the same diagnostic 
syndrome and the antecedent stress was of no 
diagnostic or prognostic significance. 


Design and Method 


A patient was defined as suffering from 
Reactive Psychosis if an adequately stressful 
episode, considered to be so by the investigators 
as well as by a key informant, could be demon- 
strated to have taken place in the life of the 
patient within a month prior to the onset of 
illness. Only psycho-social stress was considered. 
The illness was considered to be Psychosis if the 
patient showed at least two of the following 
features: (a) lack of insight (b) lack of contact 
with reality and (c) delusions and/or halluci- 
nations. 

A patient was defined as suffering from Acute 
Psychosis if any two of the psychotic features 
mentioned above could be demonstrated to have 
been clearly present within a month of the onset 
of abnormal mental state, in the absence of any 
stressful episode prior to illness. The investi- 
gators and a key informant had to concur that 


the patient was normal a month before the 
appearance of psychotic condition. Patients 
who on the basis of Feighner’s criteria (1972) 
could be diagnosed as suffering from Schizo- 
phrenia or Affective Psychosis were excluded 
from the study even if the onset of illness might 
have been acute. . 


Thirty patients each suffering respectively 
from Reactive and Acute Psychosis as defined 
above and having the illness for the first time in 
their life were taken for the study. All the 
patients came from the out-patient department 
of the National Institute of Mental Health and 
Neuro-Sciences. The two groups were matched 
with respect to age and sex. 


All the patients were given their first inter- 
view within 48 hours of admission with the help 
of (a) a socio-demographic proforma specially 
designed for the purpose and (b)a modified 
condensed form of the Indian Psychiatric Inter- 
view Schedule (IPIS) (Kapur et al 1974) de- 
signed to elicit the presence or absence of 50 
psychiatric symptoms through structured inter- 
view technique. 


All patients were admitted to the in-patient 
unit for the initial period, and while in the wards 
their ward behaviour was rated on an 8-item, 
3-point scale, specially designed for the pur- 
pose. The decision regarding discharge was left 
to the consultants of the in-patient unit, but at 
the time of discharge all the patients were given 
the Cattell’s 16 PF test (Cattell 1970). Also, 
information regarding life stresses was collected 
through an interview using the Life Events 
Manual constructed by Paykel (1971). This 
information was cross-checked with an infor- 
mant. Subsequent to discharge from the in- 
patient unit all patients were called for follow-up 
once in two months for a period of six months. 
At each follow-up they were reassessed for 
mental status, and diagnosis. They were also 
assessed for social functioning with the help of 
modified version of KAS, R, inventory (1963) 
during the follow-up period. An analysis was 
also made of the medication consumed by the 
patients since admission, and to make compari- 
son possible the various dosage schedules were 
converted into equivalent chlorpromazine units 
(Ban 1969). 
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Results 

(1) There was a 100 per cent follow-up rate. 
The mean age of the patients in the 
groups was 26.5 years. There were 19 
“men and 1! women in each group. The 
average length of illness in the Reactive 
Psychosis and the Acute Psychotic group 

was 31 days and 15 days respectively. 

1. Phenomenology 
Table I shows the respective frequencies 
of such symptoms elicited through IPIS 
at the time of admission, with respect to 
which the two groups showed statistically 
significant differences. va 


TABLE I g 
Phenomenological differences at the time of admission 


Reactive Acute Statistical* 
Symptoms Psychosis Psychosis significance 
30 30 

Hysterical features 11 2 P <.01 
Tension/worry 0 7 P = .0052 
Impulsive behaviour 1 10 P <.05 
Affective disturbances 

elation/depression 

(history) 20 7 P< .001 
Motor retardation 5 1 P = .097 
Withdrawn 

behaviour 0 5 P = .026. 
Blunted affect 1 5 P = .097 
(Observable) elation/ 

depression 13 4 P <.05 


*Chi squared test or Fisher’s Exact probability test as 
appropriate. 


It can be seen that while the Reactive Psycho- 
sis group had a higher proportion of those having 
exhibited hysterical behaviour and affective 
features, the Acute Psychotic group had a higher 
proportion of those with tension/worry and 
impulsive behaviour. On mental examination a 
higher proportion of Reactive Psychotics showed 
motor retardation and observable mood dis- 
turbances, while a higher proportion of Acute 
psychotics showed withdrawal and blunted 
affect. 

The Reactive Psychotics also had a higher 
proportion of those with histrionic behaviour 
and delusions, but the differences failed to reach 
statistical significance. 


2. Antecedent factors : 


(a) The two groups were compared with 
respect to the presence of neurotic 
traits in childhood. The Acute Psycho- 
tics had a higher proportion of those 
with neurotic traits than the Reactive 
Psychotics, (45 per cent and 20 per 
cent respectively) but the differences 
failed to reach statistical significance. 


(b) The mean score on Paykel’s Life Stress 
Inventory was 2.5 for the Reactive 
Psychotics and 1.5 for the Acute 
Psychotics. The differences were statis- 
tically significant (t = 3.21, df = 58, 
P <.01). 

(c) The two groups were compared with 
respect to family history of psychosis. 
Eleven of the Reactive Psychotics 
(36 per cent) and eight of the Acute 
Psychotics (26 per cent) had one or 
more first-degree relatives with a 
history of psychosis. The actual 
number of the first-degree relatives 
with psychosis was higher in the Acute 
Psychotic group (14) compared to 
the Reactive Psychosis group (11). 


The fourteen psychotic relatives of the Acute 
Psychotics were then compared with the eleven 
psychotic relatives of the Reactive Psychotics 
with respect to the type of psychosis. Five out of 
the eleven psychotic relatives of the Reactive 
Psychotics suffered from Affective Psychosis 
while none of the fourteen relatives of the Acute 
Psychotics had Affective Psychosis. The num- 
bers are too small for meaningful use of statistical 
tests of'significance. 


(d) Personality: The two groups were com- 
pared with respect to personality 
traits, using Cattell’s 16 PF question- 
naire. As mentioned earlier, this 
questionnaire was given at the time of 
discharge from the in-patient ward 
and at the time the patients’ mental 
status was improved to the extent of 
being able to take the test. 


- Table II lists such personality traits on which 
statistically significant differences could be 
observed. 
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Tastes II 
Personality 
Reactive Psychosis ` Acute Psychosis 
(30) (30) 
Personality factor ` Mean score Mean score 
*Emotional unstable Mean . 2.16 6.3 : t= 3.16- 
A P<.01 
*Glum/silent Mean 2.24 4.85 t = 79.54 
P<.001 
*Timid/shy Mean. . 3.85 5.45 t = 35.7 
: P<.001 
Sensitive Mean 8.04 4.3 t = 4.07 
P<.001 
Insecure anxious Mean 6.76 4.75 t = 2.48 
P<.05 





For the items marked with asterisk low score 
indicates greater pathology, and for the un- 
marked items high score indicates greater 
pathology. 

It can be seen that Reactive Psychotics are 
more emotional/unstable, glum/silent,. timid/ 
shy, sensitive and insecure/anxious as compared 
to the Acute Psychotics. There are no items on 
which the Acute Psychotics show higher dis- 
turbance than the Reactive Psychotics. 


3. Treatment required 
The mean daily dose of antipsychotic 
medication in terms of chlorpromazine 
equivalent was higher for Acute Psychotics 
(377 mgms) than for Reactive Psychotics 
(264 mgms), but the differences are not 
statistically significant. 


4. Prognosis: 

(a) The ward behaviour of the two groups 
was compared on the 8-item, 3-point 
scale mentioned earlier. Taking the 
median as the cut-off point, the 
patients were divided into two groups, 
‘less disturbed’ and ‘more disturbed’, 
37 per cent of the Reactive Psychotics 
and 83 per cent of the Acute Psycho- 
tics were in the ‘more disturbed’ cate- 
gory respectively. The differences were 
statistically significant (x? =- 13.61, 
df = 2, P <.001). 

(b) The social functioning in the two- 
groups was “compared three months 
and six months from the time of ad- 





mission. The details of scoring can be 
found in Katz and Lyerly (1963). It 
will suffice here to say that the higher 
the discrepancy score, higher is the 
social dysfunctioning. The mean dis- 
crepancy scores for Reactive Psychotics 
and Acute Psychotics after three 
months were 6.56 and 10.10 (t = 7.53, 
df = 58, P <.001). The respective 
scores for the two groups after six 
months were 3.33 and 8.66 (t = 4.32, 
df = 58, P <.001). Acute Psychotics 
have therefore a higher social dys- 
functioning at both positions in time. 

(c) Table III compares the final diagnosis 
at the end of the follow-up period. 


Taste III 
Final diagnosis 
Reactives (30) Acute (30) 
Remitted 67% 43% 
Affective disorder 20% 3% 
Schizophrenia 10% - 43% 
Other 3% 11% 





A higher proportion of the Reactive Psycho- 
tics were completely normal at the end of the 
follow-up period compared to the Acute 
Psychotics. Further, a higher proportion of the 
Reactive Psychotics turned out to be suffering 
from Affective disorder ocmpared to the*Acute 
psychotics while a higher proportion of the 
Acute Psychotics turned out to be suffering 
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from schizophrenia. Feighner’s (1972) 

criteria were used for this analysis. 

The ’other’ category refers to those who 
cannot be fitted into either of the established 
diagnostic categories. 

The results at this stage may be summarised 
as follows: 

(1) Hysterical behaviour, affective features and 
psychomotor retardation are commoner in 
Reactive Psychotics while tension/worry, 
impulsive behaviour, withdrawal and blun- 
ted affect are more common amongst the 
Acute Psychotics. 

(2) There is a trend towards more of the Acute 
Psychotics, as compared to the Reactive 
Psychotics, having a history of neurotic 
traits during childhood, but the dif- 
ferences are not statistically significant. 

(3) The Reactive Psychotics have had more 
life stresses previous to illness as compared 
to Acute Psychotics. 

(4) There is more affective psychosis in the 
first degree relatives of the Reactive 
Psychotics compared to the Acute Psycho- 
tics, but the numbers are too small for 
statistical tests of significance. 

(5) The Reactive Psychotics have in general 
more disturbed personality than the Acute 
Psy chotics. 

(6) The Reactive Psychotics have a less dis- 
turbed behaviour while in the wards 
compared to the Acute Psychotics. Subse- 
sequently, the Reactive Psychotics show 
better social functioning than the Acute 
Psychotics. 

(7) A higher proportion of Reactive Psychotics 
recover completely compared to Acute 
Psychotics. Among the rest a higher pro- 
portion of Reactive Psychotics turn out to 
be suffering from Affective Psychosis and 
a higher proportion of Acute Psychotics 
turn out to be schizophrenics. 

It can be seen, therefore, that the two groups 
differ to a great extent in terms of phenomen- 
ology, antecedent factors and prognosis. 

It might be argued that these differences in 
phenorhenology and antecedent factors are not 
real but due to a higher proportion of affective 
psychotics hidden amongst the Reactive Psycho- 


tics and a higher proportion of schizophrenics 
hidden amongst the Acute Psychotics. 

To examine this issue a further comparison 
was carried out between those Reactive Psycho- 
tics and Acute Psychotics who had completely 
recovered at the end of the follow-up period. 

The following results were obtained: 


(1) The remitted Reactive Psychotics had a 
statistically significant higher proportion of 
those with affective features and hysterical 
behaviour as compared to the remitted 
Acute Psychotics. 


(2) The remitted Reactive Psychotics had 
shown a statistically significant less dis- 
turbed behaviour in the wards as compared 
to remitted Acute Psychotics. 


(3) The remitted Reactive Psychotics needed 
statistically significant lower average daily 
dose of antipsychotic medication as com- 
pared to the Acute Psychotics. 


(4) The remitted Reactive Psychotics had 
more disturbed personality as compared 
to the remitted Acute Psychotics. The 
factors on which a statistically significant 
difference was observed were now, however, 
different from those in the earlier analysis. 

The numbers were too small to compare the 
family history of psychotic illness. 
The details can be seen in Table IV. 


Discussion 


We set out to examine whether the Reactive 
Pychosis and Acute Psychosis are indeed two 
different diagnostic entitles, and the results of 
the study convincingly prove this to be so. It is 
also clear that the observed differences are not 
due to a different proportion ultimately turning 
out to be suffering from schizophrenic or 
affective disorder in the two groups respectively; 
the differences are still there when only remitted 
cases in the two groups are compared. 

It can be seen that Reactive Psychosis is more 
akin to affective psychosis and Acute Psychosis 
more akin to schizophrenia, and this is true even 
for those who remitted completely at the end of 
7 months follow-up period. 

The Reactive Psychosis patients have more 
vulnerable personalities and that perhaps is why 
they break down under stress. They also have a 
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Tase IV- 
A comparison of ths remitted reactive psychotics and remitted acute psychotics 
Remitted Remitted Statistical 
Reactive psychosis Acute psychosis significance 
(20) (13) 
1. Hysterical features 49% 0% P = .047 . 
2. Affective features 80% 16% P<.01 
3. Average drug requirement 232 CPZ units 379 CPZ units P <.05 
4. Less disturbed in wards 70% 25% P <.01 
5. Personality 
(a)! Dependency score 3.55 7.23 P <.01 
(b)? Excitable 8.1 5.23 P <.05 
1Low score indicates greater pathology. 
*High score indicates greater pathology. 
higher life stress score compared to the Acute . References 
Psychotics. Whether it is the effect of a higher Ban, T. A. (1969) Psychopharmacology. Baltimore: Williams 


cumulative stress that breaks them down, or 
whether the Reactive Psychotics having a more 
histrionic temperament claim more life stresses 
than the relatively reticent Acute Psychotics 
is not quite clear. One may ask why the Acute 
Psychotics with less vulnerable personalities, 
low life stress score and no significant stress prior 
to illness have a breakdown at all. Are we 
dealing here with an illness of a predominantly 
biological origin? Or, is it essentially schizo- 
phrenia which has burst out into an acute form? 
The fact that 43 per cent of the Acute Psychotics 
do turn out to be schizophrenics indicates that 
this line of argument may in fact be correct. 
But how do we account for the other 43 per 
cent who have remitted completely? It may be 
argued that six months is too short a time to be 
sure of their ultimate fate. It is possible that if 
observed over a longer period they also may 
turn out to be schizophrenics. We are now 
engaged in a long-term follow-up study of both 
the Reactive and the Acute Psychotics. 

It is possible that Reactive Psychosis and 
Acute Psychosis may not be single but multiple 
syndromes. More studies using larger samples 
would be necessary to examine this issue. 

It is also possible that the differences ob- 
served in the two groups might be a character- 
istic of the Indian cultural context. For a firm. 
conclusion, similar comparative studies in other 
cultures would be necessary. 
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Postpartum Mania 


By ARNOLD KADRMAS, GEORGE WINOKUR and RAYMOND CROWE 


SUMMARY. Twenty-one patients with bipolar affective disorder 
(20 manic episodes, one depressive episode) during the postpartum 


period were evaluated. They were compared to an unselected group of 


women with bipolar histories, as well as to a matched control group. 
The postpartum group had significantly more Schneiderian symptoms 
and fewer recurrences of illness within the three-year period after the 
index admission. There was a notable trend toward postpartum 
patients having fewer affectively ill relatives than the controls. The 
practical significance of these findings with regards to lithium therapy. 
is discussed, as is the theoretical significance in terms of heterogeneity 


_of the bipolar syndrome. 


Previous findings have indicated. a relation- 
ship | between manic-depressive (bipolar) 
episodes and the postpartum state (Reich and 
Winokur, 1970). In manic-depressive patients, 
it appears that there is a special risk for an 
episode to occur in the -puerperium. Also, 
having had an affective postpartum episode 
seems to predispose patients to further puerperal 

` episodes. a gets 

The present study deals with the following 
questions: Does postpartum’ mania have any 
specific characteristics? Does a patient suffering 
postpartum mania have a different outcome 
from the person with mania at another time? 
Finally, is the family history of an individual 
with postpartum mania any different from the 
family history of a person with non-puerperal 
mania? Any differences would suggest aetio- 
logical heterogeneity within the manic depres- 
sive (bipolar) syndrome. 


Subjects and Methods 


As part of a larger study of bipolar illness, the 
records of consecutively admitted patients to the 
University of Iowa Psychiatric Hospital between 
1920 and 1950 were systematically evaluated. 


One hundred and fifty-seven females had ever. 


experienced a mania. Of these, 147 (94 per cent) 
fulfilled Feighner research criteria for bipolar 
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affective disorder (Feighner et al, 1972). The 
remainder had a clinical diagnosis of bipolar 
illness, but the time course was not adequately 
doćumented in the chart and it was impossible 
to determine whether the patient strictly 
fulfilled the criteria. In 21 of the 157 patients, 
the affective illness which resulted ‘in the index 
admission began during the postpartum period, 
which was defined as the period of six weeks 
from delivery. 

The 21 patients with affective symptoms in 
the postpartum period (postpartum graup) were 
compared to the 136 patients with. affective 
symptoms outside the postpartum period for 
presence or absence of Schneiderian first-week 
symptoms during their illness. 

Schneiderian symptoms were defined as: 
(a) thought broadcasting, an experience that 
the patient’s thoughts were escaping from his 
head aloud into the external world; (b) experi- 
ences of alientation, the experience that the 
patient’s feelings, impulses and thoughts or 
actions are not his own but controlled by an 
outside force; (c) experiences of influence, the 
experience that the patient’s body sensations, 
feelings, impulses, thoughts and actions are 
imposed upon him by some extérnal agency; 
(d) complete auditory hallucinations, prolonged 
voices coming from outside the patient’s head 
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which continually comment about the patient’s 
actions, argue about the patient’s behaviour or 
repeat aloud the patient’s thoughts. Another 
symptom that was rated is delusional perception 
or symbolism. In this, a perception has a special 
“meaning to the patient and may lead to an 
elaborate secondary delusional system. A de- 
lusional perception is similar to what has been 
called a primary delusion. 

An example of a person who was considered 
to have first-rank symptoms was a 21-year-old 
postpartum woman who was admitted in 1933. 
In the chart, the following statement was found 
—recently she has been preoccupied with the 
thought of television and with the idea of 
thought and speech being collected by radio, 


sorted out, and then transmitted throughout the ` 


state’. The same patient had a delusional 
perception in that she believed that spectacles, 
(eye glasses) meant television. She believed that 
her thoughts were being recorded. The chart 
diagnosis was ‘manic-depressive, manic’. In 
another case, a 20-year-old woman with a 
diagnosis of manic-depressive illness ‘began to 
talk about a message from her dead father, 
telling her to make the right hand do as much as 
the left, and forced her husband into elaborate 
ceremony in assisting with the housework’. A 
third example occurred in a woman of 26 who 
was admitted in 1936. An extract from the chart 
is that—‘She felt that her home doctor hyp- 
notized her and had a power over her so that he 
could impose strange things on her. For 
instance, he made her skin itchy and made her 
want him and asked him to kiss her’. 

Of the 251 total patients in the study (94 
males and 157 females), 39 had one of the above 
symptoms, 23 had two symptoms, five had three 
symptoms and two had two symptoms during 
two or more admissions. . 

Also, the 21 patients in the postpartum group 
were compared to a control group of 21 patients 
to see if there were differences in outcome. The 
control patients were fertile females, who were 
matched as closely as possible for age of onset. 
Further, in order to select controls who were in 
the hospital at the same period of time as the 
postpartum patients (to control for similar 


follow-up care), the groups were matched on the 7 


decade of index admission. The mean age of 
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onset for the postpartum group was 22.1 years 
and for the control group was 25.2 years. Twenty 
of the 21 postpartum patients were manic at 
time of index admission, the other being 
depressed, and this proportion was identical in 
the control group of 21. 

The quality of follow-up material gathered on 
these patients has been described previously 
(Morrison et al, 1973). The records contained a 
psychiatric history, past medical history, a 
complete family history with itemization of 
parents, siblings, children, as well as of extended 
family members, and a current mental status. 
Reports of laboratory studies and consultations, 
diagnosis, progress and treatment notes, dis- 
charge notes and final disposition were all 
included in the chart. There was an extensive 
social history recorded. In many cases, this was 
the result of interviewing a variety of informants 
—family members, as well as friends and 
acquaintances. The family history, in addition 
to itemizing each member of the family, often 
told of the origins and provided a symptom 
review in the case of those who were ill. All 
patients were interviewed by the Director of the 
Hospital; that interview covered between two 
and five single-spaced typewritten pages, and 
was recorded verbatim. Follow-ups were 
routinely done by the social workers in the 
hospital at six-month and one-year intervals by 
sending out questionnaires and letters to 
patients or their families. Frequently, telephone 
follow-ups were made as well. In the charts are 
letters from other hospitals, requesting in- 
formation and giving information. Readmissions 
were kept together in the same chart. For the 
entire group of 251 patients, 89 per cent had a 
follow-up of six months or more; only 4 per cent 
had no follow-up at all. 

The mean post-index follow-up for the post- 
partum patients was 3.4 years and for the 
control group it was 5.9 years. 

In addition to the clinical symptomatology 
and follow-up material, the postpartum patients 
were compared to the control group on the 
variable of psychiatric illness in family members. 


Results 


In the comparison of the 21 postpartum 
patients with the 136 remaining females, it was 
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found that 13 of 21 (62 per cent) of the post- 
partum patients had Schneiderian symptoms as 
defined by Taylor (1972) during their index 
illness; only 38 of the remaining 136 (28 per 
cent) had such symptoms. The finding is 
significant (xê = 8.08, df = 1, P <.005). 

The 21 postpartum patients were then 
compared with 21 controls on the variable of a 
recurrence of affective illness during the three 
years following index admission. There were no 
recurrences amongst the postpartum patients 
outside of the postpartum period; one patient in 
the postpartum group was readmitted for an 
affective illness during the three-year follow-up, 
but this occurred during a subsequent post- 
partum period. For recurrences outside the 
puerperium, the postpartum group is sig- 
nificantly different from the matched controls 
(x? = 4.86, df = 1, P <.05). Of the six recur- 
rences of illness in the controls, five necessitated 
admissions to psychiatric hospitals and one out- 
patient treatment in the University of Iowa 
Psychiatric Clinic. 

Table I presents a comparison of the family 
histories between the postpartum group, the 21 
controls, and the 136 female manics. 

If a relative suffered from an illness with 
common affective symptoms, from which he 
recovered without significant personality defect 
with or without psychiatric hospitalization, we 
considered him to have had an affective disorder. 
Almost all cases had significant social incapacity 
because of their affective illness and this was 
noted in the systematic family history which was 
taken by the social worker. Further, many cases 
had been seen by psychiatrists or had been in the 
hospital. In cases where the criteria were 
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equivocal, the family member was considered to 
have an undiagnosed psychiatric illness. No 
effort was made to separate neurotic from 
endogenous depression. The significant, point 
was a social incapacitation, regardless of thre 
subtype. Though the control groups showed a 
consistently higher frequency of psychiatrically 
ill family members than the postpartum group, 
the differences did not reach statistical sig- 
nificance. 


Discussion 


The results of this study indicate that patients 
who show postpartum mania are more likely to 
have Schneiderian-type delusions and hallu- 
cinations than female patients who have mania 
outside of the postpartum period. Such post- 
partum patients also appear to be less likely to 
have recurrent episodes of illness outside the 
postpartum period. This finding would suggest 
that patients who have a postpartum mania 
probably should not be placed on prophylactic 
lithium carbonate, as they are likely to have a 
good prognosis without it. However, because 
such patients are likely to suffer recurrent 
postpartum episodes, it might be reasonable to 
begin such patients on lithium carbonate for 
several weeks following any subsequent de- 
liveries. 

Differences in the course and clinical picture 
of patients with postpartum mania indicate the 
possibility of heterogeneity within the bipolar 
syndrome. The fact that such patients have a 
less positive family history than those who have 
episodes independent of the postpartum period 
supports this possibility. These findings, how- 


TABLE I 
Family history comparison between post-partum group, matched controls and total female manic group 


N 
N w/ an affectively ill 1° relative 


N w/a 1° relative who had affective illness or alcoholism 


Post Matched Al female 
partum controls manics 
21 21 136 
4 (19%) 8 (38%) 41 (3637) 
5 (24%) 10 (48%) 58 (39%) 
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ever, do not prove heterogeneity. It is certainly 
possible that all patients who show a manic 
episode have the same illness, but that some 

eople need a stronger stimulus to bring out the 
illness. This could be on the basis of a poly- 
genetic predisposition for bipolar illness, with 
the patients showing postpartum episodes also 
having fewer of the genes. Nevertheless, it is 
possible that such patients may have an entirely 
different illness from the ordinary bipolar 
patient. 


POSTPARTUM MANIA 
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Reported Parental Characteristics of Agoraphobics 


and Social Phobics 


“By GORDON PARKER 


SUMMARY The clinical impression that phobic patients perceive 
their parents as being uncaring and overprotective was investigated in 
a controlled study of eighty-one phobic patients. Those assigned to a 
social phobic group scored both parents as less caring and as over- 
protective, while those assigned to anaagoraphobic group differed from 
controls only in reporting less maternal care. Intensity of phobic 
symptoms in the pooled sample was examined in a separate analysis. 
Higher agoraphobic scores were associated with less maternal care and 
less maternal overprotection, while higher social phobic scores were 
associated with greater maternal care and greater maternal over- 


protection. 


Although atypical parental characteristics 
are frequently suggested as antecedents to 
phobic disorders, their presence and nature 
remain: unclear despite some consistency in 
clinical interpretations (Errera, 1962; Marks, 
1969). Terhune (1949) considered 86 of his own 
phobic patients, and described many as having a 
parent who had overprotected them. Webster 
(1953) compared 25 agoraphobic patients with 
two other neurotic groups. He judged all of the 
agoraphobics to have experienced dominant 
overprotection by their mothers and 24 to have 
lacked an adequate father-figure. Tucker (1956) 
described a background of lack of parental 
affection, overprotection and over-criticism by 
parents in the majority of his 100 phobic 
patients. 

There have been few controlled studies 
assessing the relevance of those clinical im- 
pressions. Buglass ef al (1977) compared the 
early childhood experiences of 30 agoraphobic 
housewives with matched general practice 
controls screened for absence of psychiatric 
symptoms. Earlier attitudes to parents were 
assessed in a semi-structured interview. On 
scales measuring positive, negative and ‘ambi- 
valent feelings towards parents, patients could 
not be distinguished from controls. 


Shaw (1976) studied subjects referred by 
general practitioners and psychiatrists to the 
Oxford Psychological Treatment Research Unit, 
in response to a letter describing agoraphobia 
and social phobia for which treatment was 
offered. Subjects were accepted for study if they 
had either of these phobias as a main complaint, 
had had their phobia for at least one year, and 
scored greater than or equal to five on a nine- 
point modified Fear Survey Schedule (Marks 
and Mathews, 1978). The 144 subjects satisfying 
these criteria were assigned as agoraphobics or 
social phobics ‘according to their clinical 
features and scores on the phobia rating scale. 
Assessment of earlier parental attitudes and 
behaviours was made at a structured interview 
and by use of self-rating scales, although the 
reliability and validity of those assessment 
techniques were not determined. The, phobic 
group described greater parental deprivation 
and poorer relationships with parents than did 
orthopaedic patients matched by age, sex and 
social class who formed a control group. The 
relevance of parental overprotection was not 
assessed. As well as delineating differences in the 


‘parental attitudes of phobic patients, Shaw’s 


controlled study found that parents of agora- 
phobic patients differed from parents of social 
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phobic patients on a number of parental attitude 
scales. Shaw felt that these different parental atti- 
tudes might account in part for the different ex- 
pression of the phobias. It appeared worthwhile 
“6 extend Shaw’s work using a reliable and valid 
measure of reported parental characteristics or 
dimensions, which would allow the relevance of 
parental overprotection and insufficiency of 
parental care to be more precisely assessed. 


Method 


Questionnaires were sent to 123 of the 144 
patients assessed by Dr Shaw some five to seven 
years previously, 50 having been assigned as 
agoraphobics and 73 as social phobics. Question- 
naires were not sent to those 21 patients who had 
either requested no further contact or whose 
addresses were no longer known. Data on social 
class, agoraphobic and social phobic scores, self- 
judgement item scores (measuring perceived 
maternal affection and paternal affection) and 
parental history of phobia were collected from 
Dr Shaw’s notes for each patient. : 

Eighty-one patients (40 agoraphobics, 41 
social phobics) replied to the questionnaire 
giving a response rate of 66 per cent (80 per cent 
of the agoraphobics and 56 per cent of the social 
phobics). There were 52 females and 29. males 
with a mean age of 39 (range 20-71) years. 
Their social class. (using the England and Wales 
Registrar General’s classification) was: class I, 
11 per cent; class II, 25 per cent; class ITI, 
47 per cent; classes IV and V, 17 per cent. . ° 

Respondents were compared with . non- 
respondents on several variables, using in- 
dependent t-tests except for examination of the 
sex variable. The two groups could not be 
distinguished by age (t = 1.46), self-judgement 
of maternal affection (median test = 0.37), self- 
judgement of paternal affection (median test = 
0.63) or by sex (x? = 0.001). Respondents had a 
lower social class (median test = 6.37, P <.05), 
scored higher on the agoraphobic rating scale 


(median test = 11.01, P <.001) and lower on. 


the social phobic rating scale (median test = 
6.36, P <.05) than non-respondents at initial 
assesqment. 


Patients were asked to complete a Parental - 


Bonding Instrument (PBI) for each parent. The 
PBI (Parker, Tupling and Brown, 1977) is a 


® 


self-administered 25-item questionnaire measur- 
ing the two principal dimensions of parental 
behaviours and attitudes, care and over- 
protection. On measurements of reliability and 
validity the PBI appears to provide an accept- 
able evaluation of perceived parental care and 
overprotection. 

Controls for the present study were selected 
from two general practices in the Oxford Region. 
Secretarial staff were requested to present 
questionnaires to consecutive adult attenders. 
Forgetfulness, practice demands and several 
other issues prevented data being obtained from 
consecutive attenders. The questionnaire sought 
the age and sex of the patient, the occupation 
of the patient’s father (to determine social class), 
together with the PBI; 132 of the 150 forms 
distributed were returned. Patients and controls 
were matched exactly for sex and approximately 
for age and social class. There was no significant 
difference between the age of the patients 
(mean = 39.1) and that of the controls (mean = 
37.8 years) and their social class was similar 
(median test = 0.73, NS). On the basis of the 
descriptive studies referred to earlier it was 
hypothesized that phobic patients would score 
their parents as less caring and as more over- 
protective than controls. 

Several analyses were to be performed. 
Firstly, comparison would be made between 
the whole phobic group and the controls. 
However, as Marks (1969) noted, separate 
phobic conditions can be differentiated on the 
basis of clinical, questionnaire and psycho- 
physiological variables. It thus appeared appro- 


priate to consider the influence of parental - 


antecedents on separate sub-groups of social 
phobics and agoraphobics if some differentiation 
could be demonstrated. In addition to examin- 
ing assigned phobic groups, a dimensional 
approach examining any influence of parental 
antecedents on intensity of social phobic and 
agoraphobic symptoms for the pooled phobic 
groups, appeared warranted. Such an approach 
appeared to be supported by Shaw’s finding 
that one half of those categorized as agora- 
phobics had social phobic symptoms and one 
quarter of those categorized as social phobics 
had agoraphobic symptoms. Finally, it was 
considered worthwhile to test the possibility 
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that parents of phobic patients might differ in 
their parental characteristics as a consequence 
of having phobic disorders themselves. Scores 
for those parents judged as phobic were to be 
compared with scores for remaining parents, the 
judgement of a parent being phobic having been 
made by Dr Shaw from the patient’s account. 


Results . 

Comparison of the whole phobic group with 
the controls revealed that the patients scored 
their mothers as less caring (t = 4.39, P <.001) 
and more overprotective (t = 2.06, P <.05) 
and their fathers as less caring (t = 3.38, 
P <.001) and more overprotective (t = 1.98, 
P <.05). 

However, a pooled comparison of phobics 
appeared inappropriate when comparison of 
those assigned by Dr Shaw as agoraphobic 
and those assigned as social phobic was made 
(Table I). Scores on the agoraphobic and social 
phobic rating scales (which produced a product 
moment correlation coefficient of —.63 when 
intercorrelated), together with group differences 
on the sex and age of onset variables, suggested 
considerable differentiation of those in ‘the 
assigned groups of social phobics and agora- 
phobics and that separate analyses might be 
more appropriate. Table II shows that agora- 
phobics could be distinguished from controls 
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only in that they scored their mothers lower on 
the care scale. By comparison, social phobics 


scored their mothers and their fathers as less, 
- caring and as more overprotective than con- 


trols, 

In the design of the PBI the care dimensjon 
could be more clearly conceptualized and 
defined than the overprotection dimension, and 
this was reflected in lower inter-rater reliability 
and validation figures for the latter dimension. 
Items weighting positively at the overprotection 
end of the overprotection scale variously suggest 
control, intrusion, infantilization and encourage- 
ment of dependency. As the social phobic 
patients scored both parents as more over- 
protective than controls it appeared worthwhile 
to determine those components of ‘over- 
protection’ most clearly associated with social 
phobic symptoms. This was attempted by 
correlating the social phobic score of each social 
phobic subject against their scores on each 
overprotection item of the PBI for each parent. 
Higher social phobic scores were most strongly 
associated with the infantilization items (‘Did 
not want me to grow up’; “ended to baby me’) 
for each parent but significantly (P <.025) for 
mothers only. ; 

The possibility that parents of phobic 
patients might be less caring or more over- 
protective as a consequence of having phobic 














Comparison of respondents ae eee and social phobics 
Assigned group 
Variable Agoraphobic Social phobic 

n = 41 n = 40 Test 
Mean age in years 42.5 35.7 t = 3.25** 
Mean age of onset of phobia in years 26.5 } 17.3 t = 4,6544 
Median social class ~ 3.0 2.6 Median test = 2.94 
Sex _ 36 females 16 females oF 

9 males 24 males x? = 20.2246" 
Median agoraphobic rating score 3.5 “0.1 Median test = 60.62*** , 
Median social phobic rating score, 0.9 2.8 Median test = 24.61%** 
***P < 001 **P <.01]1 *P <.05 


558 


REPORTED PARENTAL CHARACTERISTICS OF AGORAPHOBICS AND SOCIAL PHOBICS 


TABLE II 
Mean scores on parental variables Sor patients and matched controls 


~~ 
Phobic group and parental variable N 
Acorapuosic Group 
Maternal care 41 
Maternal overprotection 41 
Paternal care 39 
Paternal overprotection 39 
Socar Prosic Group 
Maternal care 40 
Maternal overprotection 40 
Paternal care : 36 ° 
Paternal overprotection 36 
*»*P <.001 **P <.01 *P <.05 


disorders themselves was considered. In dis- 
cussions with the patients, Dr Shaw had judged 
16 of their mothers and 16 of their fathers to 
have had a phobic disorder. No differences were 
found or suggested when PBI scores returned 
against the phobic parents were compared with 
PBI scores for the remaining parents. 

In the final analysis, a dimensional approach 
was adopted examining for any association 
between the parental variables and intensity of 
agoraphobic and social phobic symptoms in the 
pooled phobic group. In single regression 
equations, scores on the four parental variables 











Assigned group 

Patient , SD Controls SD t 
19.9 8.9 27.2 7.5 4, 14eee 
14.0 8.4 13.6 7.4 0.23 
21.0 10.4 24.5 8.9 1.65 
13.0 9.8 11.9 5.0 0.61 
22.1 7.0 26.2 8.1 2.16* 
17.7 8.4 12.4 8.2 2.54% 
16.7 8.5 23.0 8.7 3.30** 
14,1 7.4 10.1 6.8 2.48% 





accounted for 12.4 per cent of the variance in 
agoraphobic scores and 21.6 per cent of the 
variance in social phobic scores. The multiple 
regression weights show the incremental effects 
of entering parental variables in the order listed. 
Table III shows that a significant amount of the 
variance in agoraphobic and social phobic scores 
is influenced by maternal variables, while 
paternal variables make no contribution to 
scores on either phobic scale. Another striking 
contrast is apparent, Higher agoraphobic scores 
are associated with less maternal care and less 
maternal overprotection, while higher social 








‘Tase IIT 
Multiple regression analyses determining contribution of parental variable scores to agoraphobic and social phobic scals scores 
Single order Standardized F ratio 
Pearson regression of the 
Dependent variable Parent variable correlation coefficient coefficient Variance 
Score on agoraphobic Maternal care ~.16 ~ .23 3.88* 2.7% 
scale Paternal care +.16 +.20 3.11 2.1% 
Paternal overprotection +.01 +.15 1.51 0.4% 
Maternal overprotection —.18 —.29 5.70** 7.1% 
Score on social Maternal care . +.21 +.31 B.12e** 4,4% 
phobic scale Paternal care —.08 ~.13 1.49 0.4% 
Paternal overprotection +.03 ~.12 1.19 0% 
Maternal overprotection + .32 +.44 1S.0**** 16.7% 
—— t 
weeeP <.001 ***P <.01 **P <.025 *P <.05 


Multiple correlation of dependent variables with all 


é , 
entered variables = 0.35 (agoraphobic scores, depen- 


dent variable) and 0.46 (social phobic scores, dependent variable). 
e 
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phobic scores are associated with greater mater- 
nal care and greater maternal overprotection. 
` P I 
Discussion 

A response rate of 66 per cent ċan be con- 
sidered acceptable for a group of patients 
initially seen some five to seven years pre- 
viously. Utilizing information recorded at that 
time, it was established that respondents did not 
differ from non-respondents in judging the 
degree of maternal or paternal! affection, 
important variables for the present study. Very 
few of the agoraphobics had changed their 
address in the preteding seven years and 80 per 
cent replied to the questionnaire. By comparison, 
only 56 per cent of the social phobics responded, 
and of the non-respondents most had moved 
from their last address and not left a forwarding 
address. This finding, of a differential mobility 
between the agoraphobic and social phobic 
subjects suggests another difference between the 
two groups. Although hardly surprising, the low 
mobility of the agoraphobics over a seven year 
period is worth noting. 

While the whole phobic group scored their 
parents as less caring and as more overprotective 
than controls, comparison: of the social phobics 
and agoraphobics on several measures suggested 
some independence of the disorders. Separate 
analyses suggested a differential relevance of 
parental variables. Social phobics scored both 
parents as low on care and high on over- 
protection, while agoraphobics differed from 
controls only in scoring lower maternal care. 
Thus potentially misleading findings from the 
first analysis were clarified by the second 
analysis, supporting Marks’ (1969) view that 
separate phobic conditions can be differentiated, 
and suggests the importance of conceding that 
view in studying phobic disorders. 

` Findings in relation to the social phobic group 
will be considered first. As the PBI has been 
assessed only as a measure of perceived, and not 
of actual parental characteristics, differences on 
parental measures between social phobics and 
controls in this study could result from the social 
phobics merely having been more critical of 


their parents. Criticism of a parent might be ° 


readily expressed by scoring a parent as over- 
protective or as low on care, although it is 
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difficult to imagine that social phobics would 
distinguish themselves from agoraphobics so 
distinctly in so judging and interpreting past 
relationships. 

If the differences are real, in that the parent 
of social phobics were overprotective and 
deficient in care, how might such parental 
characteristics aid the development of social 
phobia? The aetiology of phobic disorders 
remains unclear although there is much to 
recommend a pluralistic view. Marks (1969) 
considered that phylogenetic influences, age, 
sex, personality, cultural influences inside and 
outside the family, physiological variables, 
trauma and stress may all contribute, and that 
modelling experiences and learning theory aid 
understanding of some cases. The present 
attempt to consider the ways in which antece- 
dent parental characteristics might influence 
the expression of a social phobia should not be 
seen as a unicausal postulate but as an attempt 
to consider one possible contributory factor. 

Ainsworth et al (1971) described disturbances 
in the balance between attachment and 
exploratory behaviours (such as ambivalence in 
attachment behaviour and proximity-avoiding 
behaviours) in infants whose mothers were 
rated as insensitive. Maternal insensitivity 
correlated independently with rejection, ignor- 
ing and interfering maternal behaviours, 
behaviours which appear to reflect low care and 
overprotection. Bowlby (1973) suggested: that 
insufficiency of parental affection might promote 
‘anxious attachment’, the expression of which 
he saw as common to some phobic disorders. It 
would appear reasonable to suggest that a child 
exposed to parental characteristics of low care 
and overprotection, which inhibit the develop- 
ment of a satisfying parent-child bond, might 
subsequently experience greater difficulty in 
interpersonal situations and experience anxiety 
in social situations. Parental overprotection, by 
restricting the usual developmental -process of 
independence, autonomy and social competence, 
might further promote any diathesis to a social 
phobia. Results in the present study, suggesting 
in particular an association between the 
infantilization items of the overprotection scale 
and social phobic mopoa support - that 
speculation. 
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While social phobics judged both parents as 
overprotective and as providing an insufficiency 
of care, agoraphobics differed from controls only 
in scoring their mothers low on a care dimension. 
‘ésults confirm Bowlby’s suggestion of an 
insyfficiency of maternal affection in agora- 
phobics, but not his statement (1973) that they 
are frequently under the domination of an 
‘overprotective’ mother. Bowlby cited Wolpe and 
Lazarus as theorists who held that an agora- 
phobic’s tendencies to withdraw to and to 
remain at home were responses learnt with 
overprotective parents. Other clinical views 
supporting the relevance of an overprotective 
mother have been referred to earlier in the 
introduction. Failure to confirm a clinical 
impression often emerges in a controlled study. 
Failure to confirm the suggestion of an over- 
protective mother may have emerged from the 
technique of studying a relatively pure group of 
assigned agoraphobics, the social phobics having 
been removed from the pooled sample. The last 
point is important for greater maternal over- 
protection was clearly shown for those cate- 
gorised as social phobics. The view that agora- 
phobics have experienced maternal over- 
protection was thus not supported by either 
study of a categorical agoraphobic group or 
examination of intensity of agoraphobic symp- 
toms against degree of maternal overprotection. 

If a parent has a phobic condition it is 
conceivable that preoccupation with this con- 
dition might reduce their capacity to care for a 
child and that they might, in generalizing their 
phobic views of the world, overprotect a child as 
they protect themselves from feared situations. 
While this study found no support for that 
hypothesis it must be conceded that judgement 
of a phobic condition in a parent was not 
reliably established. 

If Bowlby (1977) is correct in suggesting that 
a strong causal relationship exists between an 
individual’s experiences with his parents and his 
later capacity to make affectional bonds, then 
the nature of dissonant parent-child attachment 
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and any relationship to phobic disorders is 
worthy of greater consideration. The finding 
that maternal, but not paternal, characteristics 
were associated with intensity of agoraphobic 
and social phobic symptoms would suggest that 
further studies in this field might concentrate on 
aspects of the relationship between subjects and 
their mothers. 
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School Phobic Children at Work ot 


By HAZEL BAKER and URSULA WILLS 


SUMMARY Seventy-one school phobic children seen at a child guid- 
ance clinic were followed up after they had passed school leaving age. 
Their record in work and further education was compared with the 
length of time they were off school, whether or not they returned to 
school, and the occurrence of further psychiatric treatment after 
discharge from the clinic. It was foynd that whether or not the child 


returned to school 


and the length of time he was off school had no 


relationship to future performance at work or in further education. 
A significantly larger number of children receiving further psychiatric 
treatment after discharge from the clinic failed to reach their potential 


in work or further education. Ade. 
conditions appears to be more im 


school. 


Introduction 

This paper is a follow-up of 71 school phobic 
children who have now left school. It investi- 
gates the relationship between work record or 
further education and school attendance during 
treatment, and compares this with that of the 
general population. It also examines the occur- 
rence of further psychiatric treatment after dis- 
charge from the clinic and its relationship, if 
any, to work record. 

Follow-up studies of . school phobia usually 
use return to school and performance at school, 
together with general emotional health, as the 
chief measures of success in treatment. (Eisen- 
berg, 1958; Waldfogel et al, 1957; Rodriguez et 
al, 1959; Hersov, 1960; Coolidge et al, 1964). 

Some workers follow up their children long 
enough to include performance at work in their 
results (Weiss and Burke, 1967; Capes et al, 
1971; Berg et al, 1976). Whether a young person 
is working full-time or in full-time further 
education is a sign of social adjustment that is 
relatively easy to measure at follow-up. 


Method 
This investigation is part of a survey of 1,300 
children seen at a child guidance clinic over the 
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quate treatment of the underlying 
portant than returning the child to 


ycars 1962-1972. The clinic covered a mixed 
rural and urban area and was run on conven- 
tional lines. Ninety-nine school phobic children 
were selected in accordance with the classifi- 
cation of Berg as described in detail in a former 
paper (Baker and Wills, 1978). A pilot follow-up 
study was reported at the World Congress of 
Psychiatry in Honolulu, 1977. 

Information was obtained from clinic records, 
a postal questionnaire, and in-depth interviews 
by a psychiatric social worker in the home. From 
these sources we obtained details of family 
structure and size, personal details of the child 
such as age, intelligence and personality and 
particulars of illness. We also investigated details 
of the child’s life since he ceased attending 
school. We then compiled computer sheets 
with this information (further details on 
request). Our paper deals with the 71 children 
who were past school leaving age. We related 
work or further education record at the time 
of follow-up to :— 

1. The length of time the child was off school. 

2. Whether the child returned to schools 

3. Whether the child’s job was commen- 

surate with his potential as assessed by 
WISG scores during treatment, the 
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opinion of the educational psychologist 
and the family background. 

4. The occurrence, if any, of further psych- 

iatric treatment after discharge from the 
““* clinic, 

5. The psychiatric assessment of the child 

during treatment, and the outcome of 

treatment. 

6. The work record of the general population 

of the area. 

Work record was chosen as a measure of 
social adjustment as it was purely objective. In 
comparing the answers to the questionnaire 
with the interviews we found one possible in- 
accuracy in that two of the girls had young 
babies and for this reason had given up work. 
There is no purely objective way of measuring 
potential, but we felt it would be useful to make 
some estimate. Two members of the team made 
separate assessments before the result of the 
follow-up was considered, and were in agree- 
ment on all the cases. We did investigate other 
factors, but it is difficult to obtain accurate 
answers about social life. Comparing the 
questionnaires with the interviews we found 
. many misleading inaccuracies, so we abandoned 
further investigation. We included the infor- 
mation about the occurrence of further psych- 
iatric treatment recorded in the postal question- 
naires, as this was corroborated in all cases by 
the interview material. Finally an attempt was 
made to compare the work record of our 
patients with that of the general population of 
the same age group in the area covered. 


Results 


We obtained comprehensive replies from 67 
cases; the remaining 4 had moved from the 
area and could not be traced. The family and 
personal details of these children were no dif- 
ferent from those in the main survey. There 
were 39 boys and 28 girls. Their ages at follow- 
up ranged from 16 to 24 years, the average age 
being 18.6 (s.d. 1.94). At the time of referral 
their ages ranged from 6 to 16 years, the average 
being 12.0 years (s.d. 2.23). There was no 
significant difference in the age at referral or 


the age at follow-up as between the sexes. Only ` 


one -of the children had received in-patient 


treatment and one residential education. 
e 
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Return to school 

Fifty-seven of the 67 children were working 
or in full-time further education. Of those who 
never returned to school, 3 out of the 13 were 
not working, a slightly but insignificantly poorer 
work record than the 7 not working out of the 54 
who did return to school. 


Length of time off school 

For the 57 children who were working the 
time off school varied from one month to 4 
years. Nine of these were off school for over a 
year. For the 10 children not working the time 
off school varied from 1 month to 5 years. Three 
of these were off school for over a year. There 
is no significant difference in time off school 
between those working and not working. 


School attendance and potential 

_Whether or not the child returned to school 
had no significant effect on his future job 
prospects or on further education. Of the 49 
who reached their potential 10 did not return 
to school, whereas of the 18 who did not reach 
their potential 3 did not return to school, 


Potential and time off school 
- The length of time a child was off school had 
no significant effect on his future job prospects 
or on further education. 


Occurrence of further psychiatric treatment 

The occurrence of further psychiatric treat- 
ment after discharge from the clinic had no 
significant effect on work or further education 
record, Of the 14 children needing further treat- 
ment 10 were working, whereas of the 53 not 
needing further treatment 47 were working. 


TABLE I 
Further treatment and potential 


Reached Further No further 
~ potential treatment treatment Total 
Yes 7 42 49 
No 7 11 18 
Total l4 œ 53 67. 
xX = 6.424 P <0.01 
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` Further treatment and potential 

Those children receiving further treatment 
were significantly less likely to reach their 
potential in work or further education. 
Original diagnosis 

There is no significant differénce in the dis- 
orders from which the working and non- 
working groups were suffering when they 
attended the clinic. Ten of the 11 children who 
had personality disorder and psychotic reac- 














tions were working. 
Taste II 

Original diagnosis 
Diagnosis - Working Not working Total 
Adaptation reaction 9 1 “10 
Neurosis 38 8 46 
Personality disorder 5 l 6 
Psychotic reaction 5 0 5 
Total 57 10 67 
Treatment and outcome 


There is no significant difference in the 
- amount of treatment or outcome of treatment 
in the two groups. 


Comparison with general population 

The proportion of economically active people, 
i.e, at work or in further education, in the area 
in 1971 was: 


Boys aged 16 to 19 years 94.4 per cent. 
Girls aged 16 to 19 years 95.6 per cent. 
Boys aged 20 to 24 years 95.9 per cent. - 
Girls aged 20 to 24 years 96.5 per cent. 


compared with our economically active patients 
in 1972-4: 


Boys aged 16 to 19 years 92.8 per cent. 
Girls aged 16 to 19 years 85 per cent. 
Boys aged 20 to 24 years 80 per cent. 
Girls aged 20 to 24 years 100 per cent. 


(Comparable figures for the years of the 
follow-up (1972-4) are not available. We 
obtained information from the 1971 Census. 


The employment situation in the aréa was- 
hd 


stable over the years in question. (Stafford- 
shire County Council 1971).) 
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It can be seen that children suffering from 
school phobia have on average a slightly worse 
work record than the general population. 


a 


Discussion `. 


The results of most previous studies suggest 
that success in treating school phobia per se 
does not give a good indication of long-term 
emotional adjustment. 

Rodriguez st al (1959) considered that there 
was no correlation between duration of absence 
from school and ultimate outcome. Coolidge et 
al (1964) assessed the general adjustment of 
their children and noted that of the 47 children 
Who did return to school out of the 66 studied 
many were not adequately adapted and still 
had neurotic symptoms. 


Some workers specifically investigated work 
performance. Weiss and Burke (1967) followed 
up 16 cases after leaving school and found 
three-quarters had a very good or good ad- 
justment. Warren (1965) followed up a group of 
16 children 12 to 16 years after treatment was 
completed. Only 6 of these were doing well, but 
it is possible that he was dealing with an un- 
usually disturbed group. He was not primarily 
concerned with work record. Capes et al (1971) 
followed up 15 children over school-leaving age. 
Only one of these children had returned to 
normal school, but 12 were working or in full- 
time education. Berg et al (1976) reported on 100 
children. At follow-up some had left school and 
their work record was considered. They had less 
difficulty going to work than they had attending 
school. 


Only 3 of our children who did not return to 
school are. not working. One of these is a girl 
with a young baby and the other two are boys 
who are still under psychiatric treatment. Work 
record of those who did return to school is not 
significantly different from that of those who 
did. Thus failure to return to school does not 
adversely affect later work record or perfor- 
mance in further education. 

-Nine of the 57 children at work were off 
school for over a year, while 7 of the 10 not 
working were off school for under 3 months. 
While these figures are not significant, we 
failed to find any correlation between length of 
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time off school and work record or further 
educational performance. 

We also studied the effect of return to school 
on the level of the child’s functioning at work 
-őr at college. Of the 54 who returned to school 
39 reached their potential, 19 are in skilled jobs 
or further education and the remainder in 
semi-skilled jobs or unskilled jobs in line with 
their abilities. The remaining 15 failed to reach 
their potential. For example, one boy who 
gained a place at Oxford left after two years, 
married and now works as a clerk in the Post 
Office; and one girl who started out to train'as a 
nursery assistant gave up her course and took 
an unskilled job in a factory. . 

Of the 13 children who did not return to 
school 10 reached their potential. The remaining 
3 were the girl with a baby and 2 boys still under 
treatment. Of the 10 who did reach their 
potential 7 were boys; 3 are in full-time further 
education, 3 are technical apprentices and one 
runs two successful retail businesses. Of the 3 
girls, one is a shop manageress, one a buyer for 
a large store and one helps run a riding school 
as well as caring for her two children. Whether 
or not a child returned to school made no dif- 
ference to future performance at work or'in 
further education. 

A significantly larger proportion of those 
children receiving further treatment did not 
reach their potential. Although the measure- 
ment of potential was not purely objective, the 
examples given above illustrate that it was 
useful. 

Whether or not the child returned to school 
made no difference to the ultimate level of 
functioning. 

Our work suggests that a prolonged period off 
school does not necessarily have a detrimental 
effect on a child’s future career. Berg et al (1976) 
found that the best predictor of final outome 
was the clinical state of the child on discharge. 
Thus adequate treatment of the underlying 
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conditions appears to be more important than 
returning the child to school. 
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: Alcohol Dependence and Phobias: Clinical Description ` 
and Relevance l 


By J. A. MULLANEY and C. J. TRIPPETT 


SUMMARY Of 102 alcoholics admitted to an alcoholism treatment . 
. unit one third (33) were clinically rated as having disabling agora- 
phobia and/or social phobia, and a further third (37) as having less 
disabling phobic symptoms of either or both kinds. Questionnaires 
and self-report symptom scales were used to validate the clinical 
ratings. Alcohol problem screening tests and consumption levels 
confirmed the severity of alcohol dependence. In a group of 44 phobic 
alcoholics who reported physical dependence, the onset of phobic 
symptoms preceded the onset of alcohol-telated problems and physical 
dependence significantly more frequently than the converse. 

The prevalence of agoraphobia and social phobia in alcoholics is 
discussed in relation to prevalence data in affective and normal 
populations, together with their implications for the aetiology of 
phobias and alcohol dependence, and for screening and assessment of 


phobic alcoholics, preventative counselling, treatment approaches 


and prognosis. 


Although it is accepted that alcoholics do not 
form a homogeneous population, attempts to 
divide them into sub-groups for purposes of 
estimating aetiological contributions, prognosis 
and treatment needs have not met with any 
universal recognition (Miller 1976). A group as 
yet little researched are those alcoholics who in 
addition have, or complained of, significant 
phobias. : 

A search of the literature on the inter-relation- 
ship of these two conditions, namely phobias 
and alcoholism, reveals little material. Marks 
et al (1966) records that of a group of 38 phobic 
patients two were alcoholics and two barbiturate 
abusers. Quitkin et al (1972) summarised ten 
cases of phobic anxiety syndrome aggravated 
by drug dependence, including three who had 
abu ed alcohol. They noted that the more 
obvious drug abuse problem often became the 
focus of attention and that the basic phobic 
state was overlooked: They ‘advocated that 
clinicians should suspect the phobic anxiety syn- 


drome in all patients abusing sedatives or 
alcohol, estimated that chemical dependence 
occurs in between 5 per cent and 10 per cent of 
phobic patients and recorded the positive 
response of an uncontrolled group of such 
patients to imipramine. 

Woodruff et al (1972) recorded that 25 per 
cent of a population of out-patient anxiety 
neurotics were heavy drinkers, 15 per cent were 
alcoholics and 10 per cent had an illness domi- 
nated by phobic avoidance. Calef (1967) des- 
cribed four female ornithophobic alcoholics 
receiving psychoanalytic treatment. A number 
of studies of Veteran Administration Hospital 
alcoholics indicate a high correlation between 
self-rating of phobias and measures of alcohol 
dependence (Bates 1970). In a group of alcoholic 
men in a VA hospital he found a high inter- 


- correlation between the Fear Survey Schedule 


(Wolpe and Lang, 1964), the Pt scale of the 
MMPI and the Michigan Alcoholism Screening 
> 
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Test; findings confirmed in further studies by 
Ross (1973) and Whitlock et al (1971). 

Curlee and Stern (1973) reported that 100 
male alcoholics scored the MMPI items: fear of 
heights, fear of closed spaces and fear of open 
spaces, significantly more than controls, but 
their claims relating to the prevalence of the 
fear of heights in alcoholic populations was 
challenged by Ruff et al (1976). Kerr et al (1974) 
in a large series of anxious and depressed 
patients found a small group of men who sought 
relief from intolerable tension particularly in 
social situations by drinking heavily. Their 
prognosis four years later was reported as 
particularly good. 

Barraclough (1974) noted a history of promi- 
nent depressive mood disturbances in 15 alco- 
holics retrospectively diagnosed among 100 
consecutive suicides. There were in addition 
three patients who had had phobic anxiety to 
such a degree that their domestic and social life 
had been severely affected. All had required 
daytime sedation. Two were addicted to 
barbiturates and one to alcohol. There were a 
further three patients who were barbiturate 
addicts. The phobics, alcoholics and addicts, 
he noted, shared many common features such as 
persistent unpleasant anxious depressed mood 
with the use of drugs or alcohol to control this. 

Measures of neuroticism such as in the 
Eysenck Personality Inventory have, however, 
not been found related to the quantity and 
frequency of alcohol abuse in one community 
sample (Edwards, Chandler and Hensman, 
1972). Hore (1971), in a small number of 
patients, found little sign of a relationship be- 
tween drinking behaviour and levels of anxiety. 

Excessive drinking by depressives to control 
unpleasant affect has been suggested as one of 
the explanations of alcoholism (Winokur ¢ al, 
1969). Several studies on the relationship of 
states of disturbed mood to drinking behaviour 
have concentrated, therefore, largely on the 
evaluation of depressive mood fer se and none 
have addressed themselves to questions specific- 
ally pertinent to the phobic disorders. 


The Present Study 
Aims i 
Given the multiple treatment paradigms 
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available for the treatment of phobic disorders 
today and the lack of interest hitherto evident in 
jdentifying phobic conditions among alcoholics, 
this study attempts to estimate the prevalence of 
phobias in a defined alcoholic population. 

It is contended that identification of groups 
likely to respond to specific types of treatment 
is advantageous and that reliable quantifiable 
methods of identifying those suitable are 
required. 

The present paper reports on the prevalence 
of agoraphobia and social phobia in a popu- 
lation of alcoholics. Many of these had ex- 
perienced physical dependence, and all had 


-been admitted for in-patient treatment in a 


regional Alcohol and Drug Addiction Unit in 
the North East of. England; relevant descriptive 
data are discussed in addition. 


Assessment procedures 


- Many authors have noted a high response 
rate to fear survey items (Lang and Lazovik 
1963, Greer 1965). As such reported fears do not 
necessarily imply avoidance behaviour their 
results in isolation cannot be acceptable as 
indications of phobic behaviour. 

Hence, in addition to two self-rating scales, 
namely the Fear Survey Schedule (Demaree, 
1972) and the Survey of Social Inadequacy 
(Bryant eż al, 1976), two clinically rated items’ 
congruent with similar items from the PSE 
(Wing et al, 1974) for assessing agoraphobia 
and social phobia were used in this study in a 
modified form involving a 4-point scale. This 
method has been found satisfactory in a large 
heterogeneous group of affective disorders (Mul- 
laney, 1979, to whom application for copies of 
the Rating Schedule should be made). 

In addition mood was assessed by, the SCL- 
90-R (Derogatis et al, 1973), which contains 
specific phobic items. Agoraphobic items were 
selected from the Fear Survey Schedule, the 
Survey of Social Inadequacy and the SCL-90- 
R to produce a composite Selected Agoraphobic 
Items score; similarly a Selected Social Phobic 
Items score was obtained from the same three 
scales. Personality was assessed by the Eysenck 


- Personality Inventory and by the Clinical 


Analysis Questionnaire,*Part I (Delhees and 
Cattell, 1971), a version of the 16PF. 
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Alcoholism and problem drinking 


A number of overlapping measures were 
employed, including the Michigan Alcoholism 
Screening Test (Selzer, 1971) and the Problems 
with Drinking Scale (Edwards et al; 1973). Both 
of „these have been validated as screening 
procedures for alcoholics in hospital and com- 
munity samples. Further, data of mean daily 
consumption of alcohol over a period prior to 
admission were noted. Schmidt and de Lint 
(1970) in a review, report 15 centilitres of 
absolute alcohol, (i.e. 120 grams) to be con- 
sumed by up to 96 per cent of their alcoholic 
population. 

Patient sample f 

All new admissions to the Regional Alco- 
holism Unit in the north-east of England were 
seen separately by one or both the authors 
within ten days of admission over a twelve 
month period. All the subjects were sober at the 
point of clinical rating and questionnaire 
administration; care was taken to ensure that 
they had not been drinking excessively in the 
immediately preceding days. A 

The scales and questionnaires mentioned 
above were completed by the patients within two 
weeks of admission. These measures, the results 
of which are reported here, are part of a larger 
ongoing study into the nature and implications 
of phobias in alcoholics. 


Results 
Phobias 


Prevalence rates found for type of phobia and 
broken down by sex are summarised in Table I. 

When figures for the two phobias are com- 
bined, 33 (32.3 per cent) of the 102 are rated 
as fully phobic, meaning that they repeatedly 
experience anxiety to a disabling degree, either 
in respect of the agoraphobic or the socially 
phobic situations, i.e. they are unable to face 
these situations unaccompanied and unin- 
fluenced by medication or alcohol even when 
making an effort to do so. A further 37 (36.4 
per gent) are rated as borderline phobics, 


meaning that they experience subjective dis- - 


tress, as just described, but this is not accom- 
panied by disabling or insurmountable avoid- 
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ance of the situation. The remaining 32 (31.3 
per cent) are rated as non-phobic, i.e. no or 
negligible anxiety in respect of either type of 
phobia is generally present. The inter-rater 
reliability was calculated by Kendal’s tau for 
the four point rating scale of each phobia 
as .62 for agoraphobia and .78 for social 
phobia. 

Cross-validatory data in which the clinical 
ratings are correlated with psychometric and 
self-rating scales are summarised in Table II. 

Although the clinical ratings of the two 
phobias inter-correlate only at .40, the correla- 
tion of Selected Agoraphobic Items with 
Selected Social Phobic Items is very high at .79. 
The EPI Neuroticism scale correlates .60 with 
Cattell’s second order factor of Anxiety; each 
is less close to any of the other self-ratings or 


clinical ratings. 


Alcohol dependence 


The measures of alcohol dependence indicate 
the severity of the alcohol problem in the group 
under study. The mean score of the Problems 
with Drinking Scale was 23.5 (SD = 6.4) and 
the mean score of the Michigan Alcoholism 
Screening Test was 33.9 (SD = 11.4); whereas 
a score of 5 is conventionally recognised as 
indicating an alcoholic problem in each of 
these screening tests. One patient scored below 
this cut-off point in the Michigan Alcoholism 
Screening Test and none in the Problems with 
Drinking Scale. 


Consumption was used as a further confirma- 
tion of the severity of the alcoholdependence. 
The mean self-reported daily consumption of 
the 102 subjects over a minimum drinking 
period of 14 consecutive days occuring during 
the six months preceding admission was 275 
grams of absolute alcohol or approximately 14 
pints of beer. Only 9 of the 102 subjects reported 
themselves as drinking within the accepted 
limit of 100 grams of absolute alcohol per day 
and 17 were within the limit of 120 grams. 
Scores on the Problems with Drinking Scale 
and the MAST intercorrelate highly at .74 
(P <.001) but have far lower correlations with 
self-reported consumptidn, i.e. .35 (P < .001) 
and .26 (P <.02) respectively. 
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level should be determined and n may be necessary 
on the results to lower the of 
PRIADEL and re-stabekee serum ktheum levela in oll 
Other detaia, the descnbed treatment schedule rs recom 


described treatment schedule ıs followed 


Contreindisabons, werninga, eto When con- 
Pradel therapy ascertmn whether patents 
are eceng Ithium im any other form: f so check 
serum levels betore proceeding Itis important to enaure 
thet renal function is normal if necessary s cresti 
Chearar@e test or other renal functon tests should 


contra-indecations to kttium therapy Treatment should 
be decont unng any mtercurrent renel mnfection, 


Cauvon should be exercised to ensure that dest and 
fluid mtake are normal thus maintaining a normal 


Increased p 














electrolyte balance Thes may be of special portance 
in very hot weather Infectious diseases including colds 
influenra gestro entente and unnary infectbons may 
otter fluid balance and thus effect serum hthum levels 


Although there ere reports of the safe use of 
PRIADEL dunng ancy a is recommended as a 
general rule that PRIADEL be discontinued dunng a 


Planned or tonfumed pregnancy If rt s considered 
essential to maintasn Pradal treatment dunng pregnancy 
serum Ith levels should be closely mongored ence 
renal tunchon aktars gradually dunng pregnancy and 
suddenly st partuntion thus requnng dosage adjust 
ments Babes may show sgns of kthum toxicity 
necesensong fid therapy in the neonata penod 
Uthrum æ secreted in bresst malik and bottle feeding 
tw recommended 


Sude-effeots Tranment ade-efiects may occur dunng 
dunng the stabibeation but are u to do so st 
serum Ithrum tevels below 20mmol/L They are 
most commonly s fine tremor of the hands mild poty- 
dipsa mek mial sanomaa some loosening 
cof the stools and more rerety nauses of disthosa 
In these cases n is advisable to check serum Ithum 
levets Weght gam or cedems msy present in some 
papens 

Towe effects Such effects are mdecetrve of mmpend 
ting ktheum intoucation and they fall into two groups 
a) Gastro-rntestinal. mcreseing anorexia dierhoes 
and vomiting 

b) Central nervous system Taid drowsiness and 
coerse tremor of the extremes and lows: jew unnitus 


blurref vison muscular tentchang dysarthna progress- 
ing. (shove 2-3m mol/L) to sewures coma and 


H sny of the sbove symptome appear the patents 
should be instructed to stop talang ther tal and 
report for an immediate serum Iahsum esti 


Lithvom imtomceton There s no specific antidote to 





atient compliance 
means improved control of mooc 


del 


) 


W 4 
shouid be stopped and serum estimatic 


Unde: no crcumetances should a diuretic be us 
mote camotic diuresis (Mannetol or urea infus 
or atkalmisation of the umne (sodium lactate 


z 


there rs no kthium im the serum or ciatysis Muid Sen 
kettrum levels must be monsored for at least a furti 
week to take accoum of any posible rebound 
serum kthium levels as a result of diffusion from be 


diuretics dunng treatment woth kthim saits There u 
possibility of water mtoxtcstion and kthium untozc 
ton when diuretics @nd Ithrura eats are cO- prescriba 
Any drugs affecting electrolyte belance (e 


inetirted at a lower dosage than usual as thew sd 
effects may be potenbated by the use of Iithium TI 
hes been ehown to be of particular importance for t 
concurrent use of ithrum and halopendol 
Pharmeceutioal a Coo condones 
storage required Tablets should not be crushed r 
any attempt made to dissolve them before adminest 
tron 

Legal eategory POM 

Packege quantrnee Tubes of 100 ond 101 
tablets Fibre drums of 10 000 tablets 

Further mforrmmation Na | 


a a ma 
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Prothiaden works beneath the disguises 


HvoRocHLORIDERP) Of depression 


The disguises of depression and the new Calendar Pack gives your patients every 
patents brave face may fool everyone but his „— <- assistance to comply with your 
doctor To a growing number of doctors instructions. 







_ the benefits af Prothiaden are also 
obvious. In tnals, Prothiaden References: ` s 
has shown supenonty to 1.Rees,] A.& Cryer PC , Cum Med. 
amitnptylme and with less Res Opin, 1978, 4,418 
side effects!** In a group Res aao i i 
of patents who are hkely to fy; 3. Lipsedge,M S, Linford Rees, W & Pike,D J, i 
be tred and confused the Psychopharmacologia (Berl) 197,19,163 


Prothiaden 75mg 
a simple, evening dosage regimen treats fhe underlying depressive iness 


Abbreviated Prescrbmginformaton Precautions and Contra-indications Side Effects 1hese are usually mid and 


Presentation Prothiaden s dothrepin Prottuaden has ants choknergic properties, normally controfied by reducing the dosage 
hydrochlonde, an ant depressant of the therefore, tt may precipitate urinary retention The following have been reported dryness of 
tricylic group It is available as 25 mg m susceptible indriduals and tts use should mouth, constipation, drsturbed accommodation, 
capsules and 75 mg tablets be avoided in patents with existing or orthostatic hypotension, palptations, 
Dosage Prothiaden should be given ina potental unnary retention Prothiaden should somnolence, tremor, headache 

dosage of 75 to 150 mg daily, based on not be used in patents with closed angle Basic NHS Price 28x75 mg £1 39 


response and severity Tms may be taken as glaucoma Caution is advised when treating Product Licence Numbers PL 0014/5941, 
* asingle evemng dose In certain arcumstances, eptleptic patents and those with cardiovascutar PL 0014/0209 

1e in hospital use, Prothiaden has been gwen disorders Prothraden should not be used Full mformation ts avéable on request 
. n dosages up to 225 mg daily with MAO inhibitors. The Boots Company Ltd , Nottingham, England 
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Tare II . 
Correlation matrix: clinical ratings, psychometric and self report scales of the alcoholic population 


























Clinical Clinical Fear ` Survey CAQ EPI Selected 
Rating: Rating: Survey of Anxiety Neuro- Agora- 
Agora- Social Schedule Social * (2nd ticism phobic - 
phobia + phobia + Inadequacy order) Items 
Clinical Rating: 
Social Phobia .40 
+ +x 
Fear Survey 
Schedule .61 .46 
** ** 
Survey of 
Social .52 .63 .66 
Inadequacy a ** *x* 
CAQ Anxiety 
(2nd order) .33 .25 AS .40 
+ * ** ** 
EPI : 
Neuroticism .49 32 .56 .36 .60 
** ** a ** ** 
Selected , 
Agoraphobic .73 .55 .80 -77 30 48 
items + ** * ** * +e 
Selected 
Social .62 .70 .77 .95 44 .53 .79 
Phobic Items ** ** x+ ** »* ** oe 
** P <.001 * P <.02 


+correlations based on either of these scores were derived from Kendal’s tau, as an assumption of equal interval 
scales on ratings was not made. All others are Pearson’s Product Moment Coefficient. 


Phobias and alcohol dependence Agoraphobics and Borderline Agoraphobics 

Details of relative ages of onset of phobia and are combined a steady sequence appears from 
of physical alcohol dependence were obtained the mean age of onset of agoraphobia through 
from a random group of 44 alcoholics who had the mean age at which alcohol became a real 
reported a history of physical dependence and problem (i.e. caused alcohol-related problems) 
who were rated clinically as fully phobic or _ to the mean age of onset of physical dependence. 
borderline phobic (see Table ITI). When Full A similar sequence appears in combined Full 
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Ages of onset of phobias and physical alcohol dependence 























Agoraphobia Social Phobia 
Full Borderline Full Borderline 
Phobics Phobics Both -  Phobics , Phobics Both 
N=15 N=17 Combined N = 20 N = 20 Combined 
(12M: 3F) (15M: 2F) N = 32 (19M: 1F) (16M: 4F) N = 40 
Mean a ge of 
onset of Phobia 22.3 21.9 22.1 21.3 16.7 19.0 
Mean age Alcohol 
to bea 

‘real’ problem . 24.1 28.1 * 26 2 23.7 25.4 24.5 
Mean age of 
onset of physical 
dependence on 
Alcohol 26.9 30.4 28.8- - 25.7 29.2 


27.5 











Onset of phobia significantly more often precedes onset of alcohol related problems: x? =/11; P < .001. 


Social Phobics and Borderline Social Phobics, 
although each stage occurs slightly earlier. 

When the subgroup of full phobics is com- 
pared with the subgroup of borderline phobics 
in the case of agoraphobics and social phobics 
separately, the mean age of onset of phobia in 
both borderline groups precedes that in their 
respective full phobic group. The difference is 
very pronounced in the case of social phobia, 
whose borderlines report their onset as 16.7 
years, whereas their full phobics report the 
onset as 21.3 years. In contrast with this, the 
two other mean ages, namely, when alcohol 
began to be a ‘real’ problem and the onset of 
physical dependence, are both slightly later in 
the case of the borderline subgroups than in this 
respect in full phobic groups. . 

Although most subjects’ phobias preceded 
* both the onset of alcohol-related problems and 
of physical dependence, eight of the 44 subjects 
reported that phobia or borderline phobia 
developed after the onset of either alcohol- 
related problems or of physical dependence. A 
further, three experienced one type of phobia 
preceding the onset of alcohol-related problems 
and dependence and’ developed the other type 


of phobia later. The onset of phobia is found to 
precede the onset of alcohol-related problems 
significantly more often than the ‘converse 
(x? = 11.0; df = 1; P <.001). 

The distribution of the population in terms 
of age is summarised as follows:— One third 
of the group of 102 are in the 21-30 age range, 
and a third are in the 31-40 range, most of the 
remainder are in the 41-60 range. Borderline 
and full agoraphobics combined do ‘not differ 
significantly in age distribution from the total 
population of this study (x? = 5.99; df = 5; 
ns). Likewise borderline and full social phobics 
combined do not differ significantly in age 
distribution from this total population (x? = 
8.44; df = 5; ns). ; 

In terms of social class breakdown, of the 84 
male subjects 3 (3.6 per cent) are in class I, 
9 (10.7 per cent) are class II, 32 (38.1 per cent) 
are in class III, 23 (27.4 per cent) are in class 
IV and 17 (20.2 per cent )are in class V. The 
social distribution of borderline and full agora- 
phobics combined or of borderline and full 
social phobics combined does not differ sig- 
nificantly from the socia? distribution of the 
total alcoholic population in this study’ (Agora- 
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phobia: y? = 7.5; df = 4; ns; Social phobia 
x? = 4.47; df = 4; ns). 
As regards marital status, 45 of the 102 were 


single, 22 married, 14 separated, 19 divorced’ 


and 2 widowed. Sixty-one males and 11 females 
were unemployed at the time of admission. 


Discussion 


The results indicate a surprisingly high 
proportion of patients with features of either 
agoraphobia, social phobia or both in this in- 
patient alcoholic population. Only one third, 
approximately, have no specific clinical phobic 
features as defined here; two thirds have at 
least mild phobias, leading to restricted function- 
ing in important social and occupational 
areas;: one third show avoidance behaviour 
and suffer these disabilities to a marked extent. 
These figures are specific to admissions in the 
north eastern area of England only. They should 
be extrapolated with caution to alcoholics 
generally, as so little is known of the prevalence 
of phobias in the general population, and even 
less in.a specifically alcoholic one. Further, one 
alcoholic population may be quite dissimilar to 
another, although comparisons with other UK 
units suggest that the populations are broadly 
similar. On the other hand it appears quite 
plausible that phobic alcoholics may enter 
other psychiatric treatment facilities and re- 
ceive treatment directed primarily towards 
their phobias or secondary depression (Quitkin 
et al, 1972). 

There are some indications of selective 
referral in that the ratio of females to males in 
the population under study is markedly smaller 
than the | to 3, female to male alcoholic ratio 
generally found in referrals to other agencies in 
the community (Merseyside CA Report 1977). 
Why this is so here is not precisely known, but 
it is our impression the female phobic alcoholics, 
if recognized to be psychiatrically ill, are 
referred more readily and selectively to general 
psychiatric units rather than to an ATU or 
alcoholism services generally, and that attention 
is focused on the mood disturbance primarily. 

Earlier studies give some indications of the 
level of phobias in*the general and specific 
populations. One systematic study (Agras et al, 
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1969) in Vermont, USA, found te total 
prevalence of all phobias of about 8 per cent 
in a random sample of the population with 
agoraphobia having a prevalence of 0.6 per cent 
and severely disabling phobias a prevalence of 
0.2 per cent. Many authors make the useful 
distinction between the occurrence of phobias 
as a symptom, and phobic states whereby the 
phobias themselves become the predominant 
and disabling condition. The prevalence of 
phobic symptoms of any kind has been estimated 
variously in general psychiatric populations 
from 20 per cent (Errera and Coleman, 1963), 
to 44 per cent (Frazier and Carr, 1967). 

The prevalence of agoraphobia and social 
phobia in two large series of psychiatric patients 
with predominant mood disorders has been 
found to be 54 per cent and 51 per cent 
(Schapira, Kerr and Roth, 1970) and 65 per 
cent and 61 per cent (Mullaney, 1979) res- 
pectively. It should be noted that in Schapira 
and Kerr’s study only figures for the predomi- 
nant phobia are given, so they are not strictly 
comparable. The second of these studies used 
the rating system employed here and found a 
prevalence of 36 per cent and 29 per cent res- 
pectively for the more severe grades, which 
compares with the designated fully phobic 
groups in the present study. One of the few 
controlled studies was carried out by Schapira, 
Kerr and Roth (1970), who matched their series 
of patients for the predominant phobic symptom 
with a controlled population from a fracture 
clinic where the prevalence of agoraphobia and 
social phobia (all grades) was found to be 
30 per cent and 16 per cent respectively. How- 
ever, these figures may well have been spuriously 
elevated due to the frequency of alcohol abusers 
in a fracture clinic population. Preliminary 
results from a study using a similar population 
as controls indicate high rates of alcohol abuse. 

‘It is of interest that the prevalence of agora- 
phobic and social phobic symptoms in the’ 
alcoholic population in this study appears to be 
almost as high as that in the affective groups, 
higher than in miscellaneous psychiatric popu- 
lations and probably much higher than in the 
normal population. These figures raise the 
interesting possibility of an interaction between 
the development of phobias and heavy alcohol 
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consumption frequent enough to have 
clinical relevance. 

The high scores of subjects on the Problems 
with Drinking Scale and Michigan Alcoholism 
Screening Test indicate that most of the subjects 
are seriously alcohol-dependent if not necessarily 
physically dependent: the high level of mean 
daily consumption (275 gms of absolute alcohol) 
adds further confirmation. va 

The ratio of the sexes in the study population 
corresponds closely to the national alcohol unit 
admission figures for 1974 (Hore and Smith, 
1975). The mean ages (35.6 years, males; 35.0 
years, females) are each approximately 5-6 
years below the 1974 figure, which is in keeping 
with a consistent falling trend in age of admi8- 
sion nationally. However, the social class dis- 
tribution here differs from that found by these 
authors and more closely reflects the unit’s 
catchment area. 

_That the presence of apparently widespread 
agoraphobia and social phobia problems’ in a 
specific population of alcoholics has not been 
noted before requires some explanation. Phobic 
symptoms are easily mistaken for the relatively 
similar withdrawal ‘symptoms encountered in 
the clinic; clinicians often feel obliged to con- 
centrate priority action on the medically urgent 
need for detoxification; alcoholics are tradition- 
ally difficult to treat and poor in prognosis and 
so typically do not receive extensive psycho- 
logical investigatiéan; and the alcoholic himself 
may not discriminate his phobic anxiety from 
withdrawal anxiety and may not believe his 
own level of anxiety is different from that of 
most other people. 

To ascribe precise dates to the onset of either 
the phobias or the alcohol abuse presents diffi- 
culties, and to suggest that either is instrumental 
alone in causing the other would be rash. 
However, the more common sequence is for the 

_ development of the phobias some years before 
`" the attainment of alcohol problems or physical 
dependence. It would appear from Table III 
that the less disabling the phobia the later the 
manifestation of alcohol problems. 

It seems possible that there may be some 
specific. pharmacological effect of alcohol on 
phobics, since a variety of drugs, including 
mono-amine-oxidase inhibitors (Tyrer, 1976) 
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and tricyclics (Klein and Fink, 1962) have been 
mooted as specifically effective in influencing 
these conditions. Alcohol has subtle effects on 


‘mood but its clinical relevance has not yet been 


fully determined. Note must be taken of the 
relationship of phobias to alcoholism, since 
pharmacological treatment with MAOIs dir- 
ected towards phobia should preclude heavy 
alcohol intake. With the wider acceptance and 
access to alcohol generally (Kessel Report 1978) 
many phobic females are at risk of developing 
alcohol problems. 


Conclusions 


All problem drinkers require to be screened 
for phobic symptoms. Both the possible phobia 
and alcohol dependence require assessment and 
treatment in their own right. As behavioural 
methods are now established as a component 
treatment of choice for phobic disorders, it 
would be appropriate for such treatment to be 
experimentally introduced to supplement other 
therapies for this population. To ignore the 
phobic aspects of alcoholism would appear to 
leave a potent contribution to relapse still 
unaffected. 
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A Case of Insane Automatism ? 


By ROSEMARIE V. COPE and W. MARTIN DONOVAN 


Epileptic automatism is now believed to be a 
rare disorder, and only a very small number of 
cases have been described (Knox, 1968; Gunn 
and Fenton, 1971; and Gunn, 1978) in which 
aggressive behaviour has occurred during auto- 
matism. There are important legal issues in- 
volved if a serious crime is committed and insane 
automatism is given as the defence. 

Our case falls into the rare legal category of 
insane automatism, but even more unusual is the 
fact that the lesion responsible for the patient’s 
behaviour was not discovered until relatively 
late during the course of his illness. 


The Case 


A 36-years-old ‘Scotsman was referred following an 
overdose of his anticonvulsant phenobarbitone. He'gave a 
history since 1975 of attacks affecting his right arm, pre- 
ceded by an electric-like tingling in the back of his neck, 
radiating down the right arm which became weak and 
was drawn involuntarily across his chest for some 10-15 
seconds. These attacks, which occurred approximately 
monthly, would sometimes be followed by episodes of un- 
provoked violence for which he was amnesic. Following 
such an attack he took the overdose. Phenobarbitone had 
not affected fit frequency. In hospital with satisfactory 
levels of carbamazepine he still had occasional partial 
attacks and one violent episode when he punched a hole 
through a reinforced plate glass window. 

He was born ullegitimately and had a poor relationship 
with the man his mother subsequently married. At the age 
of eight he was sent to an approved school for seven years 
as being beyond parental control. After discharge he soon 
committed a new offence and was sent for borstal training. 
In his criminal sub-culture street fighting was common- 
place and in 1975 he had three head injuries within 
several months, on each occasion followed by a period of 
unconsciousness for some hours but no fractures or early 
fits. He had a number of casual jobs but he continued to 
offend, though none of these offences involved violence. It 
is relevant to note that he earned early remissions because 
of his good conduct in prison. He had always been a heavy 
drinker but his alcohol tolerance had decreased consider- 
ably after the head injuries. 

The episode that led to his last offence started in a 
public house. He left hoping that the symptom of tingling 
in the right arm would pass. He recollected seeing a fight 


in the street but was unaware of subsequent events until 
he found himself holding a knife, having stabbed a total 
stranger. In court no medical defence was offered as he 
had not revealed the existence of the attacks. He continued 
to have regular episodes of unprovoked aggression during 
his two-year prison sentence, as a result of which he was 
moved to three prisons and lost his remission. In prison a 
diagnosis of post-traumatic epilepsy was made-despite a 
normal electroencephalogram. 


Investigations 


On admission, apart from his high anxiety 
level, there were no psychiatric symptoms. 
Physical examination revealed a mild right- 
sided hemiparesis. An electroencephalogram, 
brain scan, skull and chest x-rays were all nor- 
mal, as were routine blood tests. 

He was referred for computerised axial tomo- 
graphy and this showed an area of decreased 
density related to the left cingulate gyrus; also 
the left parasagittal subarachnoid space was 
smaller than the right, a feature suggestive of a 
cerebral tumour. A left carotid angiogram re- 
vealed an avascular area in the left frontal 
region with a displacement of the anterior 
cerebral artery to the right. At operation a well- 
differentiated fibrillary astrocytoma (6x43 
cm) was removed from the left frontal lobe. He 
was left with a dense right-sided hemiplegia and 
died, unfortunately, of respiratory failure two 
days after operation. 


Discussion 


This case raises several interesting points. 
First, from a clinical point of view, the initial 
diagnosis of post-traumatic epilepsy seemed 
reasonable in view of the previous history. 
Jennett (1975) found that in 25 per cent of such 
cases the first fit was delayed for more than four 
years after the trauma and in 40 per cent of the 
cases it was focal in nature.° 

The discovery of a frontal lobe tumour by 
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computerised tomography was totally unex- 
pected. Before surgery was accepted by the 
patient he posed several difficulties in manage- 


ment. He initially talked about discharge and ` 


declared his intention of stopping anticonvul- 
sant medication. He also talked quite rationally 
of suicide as a way of resolving his predicament. 

Because he was an informal patient in a hospital 
without secure facilities he could leave at any 
time. He could not be sent to a Special Hospital 
because Part IV of the Mental Health Act was 
inapplicable, as his fits were controlled whilst on 
medication and his mental state could not justify 
compulsory detention. Similarly, he could not be 
dealt with under Part V of the Act unless he 
committed a further offence. The dilemma was 
resolved as the patient accepted the real risks of 
an operation. 

The second important issue raised by this case 
is the medico-legal one. At present English law 
distinguishes between insane automatism (based 
on underlying disease of mind) and non-insane 
automatism (due to external factors). 

The pattern of behaviour at the last offence 
suggested that the patient was then in a state of 
epileptic automatism. This is a clinical diagnosis 
and is one of the various conditions that qualify 
for the legal definition of insane automatism, for 
it was the result of underlying cerebral path- 
ology, recurrent in nature and likely to result in 
violent behaviour. Insane automatism is an 
‘insanity defence’, and, if successful the special 
verdict of ‘not guilty by reason of insanity’ must 
be brought (Criminal Procedure (Insanity) Act 
1964, Section 1) and the patient sent to a hos- 
pital specified by the Secretary of State and 
subject to the same restrictions as laid down 


under Section 65 of the Mental Health Act 1959.- 
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The fact that these legal concepts do not always 
fit clinical diagnosis has led to some confusion. 
This has been illustrated by the recent corres- 
pondence following Gunn’s (1978a) case report 
on epileptic homicide, from Bartholomew: et al 
(1978), Gunn (1978b), and Milne (1979). 

It is possible that the issue will be clarified if 
the proposals of the Butler Committee (1975) 
are carried out. They recommend (p. 224) that 
except ‘for transient states not related to other 
forms of mental disorder and arising solely as a 
consequence of the administration, mal-admin- 
istration or non-administration of alcohol, 
drugs or other substances, or from physical 
injury’, all other cases of automatism should be 
within the special verdict, with wider discretion 
in disposal. 
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Comments 


a I 


THE TREATMENT OF PREMENSTRUAL 
SYMPTOMS 

Since the first systematic description of the pre- 
menstrual tension syndrome (Frank, 1931), a 
bewildering array of treatments has been suggested, 
all of which are based on some underlying notion of 
aetiology (Steiner and Carroll, 1977). Unfortunately, 
in this area uncontrolled studies of efficacy are the 
rule. Such few double-blind, controlled studies as 
have been performed have been almost invariably 
negative. 

One of the earliest causal theories postulated an 
imbalance in the premenstrual phase between the 
ovarian steroids oestradiol and progesterone (Israel, 
1941). A considerable literature now exists testifying 
to the therapeutic usefulness of oral contraceptives in 
premenstrual tension (Mears and Grant, 1962; 
Moos, 1969a; Herzberg and Coppen, 1979; Silber- 
geld et al, 1971; Goldzieher et.al, 1971). A study of 
over five thousand woman members of the Kaiser 
Foundation Health Plan (Kutner and Brown, 1972) 
reported that patients taking combination pills had 
significantly less severe premenstrual depression than 
sequential users, a finding often cited in support of the 
notion that the greater the progestational activity in 
the premenstrual phase the less the depression. My 
own study of the prevalence of premenstrual com- 
plaints in women attending their general practitioners 
found little difference in the proportion of pill-users 
and non-users complaining of premenstrual symp- 
toms. However, women on the -pill complained of 
significantly fewer symptoms. The oral contraceptive 
study conducted by the Royal College of General 
Practitioners (RCGP, 1974) found that the reporting 
of premenstrual symptoms amongst pill-users was 
29 per cent less than in the controls. 

However, such findings require clarification. 
Cullberg, in a carefully controlled study (Cullberg, 
1972), identified a small group of premenstrual 
tension patients who were made worse by highly 
oestrogenic oral contraceptives and better by 
strongly progestogenic ones. A double-blind con- 
trolled trial showed remarkably little difference 
between oral contraceptive users and non-users 
(Morris and Udry, 1972) while in an uncontrolled 
study (Hood and Bond, 1959), 21 of 25 patients with 
premenstrual tension were relieved by an oral 
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contraceptive but the improvement was not sustained 
and was not superior to that obtained by other 
methods. It has also to be borne in mind that surveys 
of users and non-users of the pill may reveal a mis- 
leadingly favourable picture of therapeutic efficacy as 
a consequence of the tendency of patients who 
tolerate the pill badly or whose premenstrual 
symptoms are exacerbated by it to discontinue its use 
and turn to other methods of contraception. 

Nevertheless, Smith (1975), at the end of a 
balanced review, concludes that the administration of 
an oral contraceptive to a patient with premenstrual 
symptomatology is probably worth trying with one of 
the following results to be expected: (a) relief of 
symptoms; (b) continuation of symptoms but limited 
to one or two days premenstrually; (c) intolerance of 
the oral contraceptive (depressive side-effects); 
(d) no change. 

The use of the natural hormone progesterone has 
been extensively reported and enthusiastically en- 
dorsed (Dalton, 1964; 1977; 1978). In so far as there 
is any underlying theory, it is the assumption, first 
mooted by Israel (Israel, 1941), that there is in- 
adequate functioning of the corpus luteum with the 
result that oestrogen is insufficiently opposed by 
progesterone. A number of recent studies have 
reported a flattening of the progesterone curve in the 
luteal phase in premenstrual complainers (Backstrom 
and Carstensen, 1974; Munday, 1977) but others 
have failed to confirm this finding (Smith, 1975; 
O’Brien et al, 1979). The main drawback with the use 
of progesterone is that it is ineffective when taken by 
mouth. Injections, in doses ranging from 50 to 100 
mg daily, are unpleasant and inconvenient, due to the 
large amount of oily vehicle necessary, and sup- 
positories and pessaries are expensive and aesthetically 
distasteful to many, particularly when their use has 
to be continued for up to two weeks in every month. 
While the literature is rich in favourable reports, few 
of these are of adequately controlled trials. One 
double-blind, controlled trial of progesterone in- 
jections in 14 carefully documented cases of pre- 
menstrual depression did not find it superior to 
spironolactone or placebo (Smith, 1975). Nor was 
‘any correlation found between plasma levels of 
progesterone and oestrogen and therapeutic benefit 
or lack of it. 
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In the light of the problems associated with the use 
of naturally occurring progesterone, a number of 
synthetic progestogens have been tried. One recent 


study (Taylor, 1977) reported 70 per cent of women’ 


cured or markedly improved with dydrogesterone 
(Duphaston), 10 mg bd. Symptoms which showed 
particular benefit included weight gain and feeling 
swollen or bloated. Psychological symptoms, such as 
depression, irritability and tension, improved less 
markedly while breast tenderness was hardly affected 
at all. However, this study was not blind. An early 
comparative study involving a progestogen, a minor 
tranquillizer and a placebo found the two active 
treatments and the placebo of roughly equivalent 
effectiveness (Swyer, 1955) while a similar study 
comparing a progestogen, a diuretic and a placebo 
produced similar findings (Jordheim, 1972). 

More recently, a scrupulously conducted, double- 
blind controlled trial of progesterone have failed to 
establish its superiority over placebo in the treatment 
of a variety of common premenstrual symptoms 
(Sampson, 1979). 

Recently it has been suggested (Horrobin, 1973; 
Carroll and Steiner, 1978) that raised prolactin 
levels could account for the main premenstrual 
complaints. The evidence, however, is far from 
convincing. Raised levels were reported in a series of 
28 premenstrual patients (Halbreich et al, 1976) but 
the actual levels were not mentioned. Brush reported 
finding a number of premenstrual women with ‘high 
normal’ prolactin values which appeared to be 
associated with low progesterone values (Brush, 1977). 
Benedek-Jaszmann and Hearn-Sturtevant (1976) 
believing prolactin to be ‘the key to the aetiology of 
the syndrome’, used the prolactin-suppressant drug 
bromocriptine 2.5 mg bd in a double-blind controlled 
study and found it superior to placebo in relieving 
breast symptoms, oedema, weight gain and’ mood 
disturbances. However, the reported levels of pre- 
treatment prolactin were within normal limits and 
the sample was made up of women attending for 
treatment of prolonged infertility. Ghose and 
Coppen (1977), in a controlled trial of bromocriptine 
versus placebo, did not find the drug superior. 
However, the dose used in the latter trial was only 
2.5 mg daily, a dosage which these authors found 
sufficient to reduce plasma prolactin to a significantly 
low concentration and without the unpleasant side- 
effects associated with the higher dosage. 

Energetic research effort has failed to reveal a 
consistent relationship between fluid retention and 
premenstrual complaints (Bruce and Russell, 1962; 
Golub et al, 1965; Reeves eż al, 1971), yet enthusiastic 
claims are still made on behalf of diuretics as a form of 
treatment. Russell, confronted by this gap between 


theory and evidence, has dubbed the whole’notion of 
fluid retention as a cause of premenstrual fension 
‘one of the medical. myths which seems to have 
captivated the minds of examination candidates and 
authors of standard text books of psychiatry’ (Russell, 
1972). A number of uncontrolled studies support the 
use of ammonium nitrate (Stieglitz and Kimble, 
1949) and chlorthiazide (Appleby, 1960) but double- 
blind trials of potassium chloride (Reeves et al, 1971) 
and chlorthalidone (Mattsson and Schoultz, 1974) 
have failed to demonstrate their superiority over 
placebo. Recently a causal role has been suggested for 
aldosterone and spironolactone, 25 mg daily, reported 
to be significantly better than placebo in reducing 
weight gain and relieving psychological symptoms 
(O’Brien eż al, 1979). However, the placebo response 
rate in this study was unusually low and the authors 
failed to show any significant difference in the 
premenstrual aldosterone levels of women whether 
with or without symptoms. 

Psychoactive drugs may have an important place in 
the treatment of premenstrual mood disturbance but 
again there is a dearth of adequate studies. An early 
study of 42 premenstrual tension patients reported 
that 78 per cent were improved when treated with 
meprobamate, a figure which compares favourably 
with those reported in similarly uncontrolled studies 
of more modern agents (Pennington, 1957). Good 
results have also been claimed with lithium (Sletton 
and Gershon, 1974), but two controlled trials have 
failed to sustain this claim (Singer et al, 1974; 
Mattsson and Schoultz, 1974). 

Miscellaneous treatments abound. One experi- 
enced therapist, reviewing almost 50 different 
treatments used by him over 25 years, was unable to 
draw any firm conclusions concerning their usefulness 
(Henriksen, 1962). Virtually every vitamin has been 
recommended but recently there has been a revival of 
interest in pyridoxine. Preliminary results of its use in 
an open, uncontrolled study of 70 women suggested 
that in doses ranging from 40 to 100 mg daily it 
provided benefit to over 50 per cent particularly with 
regard to headache, oedema, bloatedness, depression 
and irritability (Kerr, 1977). However, the results of 
the one reported controlled study have been dis- 
appointing (Stokes and Mendels, 1972). While the 
efficacy of psychotherapy was doubted early on*’ 
(Rees, 1953), others have claimed it to be helpful in 
approximately half the patients who receive it 
(Fortin et al, 1958). Given the large placebo response 
in this condition, it would be surprising if this were 
not so. Recently, a reaction against what is seen as a 
premature assumption that premenstrual complaints 
are primarily biological in origin has led some 
researchers to suggest that modification of women’s 


578 


attitudes to menstruation and the role. of stress in the. 
premenstrual phase might prove a more -effective 
approach (Rodin, 1976). The tendency to attribute 
any distress in the premenstrual phase to some. 
underlying biological change, so this argument goes,: 
could predispose women to suffer guilt, anxiety and 
depression as a function of their belief in the bio- 
logical explanation of premenstrual tension and might 
make action to ‘alter upsetting situations more 
unlikely (Valins and Nisbett, 1971). To. date, 
however, no study of the therapeutic efficacy of 
altering women’s attitudes to premenstrual symptoms 
has been reported. » ` - 

Given the paucity of evidence favouring any of the 
established treatments of premenstrual symptoms, 
therapeutic pessimism or even ‘nihilism . might 
appear an appropriate posture for the -clinician to 
adopt. Yet, the high placebo response in this con- 
dition reported in ‘a number of double-blind trials 
already mentioned (Jordheim, 1972; Mattsson and 
Schoultz, 1974; Stokes and Mendels, 1972 ; Sampson, 
1979) suggests otherwise. An additional complication 
is that ‘treatments have! by and large been. indis- 
criminately applied to a heterogeneous, collection of 
premenstrual symptoms despite the growing evidence 
that the premenstrual syndrome is:not uniform but is 
composed of a number of:distinct, though related 
symptom clusters‘or complexes (Moos, 1969b; Clare, 
1977). Advances. in our’ understanding of premen- 
strual symptoms and their treatment may yet be made 
if. different treatments ‘are: applied: in a- controlled 
manner to specific premenstrual symptoms and if as 
much attention is paid to the problems of rating 
premenstrual complaints as-is currently paid to the 
measurement of plasma’ and endometrial enzyme and 
hormone levels. :. - A 3 aT y : 
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Book Reviews 





Psychiatry, Genetics and Pathography: A 
Tribute to Eliot Slater. Edited by Martin 
Roty and VALERIE Cow. Gaskell (For the 
Royal College of Psychiatrists). Ashford, Kent: 
Headley Brothers Ltd. 1979. Pp 225. £10.00. 

As its title declares, this book is a tribute to a man 
of rare intellectual distinction. Other British psych- 
iatrists of his generation possessed the same high 
intelligence and literary talent, and greater political 
skills, but none possessed Eliot Slater’s mathematical 
abilities or scientific training, and probably none 
contributed so much as he to the development of 
clinical psychiatry as a scientific discipline. Although 
his reputation is based on his thirty years of research 
on the genetic basis- of schizophrenia and manic 
depressive illness the textbooks he wrote with Mayer 
Gross, Roth and Sargant symbolized British psych- 
iatry to the rest of the world for a generation and 
under his editorship the British Journal of Psychiatry 
acquired a stature and authority that were altogether 
new. How characteristic of this great polymath that 
now, in his seventy-fifth year, as well as fearlessly 
championing euthanasia and intellectual elites in 
defiance of contemporary opinion he 1s also exhibiting 
his paintings and pursuing a Ph.D. in Shakespearean 
studies. 

The twenty essays ın this collection are very varied 
in style and subject matter: what unites them is their 
purpose, for all were written as a personal tribute to 
Eliot Slater by his friends and former colleagues. 
Some are significant original contributions to the 
literature on psychiatric genetics or pathography, 
others are composed of reminiscences, anecdotes and 
speculations. It is, as it should be, a book to browse 
through at leisure rather than to read solemnly from 
cover to cover. And it surely will be read with 
pleasure by most of Eliot Slater’s many friends and 
acquaintances. For those who can only count 
themselves his admirers the two most interesting 
chapters are undoubtedly those by Eliot himself, one 
a fascinating analysis of the personality traits of great 
musicians, the other a ‘frivolous piece’ arguing with 
all the plausibility of a psychodynamic formulation 


Sleep Research. Edited by R. G. Prist, A. 
PLeTscHER and J. Warp. Lancaster, Lancs: 
MTP Press. 1979. Pp 224. £7.95. 


The present volume of conference proceedings 
shows how they can be well produced and reach the 
reviewer's desk barely nine months after the meeting. 
This was the Northern European Symposium on 
sleep, much of which was devoted to various aspects 
of the benzodiazepines. The first section on physiology 
and pathophysiology af sleep, deals with some 
biochemical aspects indicating that benzodiazepines 
are bound to a specific target site in the brain. The 
second and third sections deal with the treatment of 
sleep disorders, parameters of efficiency and clinical 
experience. Research on a wide range of well estab- 
lished as well as newer hypnotics were studied, 
including the pharmaco-dynamics and comments on 
usage. Discussion follows each section and_is lively 
and informed with points, for example, on changes in 
cerebral blood flow with sleep. This volume contains 
much of value to the reader with a general interest in 
sleep. However, it is for the library rather than one’s 
own shelves in spite of the relatively modest price and 
pleasant format. 


D. F. Scorr, Consultant in Charge, 
EEG Departnent, The London Hospital 


Sleep Disorders: Diagnosis and Treatment. 
Edited by Ropert L. Wrutiams and IsmMer 
Karacan. New York: John Wiley. 1978. Pp 417. 
$22.50. 


, After reading the preface the reviewer started by 
pitting his knowledge of the subject against the team 
of authors who wrote this book. The index provided 
the location of a useful section on epilepsy and sleep, 
but it indicated the scanty mention of the subject of 
‘cot deaths’, now graced by the abbreviation SIDS 
(Sudden Infant Death Syndrome), an area of many 
recent reports where, particularly in the high risk 
cases, sleep studies may prove helpful. 

Turning to the book itself, it is divided into three 


that Hamlet’s real tragedy was that he... But I Sections. The first deals with primary sleep disorders, 

won’t spoil it for you. and of course a long section on narcolepsy and hyper- 

‘somnia is found, though one has to bear in mind that 

R. E. KenveE Lt, Professor of Psychiatry, these are fairly rare disorders in clinical practice. 

University of Edinburgh Biofeedback as a treatment in the intractable dis- 
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order, chronic insomnia, receives attention. The next 
part is devoted to secondary sleep disorders. These 
include sleep patterns in depression, schizophrenia 


and various medical, neurological and surgical con-- 


ditions. The third section 1s a surprising one. It deals 
with various aspects, not merely the use of the sleep 
laboratory, in the investigation and treatment of 
impotence. The fact that somewhat over an eighth of 
the book is devoted to this topic seems to be un- 
warranted. However the individual chapters are 
generally of a high standard, and provide useful 
bibliographies. The contents vary, some concentrate 
on original research others on speculation. Some have 
summaries and conclusions, others are without. It is a 
pity that the authors do not provide a final chapter 
bringing the various aspects together, and looking to 
the future. It seems that only a few dedicated indi- 
viduals will buy this volume, but nevertheless it is a 
useful reference work on a fascinating subject. 


D. F. Scorr, Consultant in Charge, 
EEG Department, The London Hospital 


Evoked Brain Potentials and Behavior. Edited 
by Henrı BeoLerTeR. New York: Plenum Press. 
1979. Pp 568. £22.05. 


The Downstate Series of Research in Psychiatry 
and Psychology have already published a first volume 
on Communicative Structures and Psychic Structures and 
this is their second volume, devoted to Evoked Brain 
Potentials and Behavior. It is meant to ‘focus on the 
interaction between psychic phenomena and physical 
processes’ and Professor Robert Dickes in his fore- 
word considers the volume as ‘representative of 
biological psychiatry at its best’. The editor in his 
preface emphasizes that specific components of the 
evoked brain potentials are more related to psycho- 
logical demands of the situation than to the pre- 
sentation of the evoking stimulus. 

This is yet another multi-author book originating 
from a conference at the State University of New York* 
in 1977. The book is divided into four main sections. 
Stimulus, Meaning and Evoked Potentials; Brain 
Dysfunction and Evoked Potentials; Psychopathology 
and Evoked Potentials: and Data Analysis. The first 
paper is on ‘Stimuli with Biological Significance’ and 
the reader is immediately baffled: Can there also be 
stimuli without biological significance in the context 
of the title of this book? This chapter starts with a 
splendid statement: “Life lives on negative entropy”, 
and continues by reminding us that the world is 
governed by the Second Law of Thermodynamics. 


The chapter on ‘Everft-related Brain Potentials’ by 


Emanuel Donchin is the largest in the book covering 
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68 pages with 14 pages of bibliography. It is largely 
historical and somewhat tilted as 18 quotations bear 
the author’s name while there are only two references 
to the work of Grey-Walter and his team at the 
Burden Neurological Institute. . 

Several authors emphasize the importance of P300 
(by others called P3) but in some chapters it is not 
clear whether positivity or negativity are presented 
in the illustrations as an upward deflection. The 
references at the end of each chapter are often 
extremely patchy or perhaps limited only to a 
relatively small aspect of the authors’ interests, The 
diagrams invented by the various authors are often 
ingenious but very difficult to understand and 
sometimes to accept. There is a lack of uniformity in 
the presentation of data, each author, or group of 
authors, often repeating what another author has 
already tried to explain whether in full or in part. 

The chapter on “Evoked Potentials in Patients 
with Neurological Disorders” omits many relevant 
papers both in adult and, particularly, in neuro- 
paediatric problems and this field does not seem to 
be covered in other chapters. 

It is difficult to assess individual merits and faults 
in this book which does not include any aspects of the 
discussions that probably took place at the time of the 
conference in 1977. There are no concluding remarks 
and the subject index is somewhat patchy. The 
publishers have used a typewritten style rather than 
proper printing but the characters are neat and easily 
legible. This type of presentation is usual when a 
volume is going to be circulated within a few months 
after a symposium but on this occasion a couple of 
years have elapsed. The bibliography appears slightly 
stale in a field that is rapidly growing. The precise 
relationship between evoked potentials and behaviour 
(the aim of the book) does not emerge with any 
clarity in the majority of contributions and the 
reviewer is at a loss to understand for whose benefit 
this book was published. 


G. PampicLione, Physician in Charge, Department of 
Clinical Neurophysiology, The Hospital for Sick Children, 
London 


Basic Behavior Modification, By Apert Meu- 
RABIAN. New York: Human Sciences Press. 1978, 
Pp 86. $9.95. 

Progress in Behaviour Therapy with Delin- 
quents. Compiled and edited by Jerome S. 
STUMPHAUZER. Springfield, Illinois: Charles C. 
Thomas. 1979. Pp 390. $29.75. . . 

To write a ‘basic’ book without misleading is a 
difficult task. In this book we read: Oedipus (!) a boy 
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of 10, who wanted to get into bed with his parents, 
was eventually cured of this habit by giving him 
electric shocks to the forearm when imagining him- 
self in his mother’s bed. This is behaviour therapy 
gone „wild. Aversive techniques and systematic de- 
sensitisation, which is described at great length, are 
largely outmoded. Reciprocal inhibition is mistakenly 
referred to as a technique, whereas this Sherringtonian 
term is a purported mechanism for systematic desenti- 
tisation. Shaping, modelling, satiation and marital 
therapy are touched upon but insufficiently described. 
Progress in Behaviour Therapy with Delinquents is a 
multi-authored account of the treatment of adolescent 
offenders using a variety of approaches which can 
only be called ‘behavioural’ in the broadest sense. 
These include transactional analysis, assertion 
training and a group home for developing self coritrol 
in children. A token economy youth centre is des- 
cribed along with a fascinating account of a violent 
youth gang in Los Angeles. There is much that is 
purely speculative and of sociological rather than 
direct psychiatric relevance. Another difficulty is that 
some American material may be. irrelevant here. 
However the volume conveniently provides a useful 
collection of papers of great interest to the specialist. 


RICHARD STERN, Senior Lecturer, 
Institute of Psychiatry, London 


Behavioural Techniques. By RICHARD STERN. 
London: Academic Press. 1978. Pp 82. £3.50 
(paperback). 

Despite the vastness of the literature on behaviour 
therapy, there are remarkably few practical hand- 
books on the subject. This short book sets out to help 
fill the gap. No attempt is made to provide a theor- 
etical rationale for this treatment approach. Instead 
the material comprises a series of brief case studies, 
which serve to illustrate ways in which the various 
methods of intervention can be used. Common 
difficulties which arise when applying the techniques 
are described and solutions suggested. As a result, the 
book is always interesting and relevant to clinical 
work, 5 

So far as the techniques themselves are concerned, 
Stern has devoted more space to well-established but 
little-used methods, such as aversion therapy, while 
virtually ignoring exciting new developments in the 
field of cognitive behaviour therapy. Anxiety 
management training receives only a brief mention at 
the end although it is much more useful clinically than 
systematic desensitization, to which a complete 
chapter has been allocated. The impression this gives 
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is that no significant advances have taken place 
within behaviour therapy in the last fifteen years. 
The most serious shortcoming of this book is the 


‘absence of a section on designing individualized 


treatment programmes. A behaviour therapy hand- 
book which pays little attention to assessment and 
problem formulation is of limited value. Consequent- 
ly, in view of its academic and practical deficiencies, 
it will be used mainly as an introduction to the field 
for medical students and nurses. As such, it can be 
strongly recommended. 


Douca Macgay, Principal Clinical Psychologist, 


St Mary’s Hospital, London 


Cognitive Growth and Development: Essays in 
Memory of Herbert C. Birch. Edited by 
Morton Bortner. New York: Brunner/Mazel. 
1979. Pp 352. $22.50. 


Cognitive Therapy and Emotional Disorders. 
By Aaron T. Beck. New York: International 
Universities Press. 1976. Pp 356. $17.50. 


The essays in memory of Herbert C. Birch are a 
tribute to the range of his interests and abilities. Their 
authors all worked directly with Birch or owed a 
direct intellectual debt to him, and many share in 
addition his ethical concerns and enthusiasms. The 
range of the book is extensive, despite being confined 
to work related to cognition, and the three sections 
(Perceptual Processes, Intellectual Processes, and 
Complex Processes and Complex Behaviour) may 
serve different readers, but all will be well-served by 
authoritative reviews of areas to which the authors 
have made major contributions. Particularly recom- 
mended are Jack Tizard’s incisive but non-polemical 
paper on Race and Intelligence, Thomas and Chess’s 
condensation of their work on Temperament and the 
Dynamics of Development, and Rutter’s distillation 
of the research unravelling the nature and correct 
treatment of autism. A good book for any post- 


“graduate library. 


Cognitive processes also preoccupy Beck, but here 
the resemblance ends, for Beck is essentially a practi- 
tioner of a form of psychotherapy in the articulation 
of the concepts of which he has played a major part. 
His firm advocacy of his approach does not prevent 
him treating both psychoanalysis and behaviour 
therapy with respect, even if the version of the former 
whjch he despatches is rather a simple one for an 
ex-analyst, and even if not all behaviour therapists 
will welcome being designated as practitioners of a 


. sub-branch of cognitive therapy. 


Technically, the most intéresting of Beck’s contri- 
butions have to do with ‘tapping internal communi- 
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cations’ (teaching patients to link up provoking 
incidents or ideas, through the often-forgotten chain 
of thoughts and images, to the often catastrophic 
emotional response) and his emphasis on con- 
fronting maladaptive beliefs. All in all, he argues well 
for the conclusion that ‘cognitive therapy is readily 
comprehensible to the patient, testable by the researcher, 
teachable to the student and economical in terms of 
tme and money’. Young psychiatrists and those 
responsible for their training cannot afford to ignore 
the evidence upon which this claim is based. 


ANTHONY RYLE, Director, 
University of Sussex Health Service 


Clinical Diagnosis of Mental Disorder: A 
Handbook. Edited by Benjam B. WoLMAN. 
New York: Plenum Press. 1978. Pp 921. £31.50. 


As the book’s title suggests, the contributors’ 
emphasis is upon diagnostic rather than treatment 
methods. Specifically, it is concerned with the role of 
the clinical psychologist and the psychological test as 
instruments of psychiatric diagnosis. Some of the 
chapters are good, like Zubin’s on research in clinical 
diagnosis or Matarazzo’s on the Interview, while 
others are appalling, like Allison’s on the diagnostic 
usefulness of Wechsler’s Adult Intelligence Scale. 
Several chapters, like those on diagnosing brain 
impairment, or assessing mental deficiency or mental 
disorder or brain disease in the elderly, could be 
regarded as offering a useful introduction to practice. 
Others, like one of Wolman’s own contributions on 
the validation of his socio-diagnostic interview, 
illustrate some very naive expectations regarding the 
reliability of diagnosing schizophrenia. 

Uneven quality apart, this book seems irrelevant to 
a British readership in the 1970s and 80s. In Britain 
we are seeing the Health Service psychologist 
making a serious attempt to define areas of work and 
specify groups of patients, to which psychology-as a 
science and anyone trained in clinical psychology are 
likely to have something specific and effective to 
offer, both in assessing patients’ needs and in trying 
to meet them, within and outside the hospital service. 
This emphasis 1s totally different from that represented 
by Wolman and his colleagues. 


J. GrawamM-Wuite, Clinical Psychologist, 
The Royal Edinburgh Hospital 


Personal Construct Theory: Concepts tnd 
Applications. By J. R. Adams-Webber. 
Chichester: John Wiley. 1979. Pp 239. £9.75. 


This book provides & survey of research drawing 
upon G. A. Kelly’s theory of Personal Constructs. 
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There is an emphasis throughout upon ‘empirical 
work derived from the use of repertory grid technique. 
The author has provided a scholarly review of what 
has become a wide field of research, while at the same 
time pinpointing issues which are problematic for 
users of grid ‘methods. Of particular relevance to 
clinicians is a chapter on schizophrenic thought dis- 
order and one on fixed role therapy. The former re- 
views the work begun by Bannister and relates it to 
contemporary findings on conceptual structure and 
reorganisation. The second appraises Kelly’s thera- 
peutic approach as it has been applied to such 


‘clinical problems as homosexuality and stuttering. All 


in all, an informative and competent collation of the 
fruits of this approach to date. i 


ALAN RADLEY, Lecturer in Social Psychology, 
Loughborough University _ 


Beyond the Double Bind: Communication and 
Family Systems, Theories, and Techniques 
with Schizophrenics. Edited by Mitton M. 
Bercer. New York: Brunner/Mazel. 1978. Pp 
264. $16.95. 


This is another of those books in which our 
transatlantic colleagues delight—a conference cry- 
stallized in print. Like most of these publications it is a 
considerable mixture with some good bits and some 
bad. The idea was to bring together the authors of the 
original double-bind paper published in 1956— 
Bateson, Haley, Weakland but not, sadly, Jackson 
who died a’ few years ago. They, and other invited 
contributors, were to present their current views on 
the ‘theory and its future for understanding and 
treating schizophrenia. Unfortunately many of the 
papers are retrospective rather than prospective and 
only repeat what the authors have written elsewhere. 
Perhaps one should expect this. After all, it is just 
not possible to keep on turning out new concepts and 
ideas in a field as complex as this one. 

Of the original trio, Weakland disappoints, Haley 
is his usual mercurial self, but Bateson produces a 
fascinating, ‘if slightly mystifying, account of his 
latest intellectual journeys. Amongst the other 


“papers, that by Scheflen on ‘communicative concepts 


of schizophrenia’ is the most satisfying because it 
really does go beyond the original propositions. But 
the major omission of the book is that it does not 
include a really good critique of the double-bind 


‘concept. There is more work in this area than any 


of the writers quote and it is a major omission not to 
use it. So—a disappointing book but one -which 
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should be glanced at by all those interested in 
researching this fascinating area which just won’t go 
away | 


Dovucras Hooprr, Professor of Social Work, 
University of Hull ° 


Community Psychiatric Nurses—An Abridged 
Version of the Report of a Descriptive 
Study. By Joan W. PARNELL. London: The 
Queen’s Nursing Institute. 1978. Pp 112. £1.00. 


An Aid to Community Care. By Jonn Writer. 
London: Psychiatric Rehabilitation Association. 
1978. Pp 183. £3.00. 


What are community psychiatric nurses? What 
background are they recruited from? How are they 
trained? What work do they do in practice? What do 
other professionals think about their work? 

The Queen’s Nursing Institute in the person of 
Dr Parnell, set out to answer these various questions, 
and a report of this descriptive study was produced. 
The book is an abridged version of this report. It 
describes the responses of community psychiatric 
nurses to a postal questionnaire which sought 
information about their work and training. Enquiries 
were also made to senior nursing staff, consultant 
psychiatrists with a community psychiatric nursing 
scheme in their hospitals, consultant psychiatrists 
without such a scheme, general practitioners, 
district nurses and health visitors. 

This account will be of great interest to psych- 
iatrists planning local services when attempting to 
deploy scarce resources. It points out the need for 
some uniformity of training for these nurses and the 
value of better communication between nurses 
working in different areas. It describes the scope of 
such work comprehensively but the significance of the 
numerical data is sometimes confusing. Summaries of 
the different sections of the study would be extremely 
helpful. 

A reduced need for re-admission is claimed by 
using community psychiatric nurses. Training 
specifically for community psychiatric nursing was 
regarded as important and conventional district 
nurse training was clearly inappropriate. It would 
seem that the case loads for each community psych- 
iatric nurse should not exceed about 60 to 75. 

An Aid to Community Care was written for volunteers 
and dedicated to those ‘who will commit themselves 
to a necessary but difficult task and stay with it when 
the going gets tough’. I followed this precept 
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and finished the booklet but would not recom- 
mend it to my colleagues. The book starts 
with programmed learning notes in psychiatry with 
-test questions after each section. This is a good idea 
for teaching volunteers but unfortunately it failed 
on execution; such questions as ‘What is the nature 
of power P’, ‘What is medicine called that is given to 
human rather than cure?’ caused such anaclastic 
philosophical reveries that one was distracted from 
more mundane questions. Unfortunately a lot of the 
psychiatric information was incorrect. 

The latter part of the book (with white pages 
instead of blue) described day centres, industrial 
education units, evening groups, the restaurant club, 
residential care and group homes. This part was much 
more valuable than the first half and in fact would 
have been better expanded to the exclusion of the 
blue paper section. 


ANDREW Sims, Professor of Psychiatry, 
St Fames’s University Hospital, Leeds 


Pain: Ite Nature Analysis and Treatment. By 
MicuarL R. Bonn. Edinburgh: Churchill 
Livingstone. 1979, Pp 185. £3.95. 


Specialists, and even more so students who are 
interested in pain, face peculiar difficulties. An 
adequate understanding of this topic requires an 
appreciation of neuro-anatomy and physiology, as 
well as the skills of the general physician, the neuro- 
logist, the anaesthetist, several types of surgeon and, 
not least, the psychiatrist. The result has been an 
enormous literature of books and articles, the former 
often the product of many hands and appropriate 
mostly to the specialist. In this large field Professor 
Bond has discerned the absence of a book which will 
provide a synthesis for the medical student and has 
remedied the deficiency. He takes the reader through 
all the relevant topics and is exceptionally qualified 
for the task because of his own wide background in 

»medicine, neurosurgery and psychiatry. 

In doing this he provides a general approach which 
the interested student can well utilise. As one might 
expect from the author, there is a good balance 
between the data on the physical basis for pain and 
its psychological and psychiatric significance. The 
book should prove helpful to medical students and 
also to others like nurses, psychologists and social 
workers who care for patients in pain. 


Haroip Mersxzy, Professor of Psychiatry, 
The University of Western Ontario, Canada 
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OUTCOME OF SCHIZOPHRENIC 
ILLNESSES 
DEAR Sr, 

We appreciate the interest expressed by Dr Guze 
(Journal, 1979, 135, 91} in our paper (Johnstone et al, 
Journal, 1979, 134, 28-33). We do not dispute that 
it appears likely from our results that, if our study had 
concerned larger numbers, Feighner-positive cases 
would have had a significantly worse outcome than 
Feighner-negative cases. Nonetheless, had the 
Feighner criteria been used to predict outcome the 
prediction would have been wrong in 11 of 36 cases. 
Of the 12 patients with a maximum score for social 
isolation 9 were Feighner positive. Two were negative 
because they showed no change from their normal 
selves until shortly before the index admission, which 
in both cases was for a first schizophrenic episode. 
Both patients had been working until shortly before 
admission but according to their relatives had never 
been normal and had from childhood attempted to 
isolate themselves from society as much as possible. 
The remaining case was negative because she had no 
family history, had been married, was described as 
having had a normal premorbid personality and did 
not become ill until after the age of 40. 

Of the two patients that were omitted from the 
calculation of the results one was repeatedly re- 
admitted and the other was re-admitted for a 
prolonged period. Most of the other patients had 
remained out of hospital once discharged after the 
index episode, and it seemed misleading to place these 
two cases in the good outcome group although they 


fulfilled the criteria. The two cases consisted of a, 


22-year-old Feighner-negative male with a first 
episode and no social isolation and a 46-year-old 
Feighner-positive female with two previous episodes 
and an intermediate degree of social isolation. The 
results have not been recalculated using these cases, 
but it does not seem likely that their inclusion would 
greatly alter the findings at least as far as they concern 
the Feighner criteria and the criteria of social 


isolation. . 
Eve C. JOHNSTONE 
C. D. FRITH 
Clinical Research Cenire, — 
Watford Road, 
Harrow HA1 3UT 
e + 


TEACHING PSYCHIATRISTS HUMANITY 


Dear SR, 

I applaud the suggestion that subjective accounts 
of mental illnesses might be collected into a book for 
the instruction of psychiatric trainees’ (Oakes, 
Journal, August 1979, 135, 189). I would go further 
and say that such a book should also contain sections 
wsitten by close relatives or friends of patients. 

It would of course be necessary to include in the 
foreword several warnings to the trainee reader. In 
particular, since there are as yet no strictly objective 
criteria by which to establish most psychiatric 
diagnoses, one must take it with a pinch of salt when 
an author gives a subjective account of what is stated 
to be, say, a schizophrenic illness. In some cases the 
internal evidence of the account itself is so convincing 
that it would be unreasonable to question the 
diagnosis, but in others this is not so. 

What disturbs me is the suggestion that it is 
commonplace for humanity to be trained out of 
clinicians ın pursuit of scientific objectivity. What does 
the phrase ‘scientific objectivity’ mean? Surely it 
refers above all else to a certain habit of mind which 
values honesty more highly than self-deception and 
cheating. Does such an attitude really conflict with 
‘humanity’? Are we really more ‘humane’ if we allow 
our prejudices to blind us to the truth about our 
patients? Or is it nearer the mark to say that some 
patients will only call us kind and humane so long as 
we condone and collude with faults of theirs which 
they cannot, or prefer not to acknowledge? 

The attempt to denigrate science by attributing all 
kinds of inhumane qualities to scientists has become 
something of a fashion in recent years, while on the 
other hand growing credence seems to be given to a 
variety of superstitions, fringe religions and cults. The 
recent appalling mass suicides in Guyana should 
leave us in no doubt as to where this primitive 
credulity can lead. 

Science has its risks but ignorance is worse. To 
confound objectivity with inhumanity is to pervert 
language, and that can be extremely dangerous. 


H. B. G. Tuomas 


* Middlewood Hospital, 


(P.O. Box 134), 
Sheffield S6 1TP 
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NEURAL AND PSYCHOLOGICAL 
i DEVELOPMENT 
DEAR SR, 
I wish to congratulate Drs Myersburg and Post 


_ (Journal, August 1979, 135, 139-55) for their interest- 


ihg attempt to integrate the contributions of several 
disciplines in order to illustrate the correspondence 
regarding basic developmental milestones. Two 


‘further pieces of evidence are worth mentioning. 


One criticism of the emphasis on myelination as an 
indication of the functional maturation of the brain 
has been that impulse traffic starts and acts on 
neurons during development, before they acquire 
myelin sheaths. In Conel’s monumental work, 
maturation is measured not only by myelination but 
by four other critena: The state of branching and 
development of the apical and basal dendrites; the 
presence of neurofibrils in the cell bodies; the state of 
axonal branching; the actual number of neural fibres. 

The effect of environmental factors on develop- 
mental processes and critical periods has been 
examined recently. Winnick’s work on nutrition and 
thental development, which has not been mentioned 
in their article, supports their postulate that environ- 
mental experiences do affect neural substrates and 
subsequent behaviour. i 

STUART LIEBERMAN 
St George’s Hospital, 
Blackshaw Road, 
Tooting, SW17 
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DELUSIONS OF INFESTATION 


Dear SIR, 

I would like to amplify slightly Professor Tre- 
thowan’s succinct review of Annika Skott’s mono- 
graph, Delusions of Infestation—Ekbom’s Syndrome 
(Journal, August 1979, 135, 185). Professor Trethowan 
is quite correct in saying that Dr Skott has found good 
evidence that infestation delusions can be related to 
various psychiatric disorders, such as mental handi- 
cap, depressive illness, personality disorder, paranoid 
illness and schizophrenia. In her discussion she also 
mentions that they can be the presenting picture in 
cases of monosymptomatic hypochondriacal psychosis 
(MHP) which may manifest with infestation or other 
delusidns (Munro, 1976; Reilly, 1977). 


CORRESPONDENCE 


My intention in writing is simply to counteract 
an erronoues implication which could arise from 
Professor Trethowan’s statement that “the im- 


“pression . . . that a delusion of infestation is usually an 


isolated phenomenon occurring without relation to 
other psychotic symptoms and best characterized as a 
primary delusion, is incorrect”. The comment is 
perfectly true as regards the majority of cases reported 
by Dr Skott, but certainly does not hold for cases of 
MHP. I only underline this because MHP has been a 
neglected diagnosis in Britain until lately and it is 
important that it be recognized when it occurs, since 
it appears to be so amenable to treatment with 
pimozide (Freeman, 1979). 
ALISTAIR Munro 


Toronto General Hospital, 
101 College Street, 
Canada M5G 1LP 
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LEVODOPA IN SENILE DEMENTIA 
Dear Sr, 

Adolfsson et al described changes in brain dopamine 
concentrations in patients with dementia of the 
Alzheimer type (Journal, September 1979, 135, 216- 
23). In their discussion they made the suggestion that 
the substitution of levodopa may be of benefit in this 
condition. 

We have reported a double-blind crossover trial of 
levodopa in 14 patients with senile dementia (Lewis, 
et al, 1978). Using a daily dose of 875 mg of levodopa 


“per day a significant improvement was found with the 


Crichton Intellectual Rating Scale but not on the 
Behaviour Rating Scale. One further experience 
showed that the small gains made in intellectual 
performance were maimtained for several months 
(Johnson et al, 1978). However, the clinical relevance 
of these findings appear to be questionable and we 
are doubtful as to whether levodopa should be 
recommended as routine treatment in this condition 
at present. 

Bromocriptine is a dopamine agonist acting as a 


-dopamine receptor sensitizer, but this drug did not 


have any demonstrable effect on intellectual function 
in patients suffering from senile dementia (Smith 


CORRESPONDENCE 


et al, 1979), The mode of action of levodopa in senile 
dementia therefore remains uncertain. . i 
Brian R. BALLINGER 
- KATE JOHNBON ` 
Davm S. G. Kay 
CHRISTOPHER LEWIS 
. ALLAN S. Presiy’* 
-- Anne H. W. Suara 
Royal Dundee Lif Hospital, ms 
Dundee DD2 5NF : 
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SAMARITAN CONTACT AMONG 
PARASUICIDE PATIENTS 


Drar Sm, 


We were interested to read the paper by Drs Greer 
and Anderson (Journal, September 1979, 135, 263-68) 
concerning Samaritan contact prior to parasuicide. 
Their findings confirm a study we reported to the 
International Association of Suicide Prevention in 
Helsinki 1977. In a controlled study we compared 
knowledge of Samaritans amongst patients admitted 
to hospital for parasuicide with a group matched 
for age and sex in the ward at the same time for 
other reasons. The table demonstrates the wide- 
spread public knowledge of Samaritans, also identified 
in a National Opinion Poll carried out at the behest 
of Samaritans (Who?), a reasonable knowledge of 
what Samaritans offer (What?), and an ability to” 
contact the organization as demonstrated by a 
request for precise information (How?). Fourteen 
per cent of parasuicides had made contact with 
Samaritans on previous occasions (Past) but only 
4 per cent had contacted them prior to the present 
episode (Now). See Table page 588. 

It is suggested that there is not only a diminished 
ability to seek help when under stress and a cultural 
reluctance, demonstrated by a class variation, in 
asking for support. There is also support for the 
growing view that the classical ‘cry for help’ is a less - 
important factor than “the seeking for immediate 
oblivion as a response to overwhelming stress without 
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caring whether this oblivion is temporary or perma- 

nent. Hence Propetia. (Seager, 1978). 

i i C. P. SEAGER 
J. E. Oram 

Whiteley Wood Clinic, g 

Woofindin Road, ` 

Sheffield S10 3 TL 
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Dear Sir, 


I read Steven Greer and Marion Anderson’s paper 
on Samaritan contact among parasuicide patients 
(Journal, September 1979, 135, 263-68) with parti- 
cular interest as I_ performed a similar study myself 
three years ago. Although time and opportunity 
limited the number of patients I interviewed I would 
like to say that I too found the degree and accuracy 
of knowledge of the Samaritans to be substantial, and 
it does seem that ignorance must be a negligible 
reason for choosing parasuicide rather than Samaritan 
contact. 


My questionnaire also included questions as to 
who, if anyone, the patient had discussed his un- 
happiness with in the period immediately prior to the 
parasuicide act. I found a marked difference between 
the younger and older age groups (50 per cent of my 
group were under 25, 54 per cent of Greer and 
Anderson’s were under 30) in that, while the over 
25’s had sought help from numerous sources such as 
family, friends, doctors, social workers and priests, 
few of the under 25’s had discussed their problems 
with anyone, although many had expressed the 
retrospective wish that they had been able to do so. 

The paucity of contacts made by the under 25 
group while ın distress, coupled with the preponder- 
ance of this group and the stated desire by most of 
them that they would have liked to talk to someone 
at the time, is an aspect that causes concern parti- 
cularly as this is a function that the Samaritans see 
themselves fulfilling. One might have feared that it 
was a ‘middle-class, middle-aged’ image of the 
Samaritans that deterred young people, but not one 
person stated such a view to me, and a study conducted 
for the Samaritans did not find this either (The 
Samaritans, Report and Accounts, 1975/6). Special 
‘youth lines’ have only had limited success. 

It must be more than adverse attitude to the 
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Samaritans that deters young people from contacting 
them if, as it appears, they do not seek help from 


anyone. In fact 25 per cent of clients who called the ` 


Samaritans in 1975 were under the age of 25 and this 
proportion has continued to increase. The large 
proportion of young people in the parasuicide group 
must therefore reflect rather the large number of 
young people in despair. Impulsive action or genuine 
desire to die explains why some do not seek help, but 
I too found the feeling common, as in the older group, 
that they ‘ought’ to be able to cope. The young people 
seem to add to their isolation by viewing the world 
as hostile, and. perhaps the world using its own 
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- It does seem that society will tolerate an overdose 
while regarding the perhaps more logical act of 
secking help as a failure to cope. It is to be hoped 
ihat the sensitivity, availability and appeal of the. 
helping agencies (including the medical profession) 


‘to young people will increase and that the Samaritans 


in’ particular, with the advantages of confidentiality 
and 24 hour availability, will continue in their efforts 
to persuade young people, by ensuring that a contact 
receives acceptance and concern, and that to contact 
them, far from being an admission of failure. is a more 
valuable and less dangerous option than an overdose. 
Wenpy E. BARBER 
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